
 

 

HEDIS®1 Public Comment Overview 

HEDIS Overview 

HEDIS is a set of standardized performance measures designed to ensure that purchasers and 
consumers can reliably compare the performance of health plans. It also serves as a model for 
emerging systems of performance measurement in other areas of health care delivery.  

HEDIS is maintained by NCQA, a not-for-profit organization committed to evaluating and publicly 
reporting on the quality of health plans, ACOs, physicians, and other organizations. The HEDIS 
measurement set consists of 92 measures across 6 domains of care.  

Items available for public comment are being considered for HEDIS Measurement Year 2022, which 
will be published in August 2021. 

HEDIS Measure Development Process 

NCQA’s consensus development process involves rigorous review of published guidelines and 
scientific evidence, as well as feedback from multi-stakeholder advisory panels. The NCQA 
Committee on Performance Measurement, a diverse panel of independent scientists and 
representatives from health plans, consumers, federal policymakers, purchasers and clinicians, 
oversees the evolution of the HEDIS measurement set. Numerous measurement advisory panels 
provide clinical and technical knowledge required to develop the measures. Additional HEDIS expert 
panels and the Technical Measurement Advisory Panel provide invaluable assistance by identifying 
methodological issues and giving feedback on new and existing measures. 

Synopsis 

NCQA seeks public feedback on proposed new HEDIS measures, revisions to existing measures 
and proposed measure retirement. Reviewers are asked to submit comments to NCQA in writing via 
the Public Comment website by 11:59 p.m. (ET), Thursday, March 11. 

Submitting Comments 

Submit all comments via NCQA’s Public Comment website at https://my.ncqa.org/  

Note: NCQA does not accept comments via mail, email or fax. 
  

 
1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
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How to Submit a Comment 

1. Go to https://my.ncqa.org/.  

2. Once logged in, click to select Public Comment. 
3. Click Add Comment.  
4. In the Product field, click to select HEDIS Public Comment from the drop-down menu.  

5. Click the Instructions link to view public comment materials, including instructions and proposed 
measure specifications.  

6. Click to select the Topic and Element (measure) on which you want to comment.  

7. Click to select your support option (e.g., Support, Do not support, Support with 
modifications).  
Note: If you chose Do not support, include the reason in the text box. If you chose Support with 
modifications, enter the suggested modifications in the text box. 

8. Enter comments in the Comments box.  
Note: Comments may not be more than 2,500 characters. We suggest you develop comments in 
Word to check your character limit and save a copy for reference. Use the “cut and paste” function to 
copy your comment into the Comments box. 

9. Click Submit after each comment. After you have submitted all comments, click Close. You will 
be able to view and download all your submitted comments. 

All comments are due Thursday, March 11, by 11:59 PM ET. 

NCQA Review of Public Comments 

NCQA appreciates the time and effort required to submit comments, and reviews all feedback 
submitted within the public comment period. Due to the high volume of comments received, NCQA 
cannot respond to individual comments, but NCQA advisory panels and the Committee on 
Performance Measurement will consider comments and advise NCQA staff.  

Items for Public Comment 

Refer to the NCQA Public Comment page for detailed documentation (memos, specifications, 
performance data) on the items listed below.  

Future of HEDIS 

• Introduction of Race and Ethnicity Stratification Into Select HEDIS Measures.  

• Roadmap for Electronic Clinical Data Systems Reporting Method.  

Proposed New Measures 

• Advance Care Planning. 
• Deprescribing of Benzodiazepines in Older Adults. 
• Antibiotic Utilization for Acute Respiratory Conditions. 
  

https://my.ncqa.org/


 

 

Proposed Changes to Existing Measures 

• Acute Hospital Utilization. 
• Use of Imaging Studies for Low Back Pain. 
• Mental Health Utilization. 
• Identification of Alcohol and Other Drug Services. 
• Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment.   
• Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or Dependence. 
• Comprehensive Diabetes Care. 

Proposed Measure Retirement 

• Comprehensive Diabetes Care—HbA1c Testing. 
• Antibiotic Utilization. 

Questions? 

Contact NCQA Customer Support at 888-275-7585, Monday–Friday, 8:30 a.m.–5:00 p.m. (ET). 



  

  

Proposed Changes to Existing Measures for HEDIS®1 MY 2022: 
Introduction of Race and Ethnicity Stratification Into Select HEDIS 

Measures 

NCQA seeks comments on the proposed addition of race and ethnicity stratifications to select HEDIS 
measures beginning in measurement year (MY) 2022. NCQA’s goal is to advance health equity by 
leveraging HEDIS to hold health plans accountable for disparities in care among their patient populations. 
This includes bringing transparency to where gaps exist (or do not exist) and highlighting plans that 
successfully invest in strategies to reduce disparities in care and outcomes.  

Based on feedback from expert panels, the NCQA team developed a 3-year phased approach for 
implementing the stratifications, with a stated goal of requiring all plans to report measure performance by 
race and ethnicity using directly collected2 member data by MY 2024. In MY 2022 and MY 2023, plans that 
meet a direct data completeness threshold of 80% for race and 80% for ethnicity will be allowed to report the 
stratification using their own directly collected member data for race and ethnicity. Direct data is the gold 
standard.  
Note: NCQA’s proposal is to implement indirect data for population level analysis; we recognize that indirect data 
is likely to be inappropriate for patient-level intervention. It is our opinion that indirect data provides a path toward 
transparency on disparities in quality of care in the near term.  

Plans that do not meet the data completeness threshold will be required to report the stratification using an 
approved method of indirect race and ethnicity assignment. NCQA is currently evaluating two potential 
approaches to specifying this stratification (Attachment). The approaches are consistent in the approved 
methods of direct and indirect data collection, but differ in the level at which the direct data completeness 
threshold must be met:  

• Option 1: Require data completeness at the measure level. In this approach, plans must meet the 
data completeness threshold for the eligible population of each measure to which this stratification 
applies in order to report using direct data for each measure.  

• Option 2: Require data completeness at the plan level. In this approach, plans must meet the data 
completeness threshold across their enrollment in order to report using direct data for all measures to 
which this stratification applies.  

NCQA proposes that race and ethnicity stratifications are reported separately. NCQA also proposes to 
define race and ethnicity categories according to existing HEDIS descriptive measure Race/Ethnicity 
Diversity of Membership (RDM), which aligns with Office of Management and Budget categories 
(Attachment).  

NCQA seeks general feedback on the proposal above and on the following: 
1. Measures listed as candidates for stratification in MY 2022 (Attachment). In selecting these 

measures, NCQA evaluated them on a set of criteria, including the extent of known disparities by 
race and ethnicity in a particular health issue, areas that have been prioritized in state equity efforts, 
and whether a measure could be expected to yield small denominators if stratified. NCQA also 
sought to cover a wide range of health topics and include measures reported by all product lines 
(Medicare, Medicaid, commercial). 

 
1 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2 In developing our recommended approach, NCQA considered multiple options for implementing this stratification in HEDIS, 
taking into account the importance of moving toward direct data, as well as limitations of the current data environment and 
feasibility for implementation. In alignment with the current RDM measure, NCQA defines direct data collection as data 
collected directly from members (e.g., surveys, health risk assessments, disease management registries, CMS/state 
databases) or from enrollment information furnished by state Medicaid agencies. Indirect methods involve imputing 
race/ethnicity through methods such as surname analysis and geo-coding. 



 

 

2. The timeline for introducing the race and ethnicity stratification to measures. A target of 5 measures 
will be stratified in MY 2022, with a minimum of 15 measures stratified by MY 2024. NCQA will 
convene a Health Equity Expert Work Group throughout 2021 to gather ongoing feedback as we 
review public comment responses and finalize the stratification specification. 

3. Thoughts on additional measures that should be prioritized for future stratification. 

4. Concerns regarding feasibility for direct/indirect methods. NCQA welcomes feedback on the details 
and implications of these methods. 

Supporting documents include the draft stratification options, the list of candidate measures and evidence 
workup. 

NCQA acknowledges the contributions of the Health Equity Expert Work Group and the internal Measures Policy 
team for their input and work on these proposed race/ethnicity stratifications. 



Race/Ethnicity Stratification Options for MY 2022 
Description Option 1: Data Completeness at Measure-Level Option 2: Data Completeness at Plan-Level 
Number of measures 5 5 
Direct Data 
Completeness 
Threshold 

Race: 80% 
Ethnicity: 80% 

Race: 80% 
Ethnicity: 80% 

Level of Data 
Completeness 
Required 

Measure level: 
• In order to report stratification for any 

measure using its own direct data, the plan 
must meet the data completeness threshold 
for the denominator population of the 
measure. 

• Using an approved indirect method, the plan 
must report any of the 5 measures for which 
it did not directly collect race and ethnicity 
data for 80% of members in the denominator. 

Plan level: 
• In order to report stratification for all 5 

measures using its own direct data, the plan 
must meet the data completeness threshold 
for the plan’s entire membership.    

• If the plan did not directly collect race and 
ethnicity for 80% of its enrollment, it must 
report stratification for all 5 measures using 
an approved indirect method.  

Approved Reporting 
Methods 

Direct:  
• Data collected directly from members (e.g., surveys, health risk assessments, disease 

management registries, CMS/state databases) or from enrollment information furnished by state 
Medicaid or federal agencies. 

Indirect: 
• Bayesian Indirect Surname and Geocoding (BISG) Method1,2 
• Geographic Assignment at Census Tract Unit: 
The following approach should be used to assign indirect race and ethnicity values using 
geographic data. The source for geographic data is the American Community Survey—5 Year 
Estimate—Public Use Microdata Sample from the most recent year available as of January 1 of 
the measurement year. The geographic unit for assignment of race and ethnicity is the census 
tract. 

1. Assign member to census tract based on address of primary residence. If the member 
resided in more than one census tract during the measurement year, assign to census 
tract in which they most frequently lived. If no one census tract has a plurality, assign to 
the census tract in which the member resided at end of the measurement year. 

2. Assign the member to the race and ethnicity categories that hold the plurality (most 
frequent category) at the census tract geographic unit. 
a. Race should be assigned according to the variable “Recoded detailed race code.” 
b. Ethnicity should be assigned according to the variable “Detailed Hispanic origin 

allocation flag.” 
 
  

 
1 Elliott, M., A. Fremont, P. Morrison, P. Pantoja, & N. Lurie. 2008. “A New Method for Estimating Race/Ethnicity and 
Associated Disparities Where Administrative Records Lack Self-Reported Race/Ethnicity.” Health Services Research 43, 
1722–36. https://doi.org/10.1111/j.1475-6773.2008.00854.x 

2 Haas, A., M.N. Elliott, J.W. Dembosky, J.L. Adams, S.M. Wilson‐Frederick, J.S. Mallett, S. Gaillot, S.C. Haffer, & A.M. 
Haviland. 2019. “Imputation of Race/Ethnicity to Enable Measurement of HEDIS Performance by Race/Ethnicity.” Health 
Services Research 54(1), 13–23. https://doi.org/10.1111/1475-6773.13099 

 

https://doi.org/10.1111/j.1475-6773.2008.00854.x
https://doi.org/10.1111/1475-6773.13099


Race/Ethnicity Stratification Options for MY 2022 
Race & Ethnicity 
Categories 

 

HEDIS/OMB Race HEDIS/OMB Ethnicity CMS Category 
White Unknown White 
Black Unknown Black 
American Indian/Alaska Native Unknown American Indian/Alaska Native 
Asian Unknown Asian/Pacific Islander 
Unknown Hispanic/Latino Hispanic 
Some Other Race Unknown Other 
Unknown Unknown Unknown 
Native Hawaiian and Other 
Pacific Islander 

Unknown (No equivalent category) 

Two or more races Unknown (No equivalent category) 

Taken from Table RDM-A-1: CMS Categories Crosswalked to HEDIS/OMB Race and Ethnicity. 

A list of potential measures for initial stratification in MY 2022 are below. Measures were identified by 
evaluating current HEDIS measures on a defined set of exclusion and prioritization criteria. They were 
excluded from consideration for MY 2022 if they were ECDS or digital, risk-adjusted, in first-year status or 
slated for retirement. Measures were prioritized for inclusion if they represented a high-priority population for 
disparities, represented multiple HEDIS domains and/or represented multiple product lines. 

List of Candidate Measures for Race/Ethnicity Stratification in MY 2022 
Domain Measure Product Lines 

Effectiveness of Care Controlling High Blood Pressure (CBP) Commercial, Medicaid, Medicare 
Comprehensive Diabetes Care (CDC)* 
• HbA1c Control <8% 

Commercial, Medicaid, Medicare 

Comprehensive Diabetes Care (CDC)* 
• Eye Exam 

Commercial, Medicaid, Medicare 

Antidepressant Medication Management (AMM) Commercial. Medicaid, Medicare 

Follow-Up After Emergency Department Visit for 
People With Multiple High-Risk Chronic 
Conditions (FMC) 

Medicare 

Access and Availability 
of Care 

Adults’ Access to Preventive/Ambulatory Health 
Services (AAP) 

Commercial, Medicaid, Medicare 

Prenatal and Postpartum Care (PPC) Commercial, Medicaid 

Utilization Well-Child Visits in the First 30 Months of Life 
(W30) 

Commercial, Medicaid 

Child and Adolescent Well-Care Visits (WCV) Commercial, Medicaid 
Mental Health Utilization (MPT) Commercial, Medicaid, Medicare 

*Separate measures if approved for MY 2022. 



 

 

Health Equity and Social Determinants of Health (SDOH) in HEDIS®1  
Workup  

Topic Overview 

NCQA seeks to address inequities in health care and promote health equity through performance 
measurement, and strives to shed light on health care disparities, to advance health equity and to ensure 
that factors beyond clinical determinants are considered in the Healthcare Effectiveness Data and 
Information Set (HEDIS). As a part of this effort, NCQA is exploring several approaches, including 
stratification of HEDIS measures by race, ethnicity and socioeconomic status, in order to highlight disparities 
in care and hold plans accountable for implementing interventions to reduce them. NCQA is also considering 
potential new measure development efforts aimed at explicitly addressing social determinants of health 
(SDOH), such as assessing social risk or needs.  

Measuring Race and Ethnicity in HEDIS  

Although HEDIS does not require reporting by race/ethnicity, two measures assess diversity of health plan 
membership. Their intent is to assess the level of completeness of language, race and ethnicity data among 
health plans. 

• Language Diversity of Membership (LDM) assesses the count and percentage of members enrolled at 
any time during the measurement year, by spoken language preferred for health care and preferred 
language for written materials. 

• Race/Ethnicity Diversity of Membership (RDM) assesses the count and percentage of members 
enrolled any time during the measurement year, by race and ethnicity. The measure categorizes 
members using designations provided by the Office of Management and Budget: White, Black or 
African American, American Indian and Alaska Native, Native Hawaiian and Other Pacific Islander, 
Some Other Race, Two or More Races, Unknown and Declined. The measure also allows ethnicity 
reporting by the Hispanic or Latino category. 

Both LDM and RDM are specified for the commercial, Medicaid and Medicare product lines and were 
introduced into HEDIS in 2010. Reporting on these measures is required for health plans or other entities 
seeking NCQA’s Distinction in Multicultural Health Care (NCQA, 2020). 

In recent years, the RDM measure has revealed a lack of completeness of race and ethnicity data. In 
Measurement Year 2019, commercial plans reflected the lowest ability to gather complete data when 
compared to Medicare and Medicaid. Approximately 76% of racial data and 94% of ethnicity data was 
incomplete for the commercial product line. For Medicaid plans, 50% of racial data was incomplete and 70% 
of ethnicity data was incomplete. Medicare plans demonstrated the greatest ability to collect complete data: 
only 26% of racial data and 60% of ethnicity data was incomplete. For HEDIS data collection, NCQA 
considers data to be “complete” when >95% of data is known and “incomplete” data refers to instances 
where <50% of data is known, or data is missing. 

To further efforts to address racial and ethnic disparities in care, NCQA seeks to implement a required 
stratification by race/ethnicity to select additional HEDIS measures in order to encourage health plans to 
integrate equity into quality measurement efforts. This approach will help identify plans that are successful in 
eliminating disparities in performance. 

 

 

 
1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 



  

 

Measuring Socioeconomic Status and Disability  

Currently, HEDIS requires a socioeconomic status (SES) and disability stratification for four measures: 
Breast Cancer Screening, Colorectal Cancer Screening, Comprehensive Diabetes Care—Eye Exam and 
Plan All-Cause Readmission. NCQA chose to apply stratification to these measures based on consultation 
with an expert panel and analysis of health plan performance on select HEDIS measures when adjusting for 
disparity in performance between low- and high-SES populations (NCQA, n.d.).  

Stratification applies to the Medicare product line only, as it leverages Medicare-specific eligibility criteria. 
Performance is stratified into one of six categories capturing: Low-income status (LIS)/Dual Medicaid and 
Medicare eligibility (DE) only, Disability status only, LIS/DE and Disability, Neither LIS/DE nor Disability, 
Other or Unknown. “Other” represents members who have end-stage renal disease or who fall into no 
alternative categories. Dual enrollment status remains one of the strongest predictors of outcome, even after 
accounting for other social and functional risks. The intent of the SES and disability stratification is to shed 
light on disparities in care by SES. NCQA is interested in potentially expanding the SES stratification to 
additional HEDIS measures.  

SDOH in HEDIS 

There is broad acknowledgment that social factors such as access to food, employment status and physical 
environment contribute significantly to health outcomes. HEDIS does not currently require stratifications by 
SDOH other than SES and does not include SDOH-specific measures. NCQA sees this gap as an 
opportunity to expand the scope of HEDIS quality measurement and encourage health plan accountability 
for acknowledging members’ social needs and clinical needs. 

Background, Prevalence and Importance 

Background 

The WHO defines social determinants of health, or SDOH, as “the conditions in which people are born, 
grow, work, live and age, and the wider set of forces and systems shaping the conditions of daily life,” 
including economic policies and systems, development agendas, social norms and political systems (WHO 
2020). Several other leading health organizations have developed similar definitions from which to operate 
when working to achieve health equity (CDC, 2020; Healthy People 2030, 2020). Equally important terms 
often referred to in the health equity domain include “social risk factors,” “social needs,” “behavioral risk 
factors” and “disparities.” Such language is often employed to highlight the influence of various factors on 
health care access as well as outcomes (Alderwick, 2019). Factors cited as considerably impacting health 
inequity include access to nutritious food, neighborhood safety, distance to public transportation and 
adequate housing (AMA, 2019; AAFP, 2019). 

Disparities in morbidity and mortality across multiple factors have been well documented over the last few 
decades as leading health organizations increasingly elevate health equity as a priority (Baciu, 2017; 
Penman-Aguilar, 2016). Organizations such as the Centers for Disease Control and Prevention (CDC) and 
the WHO, and policy initiatives like Healthy People 2030, have indicated the need to pursue health equity in 
the face of widening disparities between various subgroups in the United States (CDC, 2020; CSDH 2008; 
Pendo, 2020). Health care disparities occur across many dimensions, including race and ethnicity, gender, 
sexual orientation, socioeconomic status, disability status and geographic location (KFF 2020). 

Disparities Racial, ethnic and socioeconomic disparities call attention to a striking need for 
targeted interventions to improve health outcomes. Although socially 
constructed categories of race and ethnicity do not cause health disparities, 
they often link directly to other dimensions that impact health, including, but not 
limited to, geographic location, socioeconomic status, access to health care 



 

 

insurance and systemic racism (CDC, 2020; Cogburn, 2019). When compared 
with White Americans, for instance, racial and ethnic minorities often fare 
significantly worse in terms of health outcomes.  

A review of health status across racial groups in 2019 found that while policy 
and program efforts such as the Affordable Care Act have begun to narrow 
disparities, notable differences in health outcomes persist. For example, Blacks 
and Native Americans experienced infant mortality rates approximately two 
times higher than that of Whites (Artiga, 2019). The Office of Minority Health 
found that Hispanics are 60% more likely to die from viral hepatitis than Whites, 
despite having lower rates of hepatitis C (OMH, 2020). In 2014, the CDC 
reported that about 18.0% of Black adults and 16.8% of Hispanic adults had a 
diabetes diagnosis, while the prevalence in White adults was 9.6%. Each 
statistic is striking, given that in 2014, all racial and ethnic minority groups 
combined made up 37.9% of the United States population (over 120,000,000 
people) (Baciu, 2017; NCHS, 2016). 

Access to  
care and 
environmental 
factors 

In addition to disparities in health outcomes across populations, literature 
indicates that disparities exist on different axes such as environmental and 
social exposures, access to health care and health services, completion of 
treatment and quality of care. From 2000–2017, approximately one third of 
performance measures assessing individuals’ access to health care services 
did not show improvement; about 40% of these access measures revealed that 
Blacks, Native Americans and Native Hawaiians received worse care than 
Whites (AHRQ, 2019).  

Recent studies have found that individuals with lower economic and 
educational status are less likely to begin and/or complete engagement with 
various health care services. A Minneapolis-based study indicated that while 
69% of White patients who qualified for colorectal cancer screening completed 
screens, just 43% of all patients of color completed them (Kottke, 2014; 
Hostetter, 2018). Of note, Latinos are less likely than the majority of the 
population to seek and receive various health care services due to 
discrimination, lower insurance rates (76% compared to 91% nationwide) and, 
in some cases, the lack of Spanish translation services in the health care 
setting (Vega, 2009; Steinberg, 2016).  

Additionally, studies show that environment also plays an important role in 
health disparities. Due to racist segregation practices, disadvantaged 
populations such as ethnic minorities (particularly Blacks and Native 
Americans), immigrants, people with lower incomes and beneficiaries with 
Medicaid insurance are more likely to live and work in areas with greater 
exposure to toxic environments (Gee, 2004; Institute of Medicine, 2003; Lewis, 
2017). Chemical waste plants and other high-pollutant sources make certain 
groups more vulnerable to conditions such as asthma, cancer and chemical 
poisoning. The American Lung Association finds that the burden of air pollution 
is unevenly shared and may deeply affect populations with greater exposure to 
stress and discrimination (ALA, 2020). Studies underscore strong associations 
between constant exposure to air pollution and increased asthma diagnoses in 
children from economically deprived areas. 

Importance Public health leaders have increasingly called for collaborative, coordinated 
approaches across different disciplines to close the gaps in health disparities. It 
is estimated that between 45% and 57% of SDOH stem from outside the health 
care system and 80% of influences on health comes from outside physician 



  

 

visits; calls for response to health disparities have echoed a need to implement 
interdisciplinary approaches (APHA, 2019; Daniel, 2018; AMA 2019). Some 
SDOH that stem from within the health care system are health literacy and 
sociobehavioral SDOH screening, as well as treatment from interdisciplinary 
clinical teams (Mogford, 2011; Daniel, 2018; NAS, 2019).  

The American College of Physicians published a set of policy recommendations 
on SDOH, expressing support for cross-agency collaboration to maximize the 
impact of changes in policy.   

The American Public Health Association (APHA) similarly indicated that cross-
cutting interventions must be employed by organizations in different fields at the 
national, local and individual levels in addition to work implemented through 
nongovernmental organizations (Chisolm, 2019). The need for the 
implementation and maintenance of measurable objectives when assessing 
disparities and health equity-driven goals is another topic that many leading 
health care organizations are invested in.  

Healthy People 2030 has expressed interest in strengthening the link between 
performance measurement and addressing social risks (APHA, 2019). The 
APHA also highlights the importance of measurement-oriented initiatives in 
decreasing health disparities. Researchers find that creating approaches with 
operational objectives can help health care organizations clearly assess 
whether they are on track to meet health equity goals at various levels 
(individual, community, state, national).  

In 2017, the Health and Public Policy Committee at the American College of 
Physicians recommended that health care organizations adjust performance 
measures to reflect risks in caring for disadvantaged populations (Daniel, 
2018).  

COVID-19 The COVID-19 pandemic accentuates the need to address health disparities 
and underscores that living in an underserved environment and facing social 
adversity correlates directly to biased rates of infection and poor health 
outcomes (Holuka, 2020). Early studies show that several groups are at 
increased risk of contracting COVID-19 and dying from the coronavirus, 
including individuals aged 65 and older, racial and ethnic minorities and groups 
from economically depressed communities (Hatcher, 2020; Kim, 2020).  

The pandemic has also shed light on disparities in emergency department (ED) 
utilization. In a study of individuals who tested positive for COVID-19 in the ED, 
65.3% of Black patients tested positive and 38.0% of White patients tested 
positive (Price-Haywood, 2020). Data gathered from the California Department 
of Public Health reveals that racial and ethnic minorities are disproportionately 
diagnosed with COVID: Latinos make up 39% of California’s population but 
account for 61% of the state’s COVID-19 cases, while Whites make up 38% of 
the state’s population and account for only 18% of cases (CDPH, 2020).   

Financial impact Health disparities place a considerable economic burden on society. Total 
overall costs of health inequities and premature deaths between 2003 and 2006 
amounted to $1.24 trillion (AHPA, 2019). Experts estimate that eliminating 
health disparities during this time frame would have reduced this cost by $229.4 
billion (LaVeist, 2009).  

State and local-level analyses similarly reveal the potential economic impact of 
eliminating disparities; researchers found that of the $525 million North 



 

 

Carolina’s state Medicaid program spent for diabetes-related services in 2008, 
it could have saved approximately $225 million in costs linked to diabetes 
services if racial and economic disparities were eliminated (Buescher, 2010).  

Health disparities also have a direct impact on the economy due to the 
disruption to daily lives, loss in labor productivity and premature death 
(Thornton, 2016). The Government Accountability Office found that an 
increased prevalence of chronic conditions such as heart disease and cancer 
among Blacks and Hispanics has led to notable decreases in average 
household earnings, in addition to a weakened ability to afford health care 
(Suthers, 2008).   

Impact on the 
individual 

Constant interaction with adverse social risk factors can take a considerable toll 
on well-being. A national geographic analysis of life expectancy by ZIP code 
found that in the city of Chicago, life expectancy differed by as much as 30 
years, depending on the neighborhoods reviewed (Gourevitch, 2018; Healthy 
Chicago 2.0, 2020; Cohen, 2016). Similar life expectancy differences were 
found in cities across the United States: Residents living mere miles apart were 
found to have vastly different socioeconomic experiences, which mapped onto 
health disparities and life expectancy trends. Individuals living in neighborhoods 
with higher life expectancies were more likely to have higher average incomes, 
access to transportation, successful schools, high-quality medical facilities, 
access to nutritious food and clean water sources, and to live in communities 
that invested in social services (Chetty, 2016; Hacke, 2017; Gourevitch, 2018). 
Several studies have noted that areas with a deep investment in these services 
tend to coincide with better access to health care services and better individual 
and public health outcomes (Dwyer-Lindgren, 2017).  

Data Availability and Use (Race, Ethnicity and Social Needs) 

Although the importance of addressing health disparities is apparent, challenges remain, including how to 
accurately and feasibly identify race, ethnicity and social needs for the purposes of equitable quality 
measurement. Some data elements may be more readily available than others, some data sources may 
demonstrate greater accuracy than others. Below is an analysis of the availability of race, ethnicity and 
social needs data in administrative claims and electronic health records (EHR) and via community-level 
proxies.  

Administrative Data 

Race and 
ethnicity 

There are a number of challenges associated with collecting complete and 
accurate race and ethnicity data.  

Lack of standardized race and ethnicity categories has been identified as a key 
barrier to widespread collection and utilization of this data, as noted in the 
Institute of Medicine’s landmark report, Race, Ethnicity, and Language Data 
Standardization for Health Care Quality Improvement.  

Additional barriers identified included technical challenges such as space on 
collection forms and accessibility of fields in electronic systems to collect such 
information, discomfort with asking or responding to questions of race and 
ethnicity and a lack of sufficiently descriptive categories for patient self-
identification (Institute of Medicine, 2009).   



  

 

Analysis of RDM measure data from 2012–2015 found that data was most 
complete for Medicare plans and was least complete for commercial plans. 
Roughly 40% of Medicare plans reported complete race data% compared to 
less than 20% for Medicaid and commercial plans.  

All product lines reported less than 20% complete ethnicity data. The majority of 
Medicaid and Medicare plans reported using direct methods of collecting race 
and ethnicity data; commercial plans used indirect methods (Ng et al., 2017).  

In 2020, a CMS analysis of Medicaid and CHIP beneficiary enrollment data 
from 2016 found that the majority of states had incomplete race and ethnicity 
data. Despite regulations requiring states to report race and ethnicity data on all 
(or almost all) beneficiaries, the analysis found that only 21 states reported 
having race and ethnicity data for greater than 90% of beneficiaries (State 
Health Access Data Assistance Center, 2020). 

Beyond the issue of completeness, there is evidence to suggest variable 
accuracy of race and ethnicity in administrative data. Discrepancy in accuracy 
of data between racial and ethnic groups may limit the ability to accurately 
measure disparities in care. Analysis of race/ethnicity in Medicare 
administrative data, compared to self-reported race/ethnicity in the home health 
Outcome and Assessment Information Set (OASIS), found that data was 
considerably more accurate for White and Black beneficiaries than for Hispanic, 
non-Hispanic Asian, Hawaiian Native, other Pacific Islander, American Indian or 
Alaskan Native.  

The sensitivity of administrative data to accurately identify race and ethnicity 
among White and Black beneficiaries was between 96% and 98%. Among 
people who self-identified as Hispanic, the data had a sensitivity of just 36.2%; 
it was 62.6% for those identifying as non-Hispanic Asian, Hawaiian Native or 
other Pacific Islander and approximately 43% for those identifying as non-
Hispanic American Indian or Alaskan Native (Jarrín et al., 2020). Multiple 
studies have observed a similar pattern of under-identification or 
misclassification of smaller racial and ethnic groups in Medicare administrative 
data (Filice & Joynt, 2017; Smith et al., 2010; Zaslavsky et al., 2012).  

Social needs Documentation of social needs in administrative claims is increasing but 
remains uncommon.  

In 2016, Medicare introduced “z-codes,” a set of ICD-10 diagnosis codes 
related to SDOH. Z-codes are designed to capture social factors that influence 
a patient’s health status, including, but not limited to, socioeconomic and 
psychosocial circumstances (CMS, 2020).  

Analysis of z-code utilization among Medicare fee-for-service (FFS) 
beneficiaries found that among 33.7 million total beneficiaries in 2017, 
approximately 1.4%% had claims with documented z-codes. The most 
commonly used z-codes were for homelessness, problems related to living 
alone, disappearance or death of a family member, problems related to 
psychosocial circumstances and problems in relationships with a spouse or 
partner.  

The analysis concluded that the data likely underestimates patient social needs 
among Medicare FFS beneficiaries and that although SDOH screening may 



 

 

occur, the extent to which patient social needs are being documented in claims 
is unclear (CMS, 2020).  

Another study examining z-code utilization from 2016–2017 using the National 
Inpatient Sample, a publicly available, all-payer, inpatient care database, 
resulted in similar findings. Of over 14 million hospitalizations, just 1.9%% 
included a z-code. The study concluded that z-codes are not an accurate 
representation of the true burden of social needs among hospitalized patients 
(Truong et al., 2020).  

There are some important considerations in evaluating the appropriateness of 
relying on claims to identify, prioritize and address social needs across a 
population. The effort of Gottlieb and colleagues to map social screening tools 
to existing z-codes revealed challenges: There may not be a social code that 
appropriately matches to an identified need; multiple social codes may apply; 
meaning may be lost in selecting a particular social code (Gottlieb et al., 2017). 
For example, because “lack of adequate food or safe drinking water” collapses 
several distinct social needs, meaning may be lost when attempting to 
understand and address population-level needs.  

Despite the low utilization and limitations of ICD-10 social codes, efforts are 
underway to increase utilization and usefulness of SDOH documentation in 
claims.  

• In 2019, the American Hospital Association released ICD-10-CM Coding 
for Social Determinants of Health in an effort to increase utilization of z-
codes (American Hospital Association, 2019). 

• The American Medical Association, in partnership with UnitedHealthcare, 
announced the desire to expand the existing set of z-codes to increase 
specificity and allow more accurate documentation of patient social 
needs (American Medical Association, 2019). 

Indirect (proxy) 
data 

Due to the limited availability of both race/ethnicity and social needs data in 
administrative claims, a common alternative approach is to identify 
demographic information and social needs using a community proxy, such as 
aggregated geographic-level data from national surveys or data sources like the 
U.S. Census Bureau. In this approach, community-level data (e.g., census 
block, ZIP code) may be used to attribute a characteristic to a patient who 
resides in that location. For example, each year, CMS releases a report of 
racial and ethnic health disparities in Medicare Advantage, using HEDIS and 
Consumer Assessment of Healthcare Providers and Systems (CAHPS®2) data. 
Because HEDIS data is not currently available by race/ethnicity, CMS combines 
residential location and surname to indirectly estimate race and ethnicity (CMS, 
2020; Elliott, 2008). The method has shown 93% concordance for White and 
Black beneficiaries, 94% for Asian/Pacific Islander and 95% for Hispanic 
beneficiaries (Martino et al., 2013).  

In 2009, the Institute of Medicine recommended that in cases where race and 
ethnicity data is unavailable, organizations should use indirect estimation to 
support analyses of race and ethnic disparities (IOM, 2009).  

The National Quality Forum (NQF) recommends that organizations use proxy 
data from geocoding, surname analysis and Bayesian estimation when 

 
2CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ). 



  

 

conducting community-level interventions, but notes that such data is limited 
when conducting individual-level interventions (NQF, 2008).  

Analysis of studies combining clinical and nonclinical determinants of health 
(e.g., SES, built environment, social circumstances) found a four-fold increase 
in the number of articles in this space between 2010 and 2018. Among studies 
included in the review, 50%% measured nonclinical determinants at the 
aggregate (i.e., geographic) level. Analysis found that geographic areas smaller 
than a ZIP code were commonly used and the majority of studies (81.7%) relied 
on U.S. Census Bureau data (Golembiewski, 2019).  

Researchers have cited risks associated with relying on community-level data 
to impute an individual attribute; for example, community-level data is subject to 
ecological fallacy—an individual in a particular neighborhood may not match the 
overall attributes of that neighborhood (Gottlieb, 2018). Further, there may be 
concerns with the timeliness of national data sources (Cantor et al., 2018; 
Boudreaux, 2015). Examples of studies illustrating the advantages and 
disadvantages of relying on community-level proxies to impute social needs are 
provided below. 

Leveraging national survey data to assign demographic and social 
characteristics has shown to have high feasibility and utility (Hatef, 2019; ACS, 
2018). The American Community Survey (ACS), a national survey of 3.5 million 
households across the country fielded by the U.S. Census Bureau, is the 
predominant source. ACS survey results are used to direct over $675 billion in 
federal and state funds each year. In one study, data from the ACS, along with 
data from the National Vital Statistics System and Behavioral Risk Factor 
Surveillance System, was used to implement the City Health Dashboard. The 
Dashboard used the census tract area to display 35 measures of health and 
social factors in order to inform city health equity initiatives. It included 
stratification of clinical measures (by gender, geography and race/ethnicity) and 
direct measures of inequity (e.g., measuring racial/ethnic diversity and 
neighborhood racial/ethnic segregation).  

Another study documented creation of an aggregated dataset of community-
level SDOH derived from open-source data sets. Called the “Factors Affecting 
Communities and Enabling Targeted Services (FACETS)” database, the 
system was designed to map individual addresses to their corresponding 
census-tract level determinants. The ACS was the primary data source for 
FACETS. ACS-derived data included racial diversity, ethnic diversity, 
educational attainment and poverty rate, among other national and state-level 
data sources (Cantor, 2018). 

Researchers have also noted challenges to using national datasets for this 
purpose: 

• Different data sources may link data elements at different geographic 
levels that may not align with each other or with policy-maker priorities 
(e.g., countywide metrics are not likely to align with municipal or city 
boundaries).  

• National datasets refresh infrequently; consequently, indicators may lag 
behind population change.  

• Estimates from national sources may lack precision at the community 
level and might be interpreted as meaningful signals (Gourevitch, 2019).  



 

 

Researchers also cautioned about challenges mapping between census years, 
when census tracts may change. They also note that mapping individual street 
addresses to geographic groupings presents challenges, noting that 
misspellings, or duplicate street addresses in different areas, can generate 
error.  

SDOH mapping at the community level has limitations, particularly in the 
context of the National Academy of Medicine and others emphasizing the 
importance of individual-level SDOH over community-level SDOH, which can 
have a significant impact on care because they function as the “back end” of 
the health care system (Cantor, 2018).  

EHRs EHR systems represent an opportunity to capture and utilize rich patient-level 
demographic and social needs data. The Office of the National Coordinator for 
Health IT’s most recent certification criteria for Certified Electronic Health 
Record Systems requires that systems be able to collect structured information 
related to patient demographics (including race/ ethnicity and preferred 
language) as well as social, behavioral and psychological data, including, but 
not limited to, financial resource strain, education and social circumstances 
(ONC, 2015).  

Although evidence indicates that demographic data is routinely documented in 
EHR systems, there remains considerable variability in how patient social 
needs are screened for and documented in EHR systems. A study of EHR data 
for over 5 million patients seen in a multi-level health care system in Maryland 
found that ZIP code was documented for 95% of patients, race for 90% of 
patients and ethnicity for 50% of patients. By contrast, less than 1% of patients 
had data related to a social need documented in structured fields (Hatef et al., 
2019).  

Barriers to documentation of SDOH in EHR systems include variability in 
availability of structured screening tools in each system and lack of staff training 
on screening for and documenting SDOH in the EHR. Variation in availability of 
structured SDOH fields may be attributed in part to EHR vendor preferences 
and priorities. A qualitative study of EHR vendor perspectives on and 
approaches to SDOH data collection in EHRs revealed that EHR vendors are 
actively investing in SDOH products, but vendors also highlighted that lack of 
standardization in SDOH screening instruments may lead to variation in how 
they approach SDOH data collection (Freij et al., 2019).  

Further variability is introduced in how—and if—clinicians document social 
needs, from screening tools to EHR fields. A study analyzing the feasibility of 
implementing an EHR-based SDOH screening tool found that clinicians may 
face challenges in screening for and documenting social needs due to a lack of 
sustainable resources to manage the follow-up workload involved in linking 
patients with SDOH needs to appropriate resources (Gold et al., 2018).  

Current State of SDOH and Equity in Policy and Measurement 

National A number of national programs have made efforts to highlight disparities in care 
and encourage collection of data to address SDOH. Notably, in August 2020, 
the CDC released the new set of Healthy People 2030 objectives that includes 
a set of objectives related to SDOH across five domains: Economic Stability, 



  

 

Education Access and Quality, Health Care Access and Quality, Neighborhood 
and Built Environment and Social and Community Context (CDC, 2020). 

In 2020, the American Medical Association (AMA) adopted a new policy that 
seeks to actively dismantle racism in the United States health care system, 
noting that racism at the interpersonal, cultural and systemic levels have 
perpetuated health inequities and continue to harm historically marginalized 
populations. Through this policy, the AMA plans to actively and strategically 
work with internal and external stakeholders to propel medicine toward anti-
racism (AMA, 2020). 

Each year, CMS releases its annual Racial, Ethnic, and Gender Disparities in 
Health Care in Medicare Advantage report, which highlights measures for which 
performance is worse for Black, Hispanic, American Indian or Alaska Native 
and Asian or Pacific Islander beneficiaries compared to White beneficiaries 
(CMS, 2020). CMS also maintains the eCQM measure set, which must be 
reported with supplemental data including race, ethnicity, payer and sex 
(Electronic Clinical Quality Improvement Resource Center, 2020). 

The Comprehensive Primary Care+ (CPC+) program, a national advanced 
primary care medical home model with 2,783 practices and 52 payers 
participating as of 2020, requires practices to “identify patients’ high priority 
health-related social needs and resources available in your community to meet 
those needs” (Center for Medicare and Medicaid Innovation, 2018). 

State Most states analyze and publicly report data on health disparities. States deploy 
varying approaches to measuring health equity, reporting a wide range of 
health indicators and relying on a multitude of national (e.g., ACS, National Vital 
Statistics System) and local (e.g., state surveys, local health departments) data 
sources.  

The Center for Health Care Strategies conducted a qualitative study to 
understand the extent to which state Medicaid agencies collect SDOH data and 
how they use the data. Of 8 states interviewed, all collect data on housing and 
employment and 7 collect data on family and social supports (Center for Health 
Care Strategies, 2018). Increasingly, states are requiring Medicaid Managed 
Care Organizations (MCO) to address SDOH in their contracts (Kushner & 
McConnell, 2019).  

Quality 
Measurement 
Organizations 

Quality Measurement Organizations have recognized the importance of 
addressing equity through measurement of disparities and SDOH. In 2019, the 
NQF partnered with Aetna to issue a national call to action to address SDOH 
and convened a multi-stakeholder summit to develop a set of recommendations 
related to SDOH. Included was a call to “develop key sets of measures to 
incorporate and align social determinants of health measurement and activity 
across the health ecosystem” (National Quality Forum, 2019b). NQF has 
recently partnered with Humana to develop 3 new electronic quality measures 
related to food insecurity (National Quality Forum, 2019a).  

NCQA also issues Health Plan Accreditation and administers the Patient-
Centered Medical Home (PCMH) program. As a part of its Population Health 
Management (PHM) health plan Accreditation standards, entities must assess 
the characteristics and needs of their patient populations, including SDOH, and 
identify and offer community resources to meet those needs. The PCMH model 
requires practices to demonstrate that they have processes in place to collect 
data on patient social needs (NCQA, 2020). 



 

 

Industry There are multiple examples of innovative industry efforts to measure, report 
and use data to shine light on health disparities and equip communities with the 
information they need to address SDOH. Mathematica, Inc. developed the 
Community Connector tool in 2019, a data visualization tool that describes how 
a community looks in terms of SDOH across 6 domains.  

The Robert Wood Johnson Foundation has also funded a number of innovative 
initiatives. For example, it has partnered with the University of Wisconsin 
Population Health Institute to maintain the County Health Rankings and 
Roadmaps program, an interactive tool that maps a range of clinical and social 
indicators, such as health behaviors, economic factors and physical 
environment in almost every county across the 50 states. The tool relies on 
data from a multitude of national data sets, such as the ACS and BRFSS. Many 
indicators in the tool are stratified by age, gender, race, education and/or 
income (Robert Wood Johnson Foundation, n.d.). 

In 2018, the Foundation funded initiation of the Gravity Project by SIREN, which 
aims to standardize coded data elements used to document SDOH in EHRs 
across four activities (screening, diagnosis, planning, interventions) and three 
social risk domains: food insecurity, housing instability and quality, 
transportation access (HL7 International, n.d.). 

Screening for 
SDOH 

A growing number of guidelines and clinical practice policies in the U.S. relate 
to screening for social needs and link to resources. The AMA supports 
expanding access to SDOH screening tools, urges vendors to adopt SDOH 
templates and supports payment reform policy proposals that incentivize 
screening for SDOH and referral to community support systems (American 
Medical Association, 2019).  

The American Academy of Pediatrics recommends screening children for social 
risk factors during all patient encounters, as well as partnering with community 
organizations, intervention programs and schools to link patients to needed 
resources (American Academy of Pediatrics, 2016).  

In 2020, the U.S. Preventive Services Task Force released a review of its 
methods for developing primary care-based recommendations for SDOH. It 
outlined considerations for new approaches for addressing SDOH in future 
recommendations and concluded that further research on these proposed 
methodological changes could position the it to better integrate social risks into 
future preventive care recommendations (Davidson et al., 2020).  

There is growing acknowledgment in the health care community of the need to 
identify and address social needs and health disparities. In 2017, the American 
Academy of Family Physician surveyed 5,000 family physicians and found that 
83% agreed that family physicians should identify and help address patients’ 
SDOH. 78% agreed they should partner with community organizations to 
address community health disparities (American Academy of Family 
Physicians, 2017). 
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Appendix A: Guidelines, Position Statements and Recommendations 

Clinical and Policy Practice Guidelines: Social Determinants of Health and Health Equity 
 

Organization, Year Recommendation Grade 
American Academy 
of Pediatrics, 2016 

The AAP recommends surveillance for risk factors related to social determinants of health during all patient encounters. 
Practices can use a written screener or verbally ask family members questions about basic needs such as food, 
housing, and heat. 

Not graded 

American College of 
Physicians, 2018 

Policy Recommendations: 
1. The American College of Physicians supports increased efforts to evaluate and implement public policy interventions 
with the goal of reducing socioeconomic inequalities that have a negative impact on health. Supportive public policies 
that address downstream environmental, geographical, occupation, education, and nutritional social determinants of 
health should be implemented to reduce health disparities and encourage health equity.  
2. The American College of Physicians recommends that social determinants of health and the underlying individual, 
communities, and systemic issues related to health inequities be integrated into medical education at all levels. Health 
care professionals should be knowledgeable about screening and identifying social determinants of health and 
approaches to treating patients whose health is affected by social determinants throughout their training and medical 
career. 
3. The American College of Physicians supports increased interprofessional communication and collaborative models 
that encourage a team-based approach to treating patients at risk to be negatively affected by social determinants of 
health. 
4. The American College of Physicians supports the adequate and efficient funding of federal, state, tribal, and local 
agencies in their efforts to address social determinants of health, including investments in programs and social services 
shown to reduce health disparities of costs to the health care system and agency collaboration to reduce or eliminate 
redundancies and maximize potential impact. 
5. The American College of Physicians supports increase research into the causes, effects, prevention, and 
dissemination of information about social determinants of health. A research agenda should include short- and long-term 
analysis of how social determinants affect health outcomes and increased effort to recruit disadvantaged and 
underserved populations into large-scale research studies and community-based participatory studies. 
6. The American College of Physicians recommends policymakers adopt a “health in all policies” approach and supports 
the integration of health considerations into community planning decisions through the use of health impact 
assessments. 
7. The American College of Physicians recommends development of best practices for utilizing electronic health record 
(EHR) systems as a tool to improve individual and population health without adding to the administrative burden on 
physicians. 
8. The American College of Physicians recommends adjusting quality payment models and performance measurement 
assessments to reflect the increased risk associated with caring for disadvantaged patient populations. 
9. The American College of Physicians recommends increased screening and collection of social determinants of health 
data to aid in health impact assessments and support evidence-drive decision making. 

Not graded 



 

 

Organization, Year Recommendation Grade 
American Medical 
Association, 2019 

Expanding Access to Screening Tools for Social Determinants of Health/Social Determinants of Health in Payment 
Models H-160.896. 
Our AMA supports payment reform policy proposals that incentivize screening for social determinants of health and 
referral to community support systems. 

Not graded 

American Public 
Health Association, 
2019 

The APHA goal is for the United States to become the healthiest nation in a generation by 2030. To accomplish this 
goal, APHA calls for the conduct of eight science-based key actions: 

• Build safe, healthy communities 
• Help all young children graduate from high school 
• Reverse growing income inequalities 
• Remove barriers to good health for everyone 
• Provide affordable, nutritious food for everyone 
• Effectively prepare for and respond to the health impacts of climate change 
• Provide quality health care to everyone 
• Strengthen public health infrastructure 

Furthermore, considerable literature exists denoting additional specific strategies in smaller localities that have led to 
improvements in health equity through addressing the social determinants of health. These strategies include, but are 
not limited to, research strategies (such as community-based participatory research), housing program and policy 
strategies (such as tenant-based rental assistance programs), and educational program and policy strategies (such as 
center-based early childhood education, full-day kindergarten programs, and high school completion programs). 

Not graded 

Institute of 
Medicine, 2009 

Recommendation 3-1: An entity collecting data from individuals for purposes related to health and health care should:  
• Collect data on granular ethnicity using categories that are applicable to the populations it serves or studies. 

Categories should be selected from a national standard list (see Recommendation 6-1a) on the basis of health 
and health care quality issues, evidence or likelihood of disparities, or size of subgroups within the population. 
The selection of categories should also be informed by analysis of relevant data (e.g., Census data) on the 
service or study population. In addition, an open-ended option of “Other, please specify: ” should be provided for 
persons whose granular ethnicity is not listed as a response option.  

• Elicit categorical responses consistent with the current OMB standard race and Hispanic ethnicity categories, with 
the addition of a response option of “Some other race” for persons who do not identify with the OMB race 
categories. 

Recommendation 3-2: Any entity collecting data from individuals for purposes related to health and health care should 
collect granular ethnicity data in addition to data in the OMB race and Hispanic ethnicity categories and should select the 
granular ethnicity categories to be used from a national standard set. When respondents do not self-identify as one of 
the OMB race categories or do not respond to the Hispanic ethnicity question, a national scheme should be used to roll 
up the granular ethnicity categories to the applicable broad OMB race and Hispanic ethnicity categories to the extent 
feasible. 

 



 

 

Organization, Year Recommendation Grade 
 Recommendation 5-1: Where directly collected race and ethnicity data are not available, entities should use indirect 

estimation to aid in the analysis of racial and ethnic disparities and in the development of targeted quality improvement 
strategies, recognizing the probabilistic and fallible nature of such indirectly estimated identifications. Race and ethnicity 
identifications based on indirect estimation should be distinguished from self-reports in data systems, and if feasible, 
should be accompanied by probabilities. Interventions and communications in which race and ethnicity identifications are 
based on indirect estimation may be better suited to population-level interventions and communications and less well 
suited to use in individual-level interactions. An indirectly estimated probability of an individual’s race and ethnicity 
should never be placed in a medical record or used in clinical decision making. Analyses using indirectly estimated race 
and ethnicity should employ statistically valid methods that deal with probabilistic identifications. 
Recommendation 6-3: Accreditation and standards-setting organizations should incorporate the variables of race, 
Hispanic ethnicity, granular ethnicity, and language need outlined in this report and associated categories (as updated 
by HHS) as part of their accreditation standards and performance measure endorsements. The Joint Commission, 
NCQA, and URAC should ensure collection in individual health records of the variables of race, Hispanic ethnicity, 
granular ethnicity, and language need as outlined in this report so these data can be used to stratify quality performance 
metrics, organize quality improvement and disparity reduction initiatives, and report on progress. 

Not graded 

U.S. Preventive 
Services Task 
Force, 2018 

The USPSTF recommends that clinicians screen for intimate partner violence (IPV) in women of reproductive age and 
provide or refer women who screen positive to ongoing support services.  

B Recommendation 

Grading System Key 

U.S. Preventive Services Task Force: What the Grade Means and Suggestions for Practice 

Grade Definition Suggestion for Practice 
A The USPSTF recommends the service. There is high certainty that the net benefit is 

substantial. 
Offer or provide this service. 

B The USPSTF recommends the service. There is high certainty that the net benefit is 
moderate or there is moderate certainty that the net benefit is moderate to substantial. 

Offer or provide this service. 

C Clinicians may provide this service to selected patients depending on individual 
circumstances. However, for most individuals without signs or symptoms there is likely 
to be only a small benefit from this service 

Offer or provide this service only if other considerations support 
offering or providing the service in an individual patient. 

D The USPSTF recommends against the service. There is moderate or high certainty 
that the service has no net benefit or that the harms outweigh the benefits. 

Discourage the use of this service. 

I Statement The USPSTF concludes that the current evidence is insufficient to assess the balance 
of benefits and harms of the service. Evidence is lacking, of poor quality, or conflicting, 
and the balance of benefits and harms cannot be determined. 

Read the clinical considerations section of the USPSTF 
Recommendation Statement. If the service is offered, patients should 
understand the uncertainty about the balance of benefits and harms. 



 

 

Appendix B: Environmental Scan Methodology 

To gain a broad understanding of efforts underway in the realm of SDOH and health equity, NCQA 
conducted an environmental scan in fall 2020. The intent was to inform recommendations on how to 
accurately identify SES, race, ethnicity and SDOH using available data sources.  

Literature Review Steps 

1. In the initial search and title review, NCQA identified 651 peer-reviewed and 100 gray literature 
sources. NCQA excluded 458 peer-reviewed and 41 grey literature sources. 

2. During the abstract review phase, NCQA analyzed 193 peer-reviewed and 59 gray literature sources. 
NCQA excluded 151 peer-reviewed and 8 grey literature sources. 

3. In the final found of review, NCQA analyzed 42 peer-reviewed and 33 gray literature sources in full. 
These sources constitute the reference points for our research questions. 

Our key research questions were as follows: 

1. What race, ethnicity and SDOH data is available via administrative claims, community-level 
proxies and EHR? What is the feasibility, validity and reliability of that data? 

2. What health outcomes show the greatest disparities by socioeconomic status? What health 
disparities are the highest policy priorities? 

3. What is the current state of race, ethnicity and SDOH in quality measurement? 

4. What are potential unintended consequences of measuring or reporting disparities in quality of 
care? 



  

  

Proposed Updates to Existing Measures for HEDIS®1 MY 2022:  
Roadmap for Electronic Clinical Data Systems Reporting Method 

NCQA seeks comments on our roadmap for the HEDIS Electronic Clinical Data Systems (ECDS) reporting 
standard for Measurement Year (MY) 2022 and beyond. These efforts are part of a greater strategy to 
reorient HEDIS to more and better use of electronic clinical data and encourage health information 
exchange,2 which will enhance our ability to measure and improve the quality of health care.  

HEDIS ECDS Reporting Roadmap 
ECDS is a HEDIS reporting standard introduced in 2015 that encourages the use and sharing of electronic 
clinical data across health care systems. It permits use of structured data from EHRs, health information 
exchanges and clinical registries, case management systems and administrative files, and provides a more 
standardized way of incorporating data that are “supplemental” under traditional HEDIS reporting rules. This 
allows measures that more specifically track quality of care and decrease the burden associated with 
manual record abstraction.  

NCQA introduced a variety of measures for ECDS reporting over the last 5 years, including new measures 
addressing behavioral health and immunizations. For MY 2019, NCQA allowed voluntary ECDS reporting 
alongside traditional reporting for three existing HEDIS measures (Breast Cancer Screening [BCS], Follow-
Up Care for Children Prescribed ADHD Medication [ADD], Colorectal Cancer Screening [COL]) so plans 
could assess their ECDS capabilities with familiar measures. Based on reporting results to date and 
extensive feedback from health plans and other stakeholders, NCQA seeks public comment on proposed 
next steps for the ECDS reporting standard.  

Transition to ECDS Reporting for BCS, ADD and COL. For MY 2021, NCQA will continue optional ECDS 
reporting alongside traditional reporting, to give plans the opportunity to hone their ECDS capabilities. NCQA 
has outlined a proposed timeline to remove the Administrative reporting method for BCS and ADD for MY 
2023 and for the Hybrid method in COL for MY 2024 (Figure 1). To ease the transition, we are exploring 
allowing plans to report ECDS only, without submitting the traditional administrative rates for MY 2022 (ADD 
and BCS) and MY 2023 (COL). This approach would reduce the burden of reporting both methods for plans 
that are ready to fully transition to ECDS reporting. 

Figure 1. Proposed Transition to ECDS-Only Reporting for BCS, ADD and COL 

 Current Publication 
MY 2020/2021 

Next Publication 
MY 2022  MY 2023 MY 2024 

Breast Cancer 
Screening, ADHD 
Medication 

Optional ECDS 
reporting alongside 
Admin 

Permit plans to 
choose ECDS or 
Admin 

ECDS only 
(Admin removed) 

Colorectal Cancer 
Screening 

Optional ECDS 
reporting alongside 
Hybrid 

Permit plans to 
choose ECDS or 
Hybrid 

ECDS only 
(Hybrid removed) 

Expand ECDS Reporting to Additional Measures. For MY 2022, NCQA proposes to allow ECDS 
reporting for three additional HEDIS measures: Childhood Immunization Status (CIS), Immunizations for 
Adolescents (IMA) and Metabolic Monitoring for Children and Adolescents on Antipsychotics (APM). 
Additionally, NCQA has prioritized Cervical Cancer Screening (CCS) and may allow optional ECDS 
reporting for this measure in MY 2023.  
  

 
1 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2 The Office of the National Coordinator for Health Information Technology defines “health information exchange” as 
appropriate access and secure sharing of a patient’s medical information electronically by health care professionals and 
patients. 

https://www.ncqa.org/hedis/the-future-of-hedis/hedis-electronic-clinical-data-system-ecds-reporting/
https://www.ncqa.org/hedis/the-future-of-hedis/


 

 

Measure selection was based on stakeholder interest and because much of the measure information (e.g., 
vaccinations) is captured in structured data. We also propose allowing voluntary ECDS reporting alongside 
traditional reporting for a period. Performance rates using the traditional reporting method (Administrative or 
Hybrid) will be used for programs and benchmarks. For future years, NCQA is exploring how measure 
concepts can be enhanced by leveraging clinical data captured during the course of care. For example, a 
new measure utilizing electronic clinical data to address obesity (e.g., using BMI) would be well-suited for 
the ECDS reporting standard.  

NCQA is updating traditional specifications for CIS and IMA that will be incorporated in the ECDS version as 
well: 

• Beginning in MY 2021, we are removing Combinations 2, 4, 5, 6, 8 and 9 and maintaining 
Combinations 3, 7, and 10 in CIS.  

• Beginning in MY 2022, previous optional exclusions for contraindications to vaccinations for CIS 
and IMA will be respecified as required exclusions or included in the numerator to better align 
with their clinical intent. 

Resources and Technical Assistance to Support Adoption of ECDS. NCQA recognizes that health 
plans are in different stages of health IT integration. Barriers to using electronic clinical data include lack of 
standardized data formats across various systems, limited resources to validate and map data onto coding 
systems and pushback from providers and vendors in sharing data. NCQA continues to implement actions 
to support successful adoption of ECDS. We supported health plans with Learning Collaboratives as they 
worked to improve feasibility of reporting behavioral health measures. We launched the Digital Measurement 
Community,3 an online forum where stakeholders can learn from each other, share best practices and 
receive technical assistance. With stakeholder encouragement, NCQA is developing a toolkit highlighting 
best practices in ECDS reporting, as well as a report summarizing stakeholder feedback on the ECDS 
reporting standard. NCQA continually assesses ECDS reporting results to determine measure readiness for 
public reporting and has released performance benchmarks to HEDIS auditors.    

Converting Digital Measures to FHIR®. NCQA is switching from the Quality Data Model to the Fast 
Healthcare Interoperability Resources data model, a Health Level Seven International® standard. FHIR will 
enable more efficient data exchange, reduce provider burden and align with other quality measurement use 
cases. In November 2020, NCQA released five draft FHIR-CQL HEDIS measures as an early preview to 
stakeholders.4 We will release the final set of FHIR-CQL HEDIS measures for MY 2022 (Appendix 1).  

NCQA seeks general feedback on the proposed roadmap, and specifically on the following: 
1. The proposed timeline for removing traditional reporting from measures currently specified for ECDS 

(BCS, ADD, COL). 
2. Suggestions on measure concepts that would be well-suited for future ECDS reporting. 
3. In addition to the activities discussed above, how can NCQA further support adoption of the ECDS 

reporting standard? 

Supporting documents include the draft human readable specifications for the IMA measure proposed for 
ECDS reporting for HEDIS MY 2022. The draft specifications are intended to illustrate how a traditional 
HEDIS measure looks with ECDS reporting and using the FHIR data model. 

NCQA acknowledges the contributions of the Technical Measurement Advisory Panel,  
the Digital Measures Collaborative and many other stakeholders who provided feedback on this work. 

  

 
3 digitalcommunity.NCQA.org  
4 http://store.ncqa.org/index.php/catalog/product/view/id/3927/s/hedis-my-2020-my-2021-digital-measures-bundle-for-ecds-
and-traditional-reporting/#fhir  

https://www.ncqa.org/digital-measures/
http://store.ncqa.org/index.php/catalog/product/view/id/3927/s/hedis-my-2020-my-2021-digital-measures-bundle-for-ecds-and-traditional-reporting/#fhir
http://store.ncqa.org/index.php/catalog/product/view/id/3927/s/hedis-my-2020-my-2021-digital-measures-bundle-for-ecds-and-traditional-reporting/#fhir


  

  

Appendix 1. Digital Measures Planned for HEDIS MY 2022 Release 

Measure 

Reporting Method1 

Traditional 

ECDS Admin Hybrid 

1 Depression Screening and Follow-up for Adolescents and Adults    

2 Utilization of the PHQ-9 to Monitor Depression Symptoms for Adolescents and Adults    

3 Depression Remission or Response for Adolescents and Adults    

4 Unhealthy Alcohol Use Screening and Follow-up    

5 Adult Immunization Status    

6 Prenatal Immunization Status    

7 Prenatal Depression Screening and Follow-Up    

8 Postpartum Depression Screening and Follow-Up    

9 Breast Cancer Screening    

10 Follow-Up Care for Children Prescribed ADHD Medication    

11 Metabolic Monitoring for Children and Adolescents on Antipsychotics2    

12 Colorectal Cancer Screening    

13 Childhood Immunization Status2    

14 Immunizations for Adolescents2    

15 Cervical Cancer Screening     

16 Non-Recommended PSA-Based Screening in Older Men    

17 Appropriate Testing for Pharyngitis    

18 Appropriate Treatment for Upper Respiratory Infection    

19 Avoidance of Antibiotic Treatment for Acute Bronchitis/Bronchiolitis    

20 Use of Opioids From Multiple Providers    

21 New for MY 2022: Risk of Continued Opioid Use3    

22  New for MY 2022: Follow-Up After Emergency Department Visit for Mental Illness3    
1HEDIS reporting methods are:  

Admin = Administrative only method (i.e., claims and enrollment data).  
Hybrid = Administrative data with medical record review for a sample of the eligible population. 
ECDS = Standardized data from ECDS; includes claims. 

2Planned for new ECDS reporting for MY 2022. (Inclusion of these measures is subject to change.) 
3Planned for new digital specification for MY 2022. (Inclusion of these measures is subject to change.) 



 

 

Measure title Immunizations for Adolescents* Measure ID IMA, IMA-E 

Description The percentage of adolescents 13 years of age who had one dose of 
meningococcal vaccine and one tetanus, diphtheria toxoids and acellular 
pertussis (Tdap) vaccine, and have completed the human papillomavirus 
(HPV) vaccine series by their 13th birthday. The measure calculates a rate for 
each vaccine and two combination rates. 

Measurement 
period 

January 1–December 31. 

Copyright and 
disclaimer notice 

*Adapted with financial support from the Centers for Disease Control & Prevention (CDC). 

HEDIS® is a registered trademark of the National Committee for Quality Assurance 
(“NCQA”). The HEDIS measures and specifications were developed by and are owned by 
NCQA. NCQA holds a copyright in these materials and may rescind or alter these materials 
at any time. Users of the HEDIS measures and specifications shall not have the right to 
alter, enhance or otherwise modify the HEDIS measures and specifications, and shall not 
disassemble, recompile or reverse engineer the HEDIS measures and specifications. Use 
of the Rules for Allowable Adjustments of HEDIS to make permitted adjustments of the 
materials does not constitute a modification. Anyone desiring to use or reproduce the 
materials without modification for an internal, quality improvement non-commercial purpose 
may do so without obtaining any approval from NCQA. All other uses, including a 
commercial use (including but not limited to vendors using the measures and specifications 
with a product or service to calculate measure results) and/or external reproduction, 
distribution and publication of the materials or measure results therefrom must be approved 
by NCQA and are subject to a license at the discretion of NCQA.   

HEDIS measures and specifications are not clinical guidelines, do not establish a standard 
of medical care and have not been tested for all potential applications. The measures and 
specifications are provided “as is” without warranty of any kind. NCQA makes no 
representations, warranties or endorsements about the quality of any product, test or 
protocol identified as numerator compliant or otherwise identified as meeting the 
requirements of a HEDIS measure or specification. NCQA also makes no representations, 
warranties or endorsements about the quality of any organization or clinician who uses or 
reports performance measures. NCQA has no liability to anyone who relies on HEDIS 
measures and specifications or data reflective of performance under such measures and 
specifications.  

A calculated measure result (a “rate”) from a HEDIS measure that has not been certified via 
NCQA’s Measure Certification Program, and is based on unadjusted HEDIS specifications, 
may not be called a “Health Plan HEDIS rate” until it is audited and designated reportable 
by an NCQA-Certified HEDIS Compliance Auditor. Until such time, such measure rates 
shall be designated or referred to as “Uncertified, Unaudited Health Plan HEDIS Rates” 
and may only be used for internal, quality improvement purposes (e.g., trend analysis).  

A rate from a HEDIS measure that has not been certified via NCQA’s Measure Certification 
Program, and is based on adjusted HEDIS specifications, may not be called an “Adjusted 
HEDIS rate” until it is audited and designated reportable by an NCQA-Certified HEDIS 
Compliance Auditor. Until such time, such measure rates shall be designated or referred to 
as “Adjusted, Uncertified, Unaudited HEDIS Rates” and may only be used for internal, 
quality improvement purposes (e.g., trend analysis). 

Limited proprietary coding is contained in the measure specifications for convenience. 
Users of the proprietary code sets should obtain all necessary licenses from the owners of 
these code sets. NCQA disclaims all liability for use or accuracy of any coding contained in 
the specifications.  



 

 

The American Medical Association holds a copyright to the CPT® codes contained in the 
measure specifications.  

The American Hospital Association holds a copyright to the Uniform Billing Codes (“UB”) 
contained in the measure specifications. The UB Codes in the HEDIS specifications are 
included with the permission of the AHA. The UB Codes contained in the HEDIS 
specifications may be used by health plans and other health care delivery organizations for 
the purpose of calculating and reporting HEDIS measure results or using HEDIS measure 
results for their internal quality improvement purposes. All other uses of the UB Codes 
require a license from the AHA. Anyone desiring to use the UB Codes in a commercial 
Product(s) to generate HEDIS results, or for any other commercial use, must obtain a 
commercial use license directly from the AHA. To inquire about licensing, contact 
ub04@aha.org. 

Some measure specifications contain coding from LOINC® (http://loinc.org). The LOINC 
table, LOINC codes, LOINC panels and form file, LOINC linguistic variants file, 
LOINC/RSNA Radiology Playbook, and LOINC/IEEE Medical Device Code Mapping Table 
are copyright © 1995–2020 Regenstrief Institute, Inc. and the Logical Observation 
Identifiers Names and Codes (LOINC) Committee and are available at no cost under the 
license at http://loinc.org/terms-of-use. 

“SNOMED” and “SNOMED CT” are registered trademarks of the International Health 
Terminology Standards Development Organisation (IHTSDO). 

“HL7” is the registered trademark of Health Level Seven International. 

© 2020 by the National Committee for Quality Assurance  
1100 13th Street NW, Third Floor 
Washington, DC 20005 

NCQA Customer Support: 888-275-7585 
NCQA Fax: 202-955-3599 
NCQA Website: www.ncqa.org 
Submit policy clarification support questions via My NCQA (http://my.ncqa.org) 

Clinical 
recommendation 
statement 

HPV: The Advisory Committee on Immunization Practices (ACIP) recommends 
routine HPV vaccination for adolescents at age 11 or 12 years; vaccination 
may be given starting at age 9 years. In a two-dose schedule of HPV vaccine, 
the minimum interval between the first and second doses is 5 months. Persons 
who initiated vaccination with 9vHPV, 4vHPV or 2vHPV before their 15th 
birthday and received 2 doses of any HPV vaccine at the recommended 
dosing schedule (0, 6–12 months), or received three doses of any HPV 
vaccine at the recommended dosing schedule (0, 1–2, 6 months), are 
considered adequately vaccinated (Meites, Kempe, and Markowitz 2016). 

Tdap: ACIP recommends a single dose of vaccine be administered at age 11 
or 12 years (Liang et al. 2018). 

Meningococcal: ACIP recommends a single dose of vaccine be administered 
at age 11 or 12 years (Cohn et al. 2013). 

Reference Cohn, A.C., J.R. MacNeil, T.A. Clark, I.R. Ortega-Sanchez, E.Z. Briere, H.C. 
Meissner, C.J. Baker, N.E. Messonnier, Centers for Disease Control and 
Prevention (CDC). 2013. “Prevention and Control of Meningococcal Disease: 
Recommendations of the Advisory Committee on Immunization Practices 
(ACIP).” MMWR Recomm Rep 62(RR-2):1–28. 

mailto:ub04@aha.org
http://loinc.org/
http://loinc.org/terms-of-use
http://www.ncqa.org/
http://my.ncqa.org/


 

 

Jiang, J.L., T. Tiwari, P. Moro, N.E. Messonnier, A. Reingold, M. Sawyer, T.A. 
Clark. 2018. “Prevention of Pertussis, Tetanus, and Diphtheria with Vaccines 
in the United States: Recommendations of the Advisory Committee on 
Immunization Practices (ACIP).” MMWR Morb Mortal Wkly Rep 67(2):1–44. 
doi: 10.15585/mmwr.rr6702a1. 

Meites, E., A. Kempe, L.E. Markowitz. 2016. “Use of a 2-Dose Schedule for 
Human Papillomavirus Vaccination—Updated Recommendations of the 
Advisory Committee on Immunization Practices.” MMWR Morb Mortal Wkly 
Rep 65:1405-08. doi: http://dx.doi.org/10.15585/mmwr.mm6549a5. 

Characteristics 

Scoring Proportion. 

Type Process. 

Item count Person. 

Stratification  1. Commercial*.  
2. Medicaid. 

* Note that “Commercial” plans can be identified via the “Private Health 
Insurance” Direct Reference Code. 

Risk 
adjustment 

None. 

Improvement 
notation 

A higher rate indicates better performance. 

Guidance • To align with ACIP recommendations, only the quadrivalent meningococcal 
vaccine (serogroups A, C, W and Y) is included in the measure. 

• To align with ACIP recommendations, the minimum interval for the two-dose 
HPV vaccination schedule is 150 days (5 months), with a 4-day grace period 
(146 days). 

Allocation: 
The member was enrolled with a medical benefit throughout the Participation 
Period.  

• No more than one gap in enrollment of up to 45 days during the 
Participation Period.  

• The member must be enrolled on their 13th birthday. 
 
 

  



 

 

Definitions  

Participation  The identifiers and descriptors for each organization’s coverage used to define 
members’ eligibility for measure reporting. Allocation for reporting is based on 
eligibility during the Participation Period. 

Participation 
Period 

12 months prior to the member’s 13th birthday. 

Initial Population Adolescents who turn 13 years of age during the Measurement Period who 
also meet criteria for Participation.  

Exclusions  Members in hospice or using hospice services during the Measurement 
Period. 

Denominator The Initial Population, minus Exclusions.   

Rate—
Meningococcal 
Serogroups A, C, 
W, Y (Population 
Criteria 1) 

Numerator 1 
Members with either of the following meet criteria: 

• At least one meningococcal serogroups A, C, W, Y vaccine with a date 
of service on or between the member’s 11th and 13th birthdays. 

• Anaphylaxis due to the meningococcal vaccine any time on or before the 
member’s 13th birthday. 

Rate—Tdap 
(Population 
Criteria 2) 

Numerator 2 
Members with any of the following meet criteria: 

• At least one tetanus, diphtheria toxoids and acellular pertussis (Tdap) 
vaccine with a date of service on or between the member’s 10th and 
13th birthdays. 

• Anaphylaxis due to the tetanus, diphtheria or pertussis vaccine any time 
on or before the member’s 13th birthday. 

• Encephalitis due to the tetanus, diphtheria or pertussis vaccine any time 
on or before the member’s 13th birthday. 

Rate—HPV 
(Population 
Criteria 3) 

Numerator 3 
Members with any of the following meet criteria: 

• At least two HPV vaccines with dates of service at least 146 days apart 
and on or between the member’s 9th and 13th birthdays. For example, if 
the service date for the first vaccine was March 1, then the service date 
for the second vaccine must be on or after July 25.  

• At least three HPV vaccines with different days of service on or between 
the member’s 9th and 13th birthdays. 

• Anaphylaxis due to the HPV vaccine any time on or before the 
member’s 13th birthday. 



 

 

Rate—
Combination 1: 
Meningococcal, 
Tdap (Population 
Criteria 4) 

Numerator 4 
Adolescents who are Numerator compliant for both the Meningococcal and 
Tdap indicators. 

Rate—
Combination 2: 
Meningococcal, 
Tdap, HPV 
(Population 
Criteria 5) 

Numerator 5 
Adolescents who are Numerator compliant for all three indicators 
(Meningococcal, Tdap, HPV). 

 

Data Elements for IDSS Reporting  

Organizations that submit data to NCQA must provide the following data elements in a specified file.  

Table IMA-E-: 1/2 Data Elements for Immunizations for Adolescents (ECDS Reporting) 

Indicator Data Element 
Meningococcal serogroups A, C, W, Y Measurement Year 

Tdap Initial Population 

HPV Exclusions 

Combination 1 (Meningococcal, Tdap) Denominator 

Combination 2 (Meningococcal, Tdap, HPV) Numerator by EHR/PHR 

  Numerator by Case Management 

 Numerator by HIE Registry 

 Numerator by Admin 

 Numerator 

 Rate 
 
  



 

 

library IMAE_HEDIS_MY2022 version '1.0.0' 
 
using FHIR version '4.0.1' 
 
include NCQA_HealthPlanEnrollment version '1.0.0' called Enrollment 
include FHIRHelpers version '4.0.0' called FHIRHelpers 
include NCQA_Hospice version '1.0.0' called Hospice 
include NCQA_FHIRBase version '1.0.0' called FHIRBase 
include NCQA_Immunization version '1.0.0' called Immunization 
include NCQA_Status version '1.0.0' called Status 
 
codesystem "SNOMEDCT": 'http://snomed.info/sct' 
 
valueset "HPV Immunization": 'https://www.ncqa.org/fhir/valueset/2.16.840.1.113883.3.464.1004.1763' 
valueset "Meningococcal Immunization": 'https://www.ncqa.org/fhir/valueset/2.16.840.1.113883.3.464.1004.1777' 
valueset "Tdap Immunization": 'https://www.ncqa.org/fhir/valueset/2.16.840.1.113883.3.464.1004.1791' 
valueset "HPV Vaccine Procedure": 'https://www.ncqa.org/fhir/valueset/2.16.840.1.113883.3.464.1004.1764' 
valueset "Meningococcal Vaccine Procedure": 
'https://www.ncqa.org/fhir/valueset/2.16.840.1.113883.3.464.1004.1778' 
valueset "Tdap Vaccine Procedure": 'https://www.ncqa.org/fhir/valueset/2.16.840.1.113883.3.464.1004.1792' 
valueset "Anaphylactic Reaction to Diphtheria, Tetanus or Pertussis Vaccine": 
'https://www.ncqa.org/fhir/valueset/2.16.840.1.113883.3.464.1004.2240' 
valueset "Encephalitis Due to Diphtheria, Tetanus or Pertussis Vaccine": 
'https://www.ncqa.org/fhir/valueset/2.16.840.1.113883.3.464.1004.2241' 
 
code "Anaphylaxis due to meningococcal vaccine (disorder)": '428301000124106' from "SNOMEDCT" display 
'Anaphylaxis due to meningococcal vaccine (disorder)' 
code "Anaphylaxis due to human papillomavirus vaccine (disorder)": '428241000124101' from "SNOMEDCT" 
display 'Anaphylaxis due to human papillomavirus vaccine (disorder)' 
 
parameter "Measurement Period" Interval<DateTime> 
 
context Patient 
 
Population Criteria 1  
 
• Initial Population 1 

o "Meets Initial Population Criteria" 
 

• Denominator 1 
o "Initial Population 1" 
 

• Exclusions 1 
o Hospice."Hospice Intervention or Encounter" 
 

• Numerator 1 
o "Meets Meningococcal Vaccination Criteria" 
o or "Has Anaphylaxis Due to Meningococcal Vaccine" 

 
Population Criteria 2  
 
• Initial Population 2 

o "Initial Population 1" 
 

• Denominator 2 
o "Initial Population 1" 
 

• Exclusions 2 
o "Exclusions 1" 



 

 

 
• Numerator 2 

o "Meets Tdap Vaccination Criteria" 
o or "Has Anaphylaxis Due to the Tetanus, Diphtheria or Pertussis Vaccine" 
o or "Has Encephalitis Due to the Tetanus, Diphtheria or Pertussis Vaccine" 

 
Population Criteria 3  
 
• Initial Population 3 

o "Initial Population 1" 
 

• Denominator 3 
o "Initial Population 1" 
 

• Exclusions 3 
o "Exclusions 1" 
 

• Numerator 3 
o "Meets HPV Vaccinations Criteria" 
o or "Has Anaphylaxis Due to HPV Vaccine" 

 
Population Criteria 4  
 
• Initial Population 4 

o "Initial Population 1" 
 

• Denominator 4 
o "Initial Population 1" 
 

• Exclusions 4 
o "Exclusions 1" 
 

• Numerator 4 
o "Numerator 1"  
o and "Numerator 2" 

 
Population Criteria 5  
 
• Initial Population 5 

o "Initial Population 1" 
 

• Denominator 5 
o "Initial Population 1" 
 

• Exclusions 5 
o "Exclusions 1" 
 

• Numerator 5 
o "Numerator 1" 
o and "Numerator 2" 
o and "Numerator 3" 

 
Definitions 
 
• Date of Thirteenth Birthday 

o Patient.birthDate + 13 years 
 
• Vaccine Administration Interval: Between Age 11 and 13 



 

 

o Interval[Patient.birthDate + 11 years, "Date of Thirteenth Birthday"] 
 
• Vaccine Administration Interval: Between Age 10 and 13 

o Interval[Patient.birthDate + 10 years, "Date of Thirteenth Birthday"] 
 
• Vaccine Administration Interval: Between Age 9 and 13 

o Interval[Patient.birthDate + 9 years, "Date of Thirteenth Birthday"] 
 
• Participation Period 

o Interval[Patient.birthDate + 12 years, Patient.birthDate + 13 years] 
 
• Enrolled During Participation Period 

o Enrollment."Health Plan Enrollment Criteria"("Member Coverage", "Date of Thirteenth Birthday", 
"Participation Period", 45) 

 
• Meets Initial Population Criteria 

o AgeInYearsAt(date from end of "Measurement Period")= 13 
o and "Enrolled During Participation Period" 

 
• Member Coverage 

o [Coverage] C 
o where C.period overlaps "Participation Period" 

 
• Initial Population 1 

o "Meets Initial Population Criteria" 
 
• Initial Population 2 

o "Initial Population 1" 
 
• Initial Population 3 

o "Initial Population 1" 
 
• Initial Population 4 

o "Initial Population 1" 
 
• Initial Population 5 

o "Initial Population 1" 
 
• Denominator 1 

o "Initial Population 1" 
 
• Denominator 2 

o "Initial Population 1" 
 
• Denominator 3 

o "Initial Population 1" 
 
• Denominator 4 

o "Initial Population 1" 
 
• Denominator 5 

o "Initial Population 1" 
 
• Exclusions 1 

o Hospice."Hospice Intervention or Encounter" 
 
• Exclusions 2 

o "Exclusions 1" 



 

 

 
• Exclusions 3 

o "Exclusions 1" 
 
• Exclusions 4 

o "Exclusions 1" 
 
• Exclusions 5 

o "Exclusions 1" 
 
• Numerator 1 

o "Meets Meningococcal Vaccination Criteria" 
o or "Has Anaphylaxis Due to Meningococcal Vaccine" 

 
• Meets Meningococcal Vaccination Criteria 

o Immunization."Meets Required Vaccination Threshold"("Meningococcal Vaccinations",  
o "Vaccine Administration Interval: Between Age 11 and 13", 1) 

 
• Meningococcal Vaccinations 

o Status."Completed Immunization"([Immunization: "Meningococcal Immunization"]) 
o union Status."Completed Procedure"([Procedure: "Meningococcal Vaccine Procedure"]) 

 
• Has Anaphylaxis Due to Meningococcal Vaccine 

o exists Immunization."Has A Diagnosis On or Before Last Vaccination Date"(Status."Active 
Condition"([Condition: "Anaphylaxis due to meningococcal vaccine (disorder)"]),  

o "Date of Thirteenth Birthday") 
 
• Numerator 2 

o "Meets Tdap Vaccination Criteria" 
o or "Has Anaphylaxis Due to the Tetanus, Diphtheria or Pertussis Vaccine" 
o or "Has Encephalitis Due to the Tetanus, Diphtheria or Pertussis Vaccine" 

 
• Meets Tdap Vaccination Criteria 

o Immunization."Meets Required Vaccination Threshold"("Tdap Vaccinations",  
o "Vaccine Administration Interval: Between Age 10 and 13", 1) 

 
• Tdap Vaccinations 

o Status."Completed Immunization"([Immunization: "Tdap Immunization"]) 
o union Status."Completed Procedure"([Procedure: "Tdap Vaccine Procedure"]) 

 
• Has Anaphylaxis Due to the Tetanus, Diphtheria or Pertussis Vaccine 

o exists Immunization."Has A Diagnosis On or Before Last Vaccination Date"(Status."Active 
Condition"([Condition: "Anaphylactic Reaction to Diphtheria, Tetanus or Pertussis Vaccine"]),  

o "Date of Thirteenth Birthday") 
  
• Has Encephalitis Due to the Tetanus, Diphtheria or Pertussis Vaccine 

o exists Immunization."Has A Diagnosis On or Before Last Vaccination Date"(Status."Active 
Condition"([Condition: "Encephalitis Due to Diphtheria, Tetanus or Pertussis Vaccine"]),  

o "Date of Thirteenth Birthday") 
 
• Numerator 3 

o "Meets HPV Vaccinations Criteria" 
o or "Has Anaphylaxis Due to HPV Vaccine" 

 
• Meets HPV Vaccinations Criteria 

o Immunization."Meets Required Vaccination Threshold"("HPV Vaccinations",  
o "Vaccine Administration Interval: Between Age 9 and 13", 3) 
o or "Meets 2 Dose HPV Vaccination Criteria" 

 



 

 

• Meets 2 Dose HPV Vaccination Criteria 
o Immunization."Meets Required Threshold With Variable Days Apart"("HPV Vaccinations",  
o "Vaccine Administration Interval: Between Age 9 and 13", 2, 146) 

 
• HPV Vaccinations 

o Status."Completed Immunization"([Immunization: "HPV Immunization"]) 
o union Status."Completed Procedure"([Procedure: "HPV Vaccine Procedure"]) 

 
• Has Anaphylaxis Due to HPV Vaccine 

o exists Immunization."Has A Diagnosis On or Before Last Vaccination Date"(Status."Active 
Condition"([Condition: "Anaphylaxis due to human papillomavirus vaccine (disorder)"]),  

o "Date of Thirteenth Birthday") 
 
• Numerator 4 

o "Numerator 1"  
o and "Numerator 2" 

 
• Numerator 5 

o "Numerator 1" 
o and "Numerator 2" 
o and "Numerator 3" 

 



Proposed New Measure for HEDIS®1 MY 2022: 
Advance Care Planning (ACP) 

NCQA seeks comments on a proposed new measure for potential inclusion in the HEDIS measure set for 
Measurement Year 2022: 

– Advance Care Planning: The percentage of adults who had advance care planning during the 
measurement year: 

• Adults 65–80 years of age with advanced illness, frailty or palliative care and  

• Adults 81 years of age and older. 

Advance care planning is a continuous process of conversation and documentation to align a patient’s care 
and interventions with their beliefs, values and preferences if they become unable to make care decisions. 
The Centers for Medicare & Medicaid Services began reimbursing for this service in 2016. Providers may bill 
for advance care planning without limitation of diagnosis, frequency or place of service. Advance care 
planning is associated with positive outcomes including improved quality of life, decreased hospitalization 
and increased provider trust,2,3 but its benefits are not fully realized by members due to underutilization and 
lack of documentation.  

Advance care planning is currently captured as one of four indicators in the HEDIS Care for Older Adults 
(COA) measure, which assesses for evidence of advance care planning among members 65 and older. It is 
limited to Special Needs Plans and Medicare-Medicaid Plans and uses the Administrative and Hybrid 
reporting methodologies. This new administrative-only measure expands advance care planning to all 
Medicare Advantage plans and transitions away from the more resource-intensive Hybrid reporting 
methodology. The advance care planning indicator would be removed from the COA measure for HEDIS MY 
2022 if the new ACP measure is approved. 

Focusing the measure on members 65–80 with advanced illness, frailty or palliative care and on all 
members 81+ emphasizes advance care planning use for people who benefit most: those likely to have 
more complex health status. The measure also addresses feasibility and concerns about the potential for 
conducting advance care planning discussions too frequently with members whose health status may not 
have changed significantly.  

Testing revealed that identifying individuals who have engaged in advance care planning can be feasibly 
reported at the plan level. Testing showed wide variation in performance across plans, signaling a gap in 
quality care and an opportunity for improvement in conducting advance care planning. Average plan-level 
performance for members 65–80 with advanced illness, frailty or palliative care and members 81+ was 
16.7%; performance ranged from a rate of 4.5% at the 10th percentile of distribution to 73.2% at the 90th 
percentile.    

NCQA seeks general feedback on the measure and specific feedback on the following question: 

1. The proposed new measure requires advance care planning at least once every year. During 
development, advisory panels gave mixed feedback on this requirement. With no current clinical 
guidance on periodicity between years, NCQA seeks feedback on how frequently advance care 
should happen between years for this population. 

Supporting documents for this measure include the draft measure specifications and evidence workup. 
NCQA acknowledges the contributions of the Geriatric Measurement Advisory Panel and  

the Care Coordination Work Group. 
 

1 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2 Martin, R.S., B. Hayes, K. Gregorevic, & W.K. Lim. 2016. “The Effects of Advance Care Planning Interventions on Nursing 
Home Residents: A Systematic Review.” Journal of the American Medical Directors Association 17(4), 284–93. 
https://doi.org/10.1016/j.jamda.2015.12.017 

3 Rosenberg, A.R., B. Popp, D.S. Dizon, A. El-Jawahri, & R. Spence. 2020. “Now, More Than Ever, Is the Time for Early and 
Frequent Advance Care Planning.” Journal of Clinical Oncology, JCO.20.01080. https://doi.org/10.1200/JCO.20.01080 



   

 

Advance Care Planning (ACP) 

SUMMARY OF CHANGES TO HEDIS MY 2022  

• First-year measure.  

Description 

The percentage of adults 66–80 years old with advanced illness, frailty or palliative care, and adults 81 
years of age and older, who had advance care planning during the measurement year. 

Definitions 

Advance care 
planning 

A discussion or documentation about preferences for resuscitation, life-
sustaining treatment and end-of-life care.  

Eligible Population 

Product line Medicare. 

Ages Members 66 and older as of December 31 of the measurement year.  

Continuous 
enrollment 

The measurement year.  

Allowable gap No more than one gap in continuous enrollment of up to 45 days.  

Anchor date December 31 of the measurement year. 

Benefit Medical. 

Event/diagnosis Follow the steps below to identify the eligible population. 

Step 1 Include all members 81 years of age and older as of December 31 of the 
measurement year. 

Step 2 Include members 66–80 years of age as of December 31 of the measurement 
year who meet any of the following criteria. 

• Advanced Illness: Members who meet any of the following during the 
measurement year:  
– At least two outpatient visits (Outpatient Value Set), observation visits 

(Observation Value Set), ED visits (ED Value Set), telephone visits 
(Telephone Visits Value Set), e-visits or virtual check-ins (Online 
Assessments Value Set), nonacute inpatient encounters (Nonacute 
Inpatient Value Set) or nonacute inpatient discharges (instructions 
below; the diagnosis must be on the discharge claim) on different dates 
of service, with an advanced illness diagnosis (Advanced Illness Value 
Set). Visit type need not be the same for the two visits. To identify a 
nonacute inpatient discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set). 
2. Confirm the stay was for nonacute care based on the presence of a 

nonacute code (Nonacute Inpatient Stay Value Set) on the claim. 
3. Identify the discharge date for the stay. 



 

 

– At least one acute inpatient encounter (Acute Inpatient Value Set) with 
an advanced illness diagnosis (Advanced Illness Value Set). 

– At least one acute inpatient discharge with an advanced illness 
diagnosis (Advanced Illness Value Set) on the discharge claim. To 
identify an acute inpatient discharge: 
1.  Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set). 
2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value 

Set). 
3. Identify the discharge date for the stay. 

– A dispensed dementia medication (Dementia Medications List). 

Dementia Medications 

Description Prescription 
Cholinesterase inhibitors • Donepezil • Galantamine • Rivastigmine  
Miscellaneous central nervous system agents • Memantine 
Dementia combinations • Donepezil-memantine 

 

 • Frailty: Members who had a claim/encounter for frailty (Frailty Device 
Value Set; Frailty Diagnosis Value Set; Frailty Encounter Value Set; 
Frailty Symptom Value Set) during the measurement year.  

• Palliative Care: Members who had a claim/encounter for palliative care 
(Palliative Care Assessment Value Set; Palliative Care Encounter Value 
Set; Palliative Care Intervention Value Set) during the measurement year. 

Required 
exclusion 

Members in hospice are excluded from the eligible population. Refer to General 
Guideline 17: Members in Hospice. 

Administrative Specification  

Denominator The eligible population. 

Numerators Evidence of advance care planning during the measurement year (Advance 
Care Planning Value Set). 

Data Elements for Reporting  

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table ACP-3: Data Elements for Advance Care Planning 

Data Elements Administrative 
Measurement year  
Eligible population   
Numerator events by administrative data  
Numerator events by supplemental data  
Reported rate  

 



 

 

Advance Care Planning (ACP) 
Measure Workup 

Topic Overview 

Advance care planning is a continuous process of conversation and documentation to align a patient’s care 
and interventions with their beliefs, values and preferences, in the event they become unable to make those 
decisions. The Centers for Medicare & Medicaid Services (CMS) describes advance care planning as a 
face-to-face service to discuss a patient’s health wishes that may or may not include completing relevant 
documentation (CMS, 2019). Prior to the COVID-19 pandemic, advance care planning conversations could 
take place virtually if they included both audio and video and occurred in select locations (originating site) 
(CMS, 2020; Rosenthal & Ninteau, 2020). These barriers have been removed during the pandemic, 
increasing access to advance care planning.  

A number of documents may be completed as a result of the advance care planning conversation in order to 
capture a patient’s wishes and goals for care. These documents are generally referred to as “advance 
directives” and can include:  

• Durable Power of Attorney for Health Care (DPAHC): Also referred to as a “health care proxy” 
or “health care power of attorney,”  a signed legal document that authorizes another person to 
make medical decision on a patient’s behalf if they lose capacity (Silveria, Arnold & Givens, 2020). 

• Living Will: A document summarizing an individual’s preferences for future medical care. A living 
will typically addresses resuscitation and life support, but may also cover other preferences, 
including pain control or hospitalization (Silveria, Arnold & Givens, 2020). 

• Combined Directives: Include components of a living will, the values history (i.e., evaluation of 
the patient’s values and advance directives) and the instructional directive and designate a 
surrogate decision maker (Silveria, Arnold & Givens, 2020).  

• Physician Orders for Life-Sustaining Treatment (POLST): Also referred to as “Medical Orders 
for Scope of Treatment” (MOLST), dictate what care should be administered or withheld, as 
directed by a physician. Typically used for patients nearing the end of life or who are seriously ill 
(Silveria, Arnold & Givens, 2020). 

In addition to these documents, a patient may identify a surrogate decision maker to serve as their 
representative and decision maker in the event they cannot make decisions for themselves. Surrogate 
decision makers make decisions for the patient in a given situation based on what they believe the patient 
would want (Silveria, Arnold & Givens, 2020). 

Individuals at any stage of life and health status can benefit from advance care planning to guide their future 
care. For most, it results in the creation of an advance directive or naming a surrogate decision maker. 
Individuals who are seriously ill, such as those with advanced chronic conditions or limited life expectancies, 
also benefit from advance care planning. For these individuals, advance care planning guides their current 
care and may result in medical orders from a physician documenting their care preferences.  

Importance and Prevalence 

Although it is widely agreed that advance care planning is a critical part of patient care, evidence indicates 
that only between 35% and 38% of individuals have some form of an advance care plan (Yadav et al, 2017; 
Lendon et al., 2018). 70% of providers indicated that they only have advance care planning conversations 
with their patients experiencing advanced illness (Bires et al., 2017). The benefits of advance care planning 
may only be realized if the care team has access to and follows the patient’s advance care plan. One study 
found that while 70% of patients were familiar with advance directives, only 35% had completed one. 



 

 

Another study found that among participants in an employer health incentive program, 95% indicated they 
had someone they had someone who could make medical decisions for them if they were unable, but only 
23% had documented that information—and only 11% had shared that information with their health care 
provider (Gonzales et al., 2018). 

With the COVID-19 pandemic, the value and importance of advance care planning has increased. A study 
found that most older adults at risk for morbidity or mortality due to COVID-19 had not sufficiently planned 
before admission to an intensive care unit (Block, Smith & Sudore, 2020). However, New York State has 
seen an increase in completion of electronic medical orders for life sustaining treatment (eMOLST) and 
“renew and review” discussions with patients who to confirm or update their eMOLST forms due to health 
status, prognosis or changing goals during the pandemic (Bomba & Orem, 2020).  

Supporting Evidence 

Financial importance 
and cost-effectiveness 

Advance care planning is associated with decreased use of costly, intensive 
and ineffective treatments at the end of life and increased use of palliative 
care practices linked to both improved patient and survivor well-being 
(Institute of Medicine, 2015). In a retrospective cohort study, seriously ill 
patients with billed advance care planning encounters were more likely than 
those without advance care planning encounters to receive hospice services 
and were less likely to receive life-sustaining therapies such as 
chemotherapy (Ashana, 2019).  

Relationship to 
outcomes 

It is widely agreed that advance care planning is a critical part of patient care, 
as it can lead to improved end-of-life care, increased trust in providers, 
decreased psychological distress and improved quality of life, and can 
facilitate hope (Rosenberg et al., 2020). Patients with advance care plans 
have been found to experience improved quality of care at the end of life 
(Bischoff et al., 2013). A systematic review found that among nursing home 
respondents, advance care planning can reduce hospitalizations between 
9% and 26%, decrease costs and increase compliance with patients’ wishes 
(Martin et al., 2016). 

Among patients with advanced cancer, those who completed a POLST were 
more likely to die out of the hospital or be admitted to hospice, compared to 
patients who only completed an advance directive, suggesting that POLST 
completion may contribute to higher rates of goal-concordant care (Pedraza 
et al., 2017). Furthermore, after implementing a quality improvement project 
to develop, implement and evaluate the usefulness of advance care 
planning, a study saw significant increases in advance care planning and 
POLST completion. Of about 54% of patients who completed a POLST and 
were admitted to the hospital, 94% of these patients’ documented wishes 
were honored (Cantillo et al., 2017). 

An observational study in LaCrosse County, Wisconsin, found that a system 
for advanced care planning can be managed in a geographic region so that 
at the time of death, almost all adults have an advance care plan that is 
specific and available, and treatment is consistent with their plan. Data from 
this study suggest that quality efforts have improved the prevalence, clarity 
and specificity of advanced care plans (Hammes, 2010).  

Health care disparities In a study conducted by Kulkarni et al. (2011) among 369 multiethnic, 
multilingual participants, fewer than half (41%) reported discussing an 
advance care plan with their physician during a hospitalization. Advance care 



 

 

planning rates are lower among the older Black and Latino populations than 
the White population (Carr, 2011). Estimates vary across samples, but most 
research studies found that when compared to their White counterparts, 
African Americans are less likely to participate in advance care planning and 
are more likely to informally discuss end-of-life care than formally document 
their wishes (Sanders et al, 2016). A study conducted by Harrison et al. 
(2016) found that 2012 Medicare beneficiaries who were Latino, African 
American, less educated or of lower income were less likely to have 
participated in advance care planning. 

In a study of beliefs about advance care planning in cancer patients at an 
urban, multispecialty cancer center, researchers found differences among 
both providers and patients in terms of their knowledge, preferences and 
practices related to advance care planning. 100% of White patients and 
45.5% of Black patients were familiar with advance directives, but only 55.6% 
of White patients and 18.2% of Black patients reporting having one (Bires et 
al, 2017). 

Gaps in care When patients and families do not engage in advance care planning, it can 
result in unwanted end-of-life care or care that does not align with the 
patient’s values. In an Australian study, researchers found that older adults 
participate in advance care planning discussions (most often with members 
of their family) when they are given an opportunity to reflect on their values 
and goals, convey and document their treatment preferences and choose a 
health care agent. These discussions result in patients being almost three 
times as likely to have their end-of-life wishes both known and followed. 
Additionally, their family members endure significantly less stress, 
depression and anxiety after their loved one dies (Detering, 2010). 

Advanced illness, frailty 
and palliative care 

Among a national sample of Medicare Advantage beneficiaries with serious 
illness, those with a documented advance care planning encounter were 
more likely to be enrolled in hospice or die within six months of the 
encounter. Patients with a documented advance care planning encounter 
were also more likely to be hospitalized, including in the intensive care unit, 
but were less likely to receive intensive therapies (Ashana et al., 2019). A 
2015 study found that patients with advanced cancer did not experience an 
increase in hopelessness or a decrease in hope after having an advance 
care planning encounter (Green et al., 2015); another study found that 
advance care planning can reduce decisional conflict for surrogate decision 
makers of critically ill patients (Charchiaro et al., 2015).  

Among physicians, one study found that only 15% of cardiologists felt it was 
their responsibility to have an advance care planning conversation with their 
congestive heart failure patients, compared to 68% of primary care 
physicians who felt it was their responsibility. The same study found that 68% 
of oncologists felt it was their responsibility to have an advance care planning 
conversation with their patients diagnosed with terminal cancer, compared to 
34% of primary care physicians (Chandar et al., 2017). 

Older adults experiencing frailty may benefit from advance care planning 
conversations (Frechman et al., 2020). A 2013 systematic review found that 
the majority of frail older adults would welcome the chance to discuss their 
end-of-life care (Sharp et al, 2013). One study found that at the one-year 
follow up, 93% of older frail adults living in residential care homes who 
received facilitated conversations about advance care planning completed an 



 

 

advance directive and 94% had identified a surrogate decision maker 
(Overbeek et al., 2018). When asked, most physicians felt it was their 
responsibility to initiate the discussion with older frail adult patients but felt 
restricted by time pressures and the lack of a precipitating event (Sharp et 
al., 2013).  

Advance care planning is an important part of palliative care (Harrison, 
Dening, Sampson & Vries, 2019). Among adults with congenital heart 
disease, one study found that 69% of participants were willing to engage in 
an advance care planning conversation, 79% were willing to discuss goals 
and care preferences and 91% were willing to speak to a clinician who 
specializes in palliative care (Steiner et al., 2018). A 2018 systematic review 
found that including advance care planning as part of palliative care for 
patients with heart failure can reduce hospitalizations and support patients 
end-of-life preferences. Advance care planning was also found to increase 
referrals to and utilization of palliative care services in this population 
(Kernick et al., 2018).  

Policy and Payment 

CMS began paying for voluntary advance care planning services in 2016. There are no place-of-service 
limitations, diagnosis requirements or limitations on the number of times a beneficiary can receive advance 
care planning in a year. Providers may bill for an advance care planning conversation even if the patient 
does not wish to have the conversation or does not wish to complete forms at that time.  

In response to COVID-19, CMS has significantly reduced restrictions on the use of telehealth. While 
advance care planning was previously allowed to take place virtually, there were a number of criteria for the 
encounter to be considered reimbursable, including that the visit took place in a specific location (originating 
site) and that the visit used both audio and video. Removing these requirements has increased access to 
advance care planning (CMS, 2020; Rosenthal & Ninteau, 2020). Permitting audio-only visits aims to 
increase access for groups who have historically low rates of advance care planning, including those who 
are economically disadvantaged, residing in remote or underserved areas or lacking the device or internet 
connection necessary to sustain a video visit (Rosenthal & Ninteau, 2020).  

Barriers for completing or continuing the advance care planning conversation remain, especially during the 
COVID-19 pandemic. For example, a patient who has an advance care planning conversation with a 
specialist could incur a significant copay, depending on the specialist. Additionally, in an effort to save time, 
CMS issued a waiver allowing hospital staff to skip the Patient Self Determination Act of 1990 requirement to 
inform a patient about the facility’s policies for advance directives, which could lead to more challenging, 
less goal-concordant decision making after admission (Rosenthal & Ninteau, 2020). 

Care Coordination 

Advance care planning is intended to engage patients in proactive conversations and documentation about 
their care preferences in the event they cannot independently express them. Successful advance care 
planning ensures that documentation is easily accessible as patients move through the care continuum, 
allowing more coordinated, goal-concordant care (Advance Care Plan Decisions, 2019).  

Advance care planning can occur in a variety of settings (outpatient care, hospital, nursing facility, 
community and at home) and through the support of a variety of professionals (clinical, social, religious, 
legal), which can result in fragmented storage and information sharing that limits the benefit of advance care 
planning for patients, families and providers during a time of need. The importance of information exchange 
for advance care planning is recognized and there are efforts to encourage better coordination through 
electronic data sources. 



 

 

Electronic medical 
records 

A Massachusetts study completed in 2018 found that it was common for 
advance care plan documentation to be scanned into electronic medical 
records (EMR); however, these documents were either rarely or poorly 
digitized. Advance care planning documentation was likely to be stored in 
nonspecific media folders and very few systems had advance care planning 
modules built into their EMR. Modules that were specific to advance care 
planning were amenable to tracking details such as code status preference, 
specific notes and historic advance care planning documents (Kim, 2018). 

State registries The functionality of some state registries is narrow and only allows patients 
to manually enter information; others demonstrate more advanced 
functionalities, including digital approvals, uploading of existing information 
and options for patient and provider completion. As of November 2018, 14 
states had some type of registry for completed advance directives (GAO, 
2019).  

While care coordination is always important to ensure that patients receive high quality care, the COVID-19 
pandemic has highlighted gaps in care coordination. Patients may find themselves in the hospital 
unexpectedly as a result of COVID-19, making it essential that they have an advance care plan and that it is 
up to date (Curtis, Kross & Stapleton, 2020). Patients who end up in the hospital are often not allowed to 
have anyone accompany them, which further demonstrates the importance of having an advance care plan 
in place. But if organizations are unable to effectively document, share and coordinate this information 
across settings, it can lead to patients receiving care that is not concordant with their wishes (Paladino et al, 
2020). 
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Proposed New Measure for HEDIS®1 MY 2022: 
Deprescribing of Benzodiazepines in Older Adults (DBO) 

NCQA seeks comments on a proposed new measure for inclusion in HEDIS Measurement Year 2022.  

Deprescribing of Benzodiazepines in Older Adults: The percentage of Medicare members 65 years of age 
and older who were dispensed benzodiazepines and experienced a decrease in benzodiazepine dose 
during the measurement year. Three rates are reported:  

• ≥10% Reduction: The percentage of members who achieved a 10% decrease in average diazepam 
milligram equivalent daily benzodiazepine dosage or greater.  

• ≥25% Reduction: The percentage of members who achieved a 25% decrease in average diazepam 
milligram equivalent daily benzodiazepine dosage or greater.  

• ≥50% Reduction: The percentage of members who achieved a 50% decrease in average diazepam 
milligram equivalent daily benzodiazepine dosage or greater. 

The 2019 American Geriatrics Society Beers Criteria recommends benzodiazepines be avoided in all older 
adults due to risk of cognitive impairment, delirium, falls, fractures and motor vehicle crashes.2 Given the 
risks and high utilization of benzodiazepines among older adults,3 it is important to reduce benzodiazepine 
use through appropriate “deprescribing,” which is the process of tapering or stopping drugs to improve 
patient outcomes. For benzodiazepines, it is important to slowly decrease dosages, to minimize withdrawal 
symptoms such as insomnia, anxiety, restlessness and seizures. The deprescribing concept is a potential 
companion to the existing HEDIS Use of High-Risk Medications in Older Adults (DAE) measure, which 
assesses potentially inappropriate use of benzodiazepines in the Medicare population, to help transition 
members already continuously using benzodiazepines off them. 

A measure on benzodiazepine deprescribing aims to assess and ensure appropriate and safe tapering for 
patients with inappropriate and routine use. To facilitate consistent calculation of dose reduction, plans will 
convert dosage units into the diazepam milligram equivalent daily dose. The measure provides a minimum 
8-week and maximum 11-month taper period to look for a reduction in benzodiazepine dose, dependent on 
timing of a member’s initial benzodiazepine fill in the measurement year. Members in hospice, receiving 
palliative care or with an appropriate diagnosis for benzodiazepine use as outlined in the Beers Criteria 
recommendations (i.e., seizure disorders, rapid eye movement sleep disorder, benzodiazepine withdrawal 
and ethanol withdrawal) are excluded from the measure. Rates will be stratified by generalized anxiety 
disorder (GAD) diagnosis because patients with GAD may require separate management or have reasons to 
continue therapy, putting them on a unique deprescribing trajectory from the general population. 

Testing revealed that deprescribing efforts can be feasibly reported at the health plan level using “proportion 
of days covered” methodology to identify routine benzodiazepine users. On average, approximately 11% of 
members without GAD and 14% of members with GAD achieved ≥10% dose reduction. Roughly 10% of 
members without GAD and 12% of members with GAD had evidence of ≥25% dose reduction. 
Approximately 7% of members without GAD and 8% of members with GAD achieved ≥50% dose reduction. 
These rates are not mutually exclusive; the 50% indicator includes those who achieved ≥10% and ≥25% 
reduction.  

 

 
1 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2 American Geriatrics Society. 2019. “American Geriatrics Society 2019 Updated AGS Beers Criteria® for Potentially 
Inappropriate Medication Use in Older Adults.” Journal of the American Geriatrics Society 67 (4): 674–94.  

3 Maust, Donovan T., A. Lin Lewei, and Frederic C. Blow. 2018. “Benzodiazepine Use and Misuse Among Adults in the United 
States.” Psychiatric Services 70 (2): 97–106. 



 

  

Overall, rates for the GAD strata were higher than those for the non-GAD strata, confirming expert feedback 
and evidence that members with GAD can benefit from deprescribing and the need to monitor through 
separate stratification.4,5 There was wide variation in performance across health plans for all three indicators 
and across stratifications, suggesting a gap in care and significant room for improvement.  

NCQA expert panels support the proposed measure as specified and agree that the measure addresses an 
important gap in care. 

Supporting documents include the draft measure specifications and evidence workup. 

NCQA acknowledges the contributions of the Behavioral Health, Geriatric and Technical Measurement Advisory 
Panels, the Care Coordination Work Group and the Pharmacy Panel. 

 
4 Birk, L. 2004. “Pharmacotherapy for Performance Anxiety Disorders: Occasionally Useful but Typically Contraindicated.” J 
Clin Psychol 60(8):867–79.  

5 Paquin, A.M., K. Zimmerman, & J.L. Rudolph. 2014. “Risk versus Risk: A Review of Benzodiazepine Reduction in Older 
Adults. Expert Opinion on Drug Safety 13(7), 919–34. https://doi.org/10.1517/14740338.2014.925444  



 

 

Deprescribing of Benzodiazepines in Older Adults (DBO) 
 
SUMMARY OF CHANGES TO HEDIS MY 2022 
• First-year measure.  

Description 

The percentage of Medicare members 67 years of age and older who were dispensed benzodiazepines 
and experienced a decrease in benzodiazepine dose (diazepam milligram equivalent dose [DME]) 
during the measurement year. Three rates are reported. 

• ≥10% Reduction: The percentage of members who achieved a 10% decrease in average DME 
daily benzodiazepine dosage or greater. 

• ≥25% Reduction: The percentage of members who achieved a 25% decrease in average DME 
daily benzodiazepine dosage or greater. 

• ≥50% Reduction: The percentage of members who achieved a 50% decrease in average DME 
daily benzodiazepine dosage or greater. 

Definitions 

Calculating 
number of days 
covered Use the following steps to identify and calculate covered days. 

Step 1 Identify dispensing events where multiple prescriptions for the same medication 
are dispensed with overlapping days supply (i.e., dispensed on the same day or 
dispensed on different days with overlapping days supply). Sum the days supply 
for these dispensing events.  

Identify the start and end dates: The start date is the date of service of the 
earliest dispensing event and the end date is the start date plus the summed 
days supply minus one. The start date through the end date are considered 
covered days. For example: 

• If there are three 7-day supply dispensing events for the same medication 
on January 1, the start date is January 1 and the end date is January 21. 
Covered days include January 1-21. 

• If there are two 7-day supply dispensing events for the same medication 
on January 1 and January 5, the start date is January 1 and the end date 
is January 14. Covered days include January 1-14. 

• If there are three 7-day supply dispensing events for the same medication 
on January 1, a 7-day supply dispensing event on January 20, and a 7-
day supply dispensing event on January 28, the start date is January 1 
and the end date is February 4. Covered days include January 1 – 
February 4.  

Note: This step assumes that the member will take one prescription at a time (and 
start taking the next prescription after exhausting the previous prescription).  

Step 2 For all other dispensing events (multiple prescriptions for the same medication 
on different days without overlap, multiple prescriptions for different medications 
on the same or different days, with or without overlap), identify the start and end 
dates for each dispensing event individually. The start date through the end date 
are considered covered days.  



 

 

Note: This step assumes the member will take the different medications 
concurrently. 

Step 3 Count the covered days. Consider each calendar day covered by one or more 
medications to be one covered day. 

Identifying same 
or different 
drugs 

To identify same or different drugs, use the medication lists specified for the 
measure in the Oral Benzodiazepine Medications table below. The table 
includes a “Medication Lists” column that identifies the “same” medications by 
grouping them on the same row. For example, all medications listed in the 
Alprazolam row in the Oral Benzodiazepine Medications table are considered 
the “same” medication.  

ITE  Index treatment episode. The ITE is the first 30 covered days, with no gaps 
allowed, of a benzodiazepine prescription occurring during January 1 and 
October 1 of the measurement year. The ITE start date is the date of the earliest 
benzodiazepine prescription dispense date between January 1 and October 1 of 
the measurement year that is followed by ≥29 consecutive covered days with no 
gaps. The end date is the start date plus 29 days.  
Note: The ITE may comprise multiple dispensing events, as long as there is no gap 
in covered days between prescriptions. 

DME Diazepam milligram equivalent. The dose of oral diazepam that is the equivalent 
of a given dose of another benzodiazepine (refer to the Oral Benzodiazepine 
Medications table for conversion factors). 

Benzodiazepine 
Dosage Units 

For each dispensing event, use the following calculation to determine the 
Benzodiazepine Dosage Units per day.  

# of Benzodiazepine Dosage Units per day =  
(benzodiazepine quantity dispensed) / (benzodiazepine days supply) 

DME Daily Dose For each dispensing event, use the following calculation to determine the DME 
Daily Dose. Convert each medication into the DME using the appropriate DME 
conversion factor and strength associated with the benzodiazepine product of 
the dispensing event (refer to the Oral Benzodiazepine Medications table below 
for DME conversion factor and strength). 

DME Daily Dose = (# of benzodiazepine dosage units) X (strength [e.g., mg, 
mcg]) X (DME conversion factor [refer to the Oral Benzodiazepine Medications 

table]). 

Average Starting 
DME 

The average DME daily dose for all benzodiazepines dispensed during the ITE. 

Calculate the DME Daily Dose for each dispensing event in the ITE. To calculate 
average starting DME, multiply the dispensing event’s DME Daily Dose by its 
days supply, then divide by 30 (the length of the ITE). If multiple dispensing 
events contribute to the ITE, multiply the days supply of each dispensing event 
by the corresponding DME Daily Dose and sum the products. Count days supply 
until the end of the ITE; the total number of days supply across all dispensing 
events should not exceed 30. Do not round when calculating average daily dose. 

Example A ITE with a single dispensing event: A prescription for a 45-days supply of 
lorazepam containing 40 pills, 2.5 mg each pill. The Benzodiazepine Dosage 
Unit is 0.8889. The DME Daily Dose is 0.4445. The average starting DME is 
(0.4445 * 45) / 30 = 0.67. 



 

 

Example B ITE with multiple consecutive dispensing events: The first dispensing event in 
the ITE is a 7-days supply of diazepam containing 7 pills, 2 mg each pill. The 
second dispensing event in the ITE is a 60-days supply of diazepam containing 
30 pills, 10mg each pill. The Benzodiazepine Dosage Unit for the first dispensing 
event is 1 and the DME Daily Dose is 2. The Benzodiazepine Dosage Unit for 
the second dispensing event is 0.5 and the DME Daily Dose is 5. The average 
starting DME is: [(2 * 7) + (5 * 23)] / 30 = 4.3. 

Treatment Period The period beginning the day after the ITE end date through the final covered 
day in the measurement year. 

Ending DME The DME daily dose for the final dispensing event(s) of the measurement year. 

For overlapping dispensing events, use the last covered day of the Treatment 
Period to calculate the Ending DME.  

PDC Proportion of days covered. The number of days a member is covered by at 
least one benzodiazepine medication prescription, divided by the number of 
days in the treatment period. 

Eligible Population 

Product line Medicare.  

Stratification Report the following two stratifications and a total for each of the three 
indicators: 

• Members with a diagnosis of generalized anxiety disorder (Generalized 
Anxiety Disorder Value Set) on or between January 1 of the year prior to 
the measurement year and the start of the ITE. 

• Members without a diagnosis of generalized anxiety disorder (Generalized 
Anxiety Disorder Value Set) on or between January 1 of the year prior to 
the measurement year and the start of the ITE. 

• Total. 
Note: The stratifications are mutually exclusive and the sum of both stratifications is 
the Total population. 

Age 67 years and older as of December 31 of the measurement year. 

Continuous 
enrollment 

The measurement year and the year prior to the measurement year. 

Allowable gap No gaps in enrollment. 

Anchor date None. 

Benefits Medical and pharmacy.  

Event/diagnosis Follow the steps below to identify the eligible population. 

Step 1 Identify members with two or more benzodiazepine dispensing events on 
different dates of service (refer to the Oral Benzodiazepine Medications table 
below for medication lists for identifying benzodiazepine dispensing events) 
during the measurement year. 

Step 2 Of the members identified in step 1, identify those with a qualifying ITE.  



 

 

Step 3 Of the members identified in step 2, identify those with continuous days covered 
during the measurement year as defined by PDC ≥50% during the Treatment 
Period. 

Step 4: Required 
exclusions 

Of the members identified in step 3, exclude those members who met any of the 
following criteria: 

• Members with a diagnosis of seizure disorders (Seizure Disorders Value 
Set); rapid eye movement sleep behavior disorder (REM Sleep Behavior 
Disorder Value Set); benzodiazepine withdrawal (Benzodiazepine 
Withdrawal Value Set); or ethanol withdrawal (Alcohol Withdrawal Value 
Set) on or between January 1 of the year prior to the measurement year 
and the start of the ITE. 

• Members receiving hospice care (Refer to General Guideline 17: 
Members in Hospice). 

• Members receiving palliative care (Palliative Care Assessment Value Set; 
Palliative Care Encounter Value Set; Palliative Care Intervention Value 
Set) during the measurement year.  

Administrative Specification 

Denominator  The eligible population. 

Numerators The percentage of members who achieved a 10%, 25%, or 50% decrease in 
DME daily benzodiazepine dosage or greater. Follow the steps below to identify 
numerator compliance. 

Step 1 Identify the Average Starting DME: 
1. Identify the ITE. 
2. Calculate starting benzodiazepine dosage unit during the ITE. 
3. Calculate average starting DME daily dose. 

Step 2 Identify the Ending DME: 
1. Identify the final benzodiazepine dispensing event during the 

measurement year. 
2. Calculate ending benzodiazepine dosage unit for the final dispensing 

event. 
3. Calculate ending DME daily dose. 

Step 3 Calculate the percentage change between the Average Starting DME and the 
Ending DME using the formula below. 

[(Average Starting –Ending) / Average Starting Dose] x 100 

Step 4 Determine numerator compliance. 
• If the member’s percent reduction is ≥10%, the member is numerator 

compliant for the 10% Reduction Rate. 
• If the member’s percent reduction is ≥25%, the member is numerator 

compliant for the 25% Reduction Rate. 
• If the member’s percent reduction is ≥50%, the member is numerator 

compliant for the 50% Reduction Rate. 



 

 

Note: Rates are not mutually exclusive. Members should be included in all 
numerators for which they are numerator compliant. For example, if a member 
achieved a 35% reduction, they would be numerator compliant for both 10% and 
25% Reduction Rates. 

Oral Benzodiazepine Medications 

Type of Benzodiazepine 
Medication 

Lists* Strength 
DME Conversion 

Factor 
Alprazolam (oral) TBD TBD 0.1 
Chlordiazepoxide (oral) TBD TBD 2.5 
Clonazepam (oral) TBD TBD 0.1 
Clorazepate (oral) TBD TBD 1.5 
Diazepam (oral) TBD TBD 1 
Estazolam (oral) TBD TBD 0.3 
Flurazepam (oral) TBD TBD 3 
Lorazepam (oral) TBD TBD 0.2 
Midazolam (oral) TBD TBD 1.5 
Oxazepam (oral) TBD TBD 3 
Quazepam (oral) TBD TBD 2 
Temazepam (oral) TBD TBD 2 
Triazolam (oral) TBD TBD 0.025 

* Medication lists will be separated by strength using a similar methodology as the existing HEDIS Use of Opioids at High 
Dosage measure.  

Note 

• Include denied claims when identifying the eligible population and assessing the numerator. 
• Do not include supplemental data when identifying the eligible population or assessing the numerator. 

Supplemental data can be used for only required exclusions for this measure.  
• Medication lists used for this measure contain any applicable combination products.  

Data Elements for Reporting  

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table DBO-3: Data Elements for Deprescribing of Benzodiazepines in Older Adults 

 Administrative 
Measurement year  
Eligible population  For each stratification and total 
Number of required exclusions For each stratification and total  

Numerator events by administrative data Each of the 3 rates, for each 
stratification and total 

Reported rate Each of the 3 rates, for each 
stratification and total 

 



 

  

Deprescribing of Benzodiazepines in Older Adults (DBO) 
Measure Workup 

Executive Summary 

This workup advances patient-safety measure development by summarizing evidence from literature review 
and stakeholder interviews for a new measure concept: Deprescribing of Benzodiazepines in Older Adults. 
This measure will apply to the Medicare Advantage population 65 years of age and older and assesses the 
percentage of members prescribed benzodiazepines who experienced a decrease in benzodiazepine dose 
during the measurement period.  

There is growing concern about the use of benzodiazepines in older adults. Benzodiazepines are one of 
several medications recommended in the 2019 AGS Beers Criteria to be avoided in all older adults. 
Beginning in HEDIS Measurement Year 2020, a new rate was added to the Use of High-Risk Medications in 
Older Adults (DAE) measure assessing benzodiazepine use without an appropriate diagnosis. This new 
measure concept will ensure appropriate and safe tapering of benzodiazepines for inappropriate users 
referenced in the DAE measure.  

Topic Overview  

Prevalence of Benzodiazepine Use and Prescribing 

Use of prescription medications and concurrent use of interacting medications have significantly increased 
over time, especially in the older adult population (Kantor et al., 2015; Qato et al., 2016). In older adults, 
certain medications, including benzodiazepines, pose significant risks to patients and are considered 
potentially inappropriate for this population. Older adults are prescribed benzodiazepines at the highest rate 
and are most at risk of adverse events among all U.S. adults (Guina & Merrill, 2018; D. T. Maust et al., 
2018). 

Between 1996 and 2013, the number of adults filling a benzodiazepine prescription in the U.S. increased 
from 8 million to nearly 14 million. The amount of benzodiazepine medicine found in prescriptions also 
doubled over this period (Bachhuber et al., 2016). Evidence suggests that in the older adult population, 
benzodiazepine users are more likely to be female, have a low level of education, have a lower income and 
have several chronic physical diseases (Baandrup et al., 2018).  

In 2015, CMS reported that 17.6% of all Medicare Part D enrollees were dispensed benzodiazepines 
(Centers for Medicare & Medicaid Services [CMS], 2016). After the expansion of Medicare coverage for 
prescription benzodiazepines in 2013, the prevalence of benzodiazepine use increased (D. Maust et al., 
2019; Zimlich, 2016). This increase in prevalence was found to have potentially contributed to both an 
increase in fall-related injuries and an increase in medication poisoning among older adults (D. Maust et al., 
2019). 

Risks of Benzodiazepine Use 

Benzodiazepines such as alprazolam are indicated for anxiety and panic disorders (Food and Drug 
Administration [FDA], 2011). When prescribed at a low dosage for a brief time (less than 30 days), 
benzodiazepines can effectively treat generalized anxiety disorders, panic disorders and sleep disorders 
(Dell’osso & Lader, 2013; Salzman, 1991; Vinkers & Olivier, 2012). They are also used for anesthesia and to 
treat alcohol or benzodiazepine withdrawal, seizures and insomnia (Greller & Gupta, 2017; Guina & Merrill, 
2018). However, the use of benzodiazepines in older adults is associated with serious risks.  



 

Benzodiazepines have class-level warnings for users that include dependence and withdrawal reactions, 
such as seizures, central nervous system depression and impaired performance (FDA, 2011). 
Benzodiazepines induce sedation, which causes drowsiness, delayed reaction times and impaired balance 
(Donnelly et al., 2017). This can result in increased risk of hip fractures, falls and fall-related injuries in older 
adults prescribed short- and long-acting benzodiazepines (Bakken et al., 2014; de Vries et al., 2013; 
Donnelly et al., 2017; Woolcott et al., 2009; Xing et al., 2014). Although benzodiazepines are indicated for 
short-term treatment of generalized anxiety disorder (Davidson, 2001; Gorman, 2003; Lydiard et al., 2010), 
there is risk of continued long-term use in older adults, as many chronic users are rarely encouraged to 
discontinue the medication (Paquin et al., 2014; Sivertsen et al., 2006).  

Studies have found that long-term use of benzodiazepines in older adults is associated with increased risk of 
dementia (He et al., 2019; Shash et al., 2016; Takada et al., 2016; Zhong et al., 2015). Other harms related 
to benzodiazepine use include impaired cognition, loss of physical function, depressed mood and suicidal 
thoughts (Baandrup et al., 2018; Blanco et al., 2018; Greller & Gupta, 2017). Research suggests that 
benzodiazepines may reduce the efficacy of cognitive behavior therapy in treating anxiety disorders, and 
experts encourage use of safer treatment alternatives, including serotonin reuptake inhibitor and cognitive 
behavioral therapy, in the older adult population (Birk 2004; Rothbaum et al., 2014). Benzodiazepines are 
also known to interact with other medications such as opioids and other sedatives, which may result in an 
increased risk of opioid-related overdose or death (Hernandez et al., 2018; National Institute on Drug Abuse, 
2019). Overdose deaths involving benzodiazepines rose from 1,135 in 1999 to more than 11,537 in 2017, 
driven by the combination of a benzodiazepine with an opioid (National Institute on Drug Abuse, 2019).  

Despite the risks associated with benzodiazepines, these medications are inappropriately prescribed and 
overused in the older adult population. Since 2003, the use of benzodiazepines in ambulatory care has 
increased, including co-prescribing with other sedating medications. Evidence shows increased prescribing 
among primary care physicians in particular, and for conditions other than insomnia and anxiety, such as 
back and chronic pain (Agarwal & Landon, 2019). Many older patients take benzodiazepines for sleep 
(Garfinkel & Mangin, 2010). One study found that older adults are more likely to disclose misusing 
benzodiazepines to help with sleep than younger adults (D. T. Maust et al., 2018). Benzodiazepines are also 
widely used for long-term treatment of anxiety disorders, although prescribing guidelines recommend 
benzodiazepine treatment for short-term treatment only, after effective and safer drug alternatives have 
failed (Canadian Psychiatric Association, 2006; National Institute for Health and Care Excellence, 2011; 
Paquin et al., 2014).  

Financial Impact of Benzodiazepine Use 

Use of benzodiazepines is associated with higher health care service use and costs. In 2008, there were 
about 272,000 emergency department (ED) visits in the U.S. involving nonmedical use of benzodiazepines; 
in 2011, this increased to approximately 426,000 ED visits (Substance Abuse and Mental Health Services 
Administration, 2011). As one study found, patients with moderate pain prescribed a benzodiazepine were 
more likely to return to the ED compared to those without a benzodiazepine prescription (Chukwulebe et al., 
2019). Individuals susceptible to a benzodiazepine-related drug interaction are at even greater risk of 
hospitalizations, ED visits, outpatient visits and other higher health care costs (Dionne et al., 2013).  

Among all potentially inappropriate medications, benzodiazepines were identified as the third largest 
medication class contributing to total medication costs of older adults living in residential care, following 
proton-pump inhibitors and antipsychotics (Harrison et al., 2018). Literature suggests there is increased risk 
of falls in older adults taking benzodiazepines (Donnelly et al., 2017). According to the Centers for Disease 
Control and Prevention (CDC), falls among older adults are very costly. Each year, the U.S. spends about 
$50 billion on non-fatal fall injuries and $754 million on fatal falls. Of the total spent on non-fatal falls, $29 
billion is paid by Medicare and $9 billion is paid by Medicaid (CDC, 2019). It is unknown what percentage of 
falls are attributed to benzodiazepine use, but as the older population grows, it is expected that the number 
of fall injuries and cost to treat these injuries will also rise (CDC, 2019). 

 



 

  

Clinical Recommendations Against Benzodiazepine Use in Older Adults 

Given the risks and high prevalence, multiple sources of clinical or other guidance recommend against 
benzodiazepine use in older adults. 

American Geriatrics Society Beers Criteria® 

The American Geriatrics Society (AGS) Beers Criteria® (AGS Beers Criteria®) for Potentially Inappropriate 
Medication (PIM) Use in Older Adults is an explicit list of PIMs that are typically best avoided by older adults 
in most circumstances or under specific situations, such as in certain diseases or conditions (American 
Geriatrics Society, 2019). The criteria recommend avoiding benzodiazepines—all short-, intermediate-, and 
long-acting forms—for all older adults. The criteria’s rationale states: “Older adults have increased sensitivity 
to benzodiazepines and decreased metabolism of long-acting agents; in general, all benzodiazepines 
increase risk of cognitive impairment, delirium, falls, fractures, and motor vehicle crashes in older adults.” 
According to the criteria, only in rare cases may benzodiazepines be appropriate (i.e., for seizure disorders, 
rapid eye movement sleep behavior disorder, benzodiazepine withdrawal, ethanol withdrawal, severe 
generalized anxiety disorder and periprocedural anesthesia), most notably for benzodiazepine withdrawal, a 
particular risk when deprescribing benzodiazepines in older adults. 

U.S. Food and Drug Administration Black Box Warning 

In August 2016, the FDA issued a black box warning about the potentially deadly combination of 
benzodiazepines and opioids (FDA, 2016). In September 2017, the FDA updated this advisory to include 
several recommendations for health care professionals, including educating patients about the serious risks 
of combined use, even when used as prescribed; tapering the benzodiazepine or CNS depressant to 
discontinuation, if possible; verifying the diagnosis if a patient is receiving prescribed benzodiazepines or 
other CNS depressants for anxiety or insomnia and considering other treatment options for these conditions; 
and coordinating with other prescribers to ensure they are aware of the patient’s full medication regimen 
(FDA, 2017). 

The Centers for Disease Control and Prevention (CDC) supports this advisory, issuing their own 
recommendation in 2018 for prescribers to revise an opioid order when a patient is concurrently prescribed a 
benzodiazepine medication (Dowell et al., 2016).  

STOPP/START Criteria (Version 2) 

The STOPP/START criteria for PIM use in older people was originally published in 2008 and updated in 
2015 (O’Mahony et al., 2015). Based on expert consensus review of current evidence, the criteria provide a 
screening tool of older people’s prescriptions (STOPP) and a screening tool to alert to the right treatment 
(START). The criteria have been used to design patient-safety screening interventions and detect patients at 
risk of preventable medication-related hospital admissions, among other uses (Barenholtz Levy & Marcus, 
2016; Hill-Taylor et al., 2013, p.; van der Stelt et al., 2016). A STOPP criteria for benzodiazepines was 
added in the 2015 (version 2) update. 

STOPP CNS criteria D5 recommends that benzodiazepines should not be taken for ≥4 weeks if there is no 
indication for longer treatment, due to risk of prolonged sedation, confusion, impaired balance, falls and 
traffic accidents. The guideline continues, “all benzodiazepines should be withdrawn gradually if taken for >2 
weeks as there is a risk of causing a benzodiazepine withdrawal syndrome if stopped abruptly.” 
  



 

Deprescribing Benzodiazepines Among Older Adults 

Clinical guidelines recommend avoidance of benzodiazepines in older adults. To achieve this, new use 
should be prevented and current users must be transitioned away from benzodiazepines. Immediate 
discontinuation of benzodiazepines may lead to adverse events and withdrawal symptoms, such as seizures 
and insomnia, and is not recommended (Hare, 2019; Markota et al., 2016; Reeve et al., 2017); a 
deprescribing strategy is needed. Deprescribing is the tapering or stopping drugs with the goal of minimizing 
inappropriate use to improve patient outcomes (Scott et al., 2015). Closely related to the concept of clinical 
de-intensification (e.g., Choosing Wisely Campaign), deprescribing specifically addresses the steps needed 
to safely discontinue a medication while avoiding unintended consequences such as withdrawal or adverse 
events. This includes consideration of other medications the patient may be taking, as well as discussion 
with the patient to educate on rationale for deprescribing and discuss patient goals. This approach is 
recommended in older patients receiving high-risk drugs or combinations and may involve multiple steps or 
components (Scott et al., 2015). 

It is important that benzodiazepines are discontinued at a rate that is appropriate and safe for older adults. 
Rapid tapers can result in higher anxiety levels than those preceding the use of the medication, and possibly 
seizures (Markota et al., 2016). However, with patient education and close monitoring, older adults can 
safely reduce their benzodiazepine use (Iyer et al., 2008). Deprescribing success rates (defined as being 
complete drug-free at end of study) have been found to range from 25% to 85% (Paquin et al., 2014). A 
randomized trial found a 77% reduction in benzodiazepine use at 6 months, with minimal withdrawal 
symptoms among long-term users who received education from community pharmacists during the tapering 
process (Tannenbaum et al., 2014). Successful tapering decreases the risks of adverse events associated 
with benzodiazepine use, including risk of falls (Markota et al., 2016). 

There are several existing interventions related to decreasing benzodiazepine use. Patient and provider 
education is a common intervention used to target deprescribing efforts at the individual level (Ng et al., 
2018). In addition, reimbursement for alternative services, such as behavioral therapy for insomnia or 
alternative medications for anxiety, give physicians options for common diagnoses that are typically treated 
with benzodiazepines (Guina & Merrill, 2018). For example, providers can prescribe antidepressants, 
anticonvulsants or certain antihypertensive agents to patients treated for generalized anxiety disorder with 
benzodiazepines (Guina & Merrill, 2018; Longo & Johnson, 2000). Initiatives at the state level can also 
impact deprescribing efforts. In 2019, 40 states had an active prescriber mandated-use provision in their 
statute or rule (National Alliance for Model State Drug Laws, 2019); 20 require mandatory use of 
Prescription Drug Monitoring Program data for benzodiazepines (Centers for Disease Control and 
Prevention, 2020; Liang & Shi, 2019). New Mexico is on the forefront of statewide benzodiazepine 
deprescribing efforts. The New Mexico Overdose Prevention and Pain Management Advisory Council, 
established in 2012 under the NM Department of Health, developed guidelines for the use of 
benzodiazepines in the state (NM Department of Health, 2018) that include prescribing guidance for 
benzodiazepines and other Z-drugs, as well as tapering instructions for physicians to follow (The New 
Mexico Overdose Prevention and Pain Management Advisory Council, 2019).  

Recommendations Focused on Reducing Benzodiazepine Use When Already Prescribed & 
Deprescribing Approaches 

Although a single consensus guideline for appropriate deprescribing of benzodiazepines has not yet been 
published, several clinical algorithms have been produced that share common recommendations (National 
Opioid Use Guideline Group, 2010; Ogbonna & Lembke, 2017; Pottie et al., 2018; VA National Center for 
PTSD, 2013). These clinical recommendations are summarized in Table 3. Similar guidance is also reflected 
in various organization-specific guidelines, such as Kaiser of Washington’s Benzodiazepine and Z-Drug 
Safety Guideline, among others (Kaiser Permanente, 2019; Nebraska Hospital Association, n.d.). 
  



 

  

Table 3: Benzodiazepine Deprescribing Approaches Focused on, or Applicable to, Older Adults 
Recommendation Target Population Guidance Short Citation 

Deprescribing 
Guidelines in the Elderly 
Project 

Adults ≥65 with any 
benzodiazepine use 
for treatment of 
insomnia 

Reduce 25% every 2 weeks, switching to 12.5% 
reductions near end 

Pottie et al., 
2018 

VA National Center for 
Post-Traumatic Stress 
Disorder 

Patients with PTSD on 
benzodiazepines >2 
weeks 

1. Switch high-dose or long-term users to long-acting 
benzodiazepine 

2. Reduce 50% in first 2-4 weeks, maintain 1-2 months, 
then reduce 25% every 2 weeks 

VA National 
Center for PTSD, 
2013 

AAFP Curbside 
Consultation 

Adults ≥65 on 
benzodiazepines >1 
month 

Initial reduction 5-25%, followed by further 5-25% 
reduction every 1-4 weeks 

Ogbonna and 
Lembke, 2017 

NOUGG Canadian 
Guideline for Chronic 
Non-Cancer Pain 

Unspecified Reduce by 10% every 1-2 weeks until dose is at 20% of 
original, then taper 5% every 2-4 weeks 

National Opioid 
Use Guideline 
Group, 2010 

Most guidelines for older adults (aged 65 and older) recommend starting with a larger taper amount 
(between 20% and 25%) every 2–4 weeks, then taper by 5% to 12.5%. Overall, there is agreement that a 
slower taper is considered better, with a possibility of lasting anywhere from 6–8 months. Most guidelines 
identify and prioritize specific high-risk populations such as individuals on supratherapeutic doses, using 
multiple benzodiazepines, or with drug-drug or drug-disease interactions. In almost all guidelines, the older 
adult population is called out as a specific risk group, with tailored recommendations (Ogbonna & Lembke, 
2017; Pottie et al., 2018; VA National Center for PTSD, 2013). 

The level of evidence supporting most existing benzodiazepine deprescribing guidelines is unclear; 
however, “Deprescribing benzodiazepine receptor agonists: Evidence based clinical practice guideline,” was 
developed based on systematic review under the GRADE framework (Pottie et al., 2018). 
Recommendations are specific to older adults using benzodiazepines for insomnia and do not apply to use 
of benzodiazepines for untreated anxiety, depression or other physical or mental health conditions. Created 
under the Deprescribing Guidelines in the Elderly project and published in 2018, this guideline’s 
recommendations have been adopted or promoted by multiple clinical organizations, such as the American 
Academy of Family Physicians and College of Physicians & Surgeons of Alberta (College of Physicians & 
Surgeons of Alberta, 2016; Ogbonna & Lembke, 2017). Their recommendations generally agree with those 
of other guidelines, though specific details may vary depending on the particular clinical population under 
discussion. 

Considerations for Measurement 

There is growing need for a measure targeting safe tapering of inappropriate medications. As NCQA works 
to address this gap in measurement, there are several challenges and opportunities to consider throughout 
the measure development process.  

Challenges and Opportunities 

One challenge identified in the literature is provider and patient pushback. Providers and patients may be 
uncertain of the benefits and harms of continuing or discontinuing specific drugs (Scott et al., 2015). The 
uncertainty may be greater in cases where there is not a single guideline or recommendation in place to 
advise on appropriate deprescribing of specific medications, such as benzodiazepines. Patients may also 
fear the adverse drug withdrawal effects and decide not to taper off benzodiazepines to avoid these effects 
(Scott et al., 2015). Limited availability or reimbursement opportunities for alternative treatments may 
discourage patients and providers from reducing use of benzodiazepines.  



 

NCQA is aware of potential unintended consequences a deprescribing measure can have. If not specified 
properly, this measure could incentivize inappropriate deprescribing that could result in attendant harm to 
the patient. In testing, NCQA explored populations where it may not be fitting to deprescribe 
benzodiazepines and should be excluded from the measure, such as those with a diagnosis that may be 
appropriate for benzodiazepine treatment. The current measure specifications reflect our findings and 
exclude populations where benzodiazepine use may be appropriate. Another possible consequence of a 
deprescribing measure is patients turning to other methods to obtain benzodiazepine prescriptions; for 
example, paying for benzodiazepines out of pocket (Barnett et al., 2019). 

With a deprescribing measure, there is opportunity to promote harm reduction. This measure concept will 
also fill a measurement gap. Currently, measures on benzodiazepine use focus on avoiding all use of 
benzodiazepines, or avoiding use of benzodiazepines concurrently with other medications, such as opioids. 
Other existing measures assess the education patients and caregivers receive on high-risk medications and 
overall polypharmacy of CNS-active medications. Although there is no current measure that incentivizes 
safely getting older adults off benzodiazepines, there is documented success of reducing benzodiazepine 
use at the population level (Carr et al., 2019; Davidson et al., 2020; Reeve et al., 2017; Winstanley et al., 
2018), and a measure will further the assessment of such progress in patient safety for older adults.  

Stakeholder Interviews 

To better understand the process of deprescribing in the real world, NCQA conducted interviews with 
individuals from six stakeholder groups over the course of 6 months. Participants included health care 
providers, clinical pharmacists and MA and commercial health plans. The interviews lasted 30–60 minutes 
and were conducted by phone. Prior to the call, NCQA provided interviewees with information about the 
context of the discussion. All interviews were unstructured, allowing interviewees to offer in-depth 
information and opinions. 

Overall, the discussions reaffirmed literature findings on rising prevalence of benzodiazepine use in older 
adults and the need for safe and appropriate tapering methods. Stakeholders were also provided an 
opportunity to communicate support and concerns around measure development focused on deprescribing 
of benzodiazepines in the older adult population. The section below is a summary of our interview findings.  

Stakeholder Interview Findings 

Stakeholders supported a new measure concept on deprescribing of benzodiazepines and shared ideas on 
how to specify such a measure. They agreed that a deprescribing measure should require very small 
decreases in medication dose over months (e.g., 6 months) rather than incentivize completely stopping 
benzodiazepine use. One provider mentioned that in addition to decreasing dose, it is important to consider 
the type of benzodiazepine (e.g., certain benzodiazepines are metabolized differently, with some taking 
longer or more complicated routes for the body to fully process than others). A couple of stakeholders 
suggested that in instances where deprescribing did not happen, justification for the current dose in the 
medical record could be an alternative method of ensuring appropriate medication management. 
Stakeholders also shared potential populations of focus for deprescribing efforts, including inappropriate 
users (i.e., without an indicated diagnosis), long-term users and users treated for generalized anxiety 
disorder. A few recommended excluding those with advanced illness and frailty from the measure.  

Stakeholders identified a few challenges and unintended consequences NCQA should be aware of 
throughout development of a deprescribing measure. First, there may be pushback from patients who are 
long-term users of benzodiazepines, particularly older adults. Patients may experience or may fear adverse 
withdrawal effects and decide not to taper. Patients may also simply stop seeing their doctors and “doctor 
shop” to obtain prescriptions outside the plan network and pay out of pocket for benzodiazepines, 
circumventing their health plan’s approval, as they are relatively inexpensive medications to acquire.  

 



 

  

Stakeholders also shared concern over provider pushback. Providers may not feel confident in their ability to 
safely taper without a firm or widely adopted guideline to reference for benzodiazepine deprescribing or 
given a patient’s medical history. Limited alternative treatments for the conditions indicated for 
benzodiazepine use and access challenges may also prevent providers from trying to deprescribe the drugs. 
Additionally, it is difficult to tackle benzodiazepine use through case management without placing a 
restriction on the drug. Benzodiazepines are considered a protected medication class by Medicare due to 
their indication for treatment of seizures (anti-convulsant). This limits the ability of health plans to implement 
certain medication therapy management strategies such as formulary edits to intervene on benzodiazepine 
use (CMS, 2019). Despite the challenges, it is feasible for health plans to address the gap in quality care. 
One stakeholder NCQA spoke with, a Medicaid and commercial pharmacy benefit program, shared that it 
has developed a benzodiazepine initiative targeting dose reduction and achieved about a 20% success rate 
in the target population in 2019.  

Stakeholders recognized that current quality improvement efforts are focused on reducing opioid-
benzodiazepine co-prescribing and polypharmacy, but they emphasized a deprescribing measure could be 
complementary and promote good care as well as improve patient safety in general, and encouraged 
alignment with related measures and state guidelines in the measure’s development.  
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Proposed New Measure for HEDIS®1 MY 2022: 
Antibiotic Utilization for Acute Respiratory Conditions (AXR) 

Proposed Measure Retirement for HEDIS MY 2022: 
Antibiotic Utilization (ABX) 

NCQA seeks comments on a proposed new measure, Antibiotic Utilization for Acute Respiratory Conditions 
(AXR). This measure is a revised version of the Antibiotic Utilization (ABX) measure, which is proposed for 
retirement for HEDIS MY 2022 if the new measure is approved. Revisions include: 

• Target acute respiratory conditions. NCQA proposes to streamline the existing utilization measure 
by focusing on acute respiratory conditions, which are a major driver of antibiotic prescribing.  

• Utilize an episode-based denominator. Moving the measure from member-based to episode-based 
will give plans additional opportunities to apply antibiotic stewardship principles. An episode-based 
measure also aligns with recent revisions to the other HEDIS antibiotic overuse measures. 

Background 
Stakeholders said that while overall monitoring of antibiotic prescribing is important for antibiotic stewardship 
efforts, the current ABX measure is very broad, difficult to interpret and burdensome to report. To increase 
the measure’s utility, our expert panels support targeting antibiotic prescribing for acute respiratory 
conditions and transitioning from a member-based denominator to an episode-based denominator.  

The AXR measure would continue to assess antibiotic prescribing, but with a focus on events for acute 
respiratory conditions. Research has shown that antibiotic prescribing for acute respiratory conditions tend 
to vary by non-clinical factors, such as geography, provider characteristics or patient expectations. The 
interplay of such multilevel factors often leads to the misdiagnosis or overdiagnosis of acute respiratory 
conditions -- and subsequent overtreatment with antibiotics. Tracking appropriate and inappropriate 
prescribing for acute respiratory conditions together may offer a tool for understanding prescribing in the 
face of misdiagnosis and overdiagnosis of these conditions. When used alongside the HEDIS antibiotic 
overuse measures, AXR can help paint a better picture of a health plan’s overall antibiotic stewardship 
efforts.  

Methods 
NCQA tested these proposed updates in commercial, Medicaid and Medicare data. Commercial and 
Medicare product lines were tested using the OptumLabs®2 Data Warehouse National View, reflecting data 
from calendar years 2018 and 2019. Medicaid testing was conducted using the IBM® MarketScan® Multi-
State Medicaid Database, reflecting data from calendar years 2018 and 2019.3  

Findings 
Results indicate that acute respiratory conditions are frequent reasons for outpatient care across all lines of 
business. We evaluated national and health plan antibiotic prescribing for the proposed measure. Table 1 
shows Medicare and commercial plan rates. Results show variation in antibiotic utilization across health 
plans. The median measure rate across Medicare plans was 31%, with an interquartile range of 7% (25th 
percentile= 27%; 75th percentile 35%). The median measure rate across commercial plans was 37%, with 
an interquartile range of 5% (25th percentile = 33%; 75th percentile = 38%).  

 
1 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2 Data for this analysis were obtained from the OptumLabs® Data Warehouse, which contains de-identified administrative 
claims, EHR data and other data elements. Study data were accessed using techniques compliant with the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA), and because the study involved analysis of preexisting, de-identified data, 
it was exempt from Institutional Review Board approval. 

3 IBM MarketScan Research Databases are designed to address the requirements of HIPAA and meet criteria for de-identified, 
limited data sets. 



 

 

Table 1. Antibiotic Prescribing Among Outpatient Visits for Acute Respiratory Conditions Across Health Plans 

Product Line 
N of 

Plans Avg Std Dev 

Percentile Distribution (%) 

Min 10th 25th 50th 75th 90th Max 

Medicare 47 30.4 7.2 8.6 22.7 27.2 30.6 34.6 39.3 43.3 

Commercial 28 35.2 8.0 0.0 30.4 33.2 36.7 38.1 40.8 46.2 

Table 2 shows rates of antibiotic prescribing for acute respiratory condition outpatient visits in the Medicaid 
population. Medicaid results are presented at the population level, as health plan-level data were not 
available. Rates of antibiotic prescribing were around 35% for children and adults under age 65. The rate 
was 24% for adults age 65 and over. The rates were similar across males and females. 

Table 2. Antibiotic Prescribing Among Outpatient Visits for Acute Respiratory Conditions, Medicaid Population 

Member Characteristic 
Acute Respiratory Conditions 

(n of events) 
Antibiotics Dispensed 

(n of events) Rate (%) 

Age 

3 months–17 years 2,688,017 893,148 33.2 

18–64 years 832,402 307,180 36.9 

65+ years 5,299 1,263 23.8 

Gender 

Male 1,570,302 510,664 32.5 

Female 1,955,416 690,927 35.3 

NCQA seeks feedback on the proposed changes. Supporting documents include the draft measure 
specifications, evidence workup and performance data. 

NCQA acknowledges the contributions of the Antibiotic Overuse and Technical Measurement Advisory Panels. 



  

 

Antibiotic Utilization (ABX)  

SUMMARY OF CHANGES TO HEDIS MY 2022 

• Retire measure. 

Description  

This measure summarizes the following data on outpatient utilization of antibiotic prescriptions during 
the measurement year, stratified by age and gender: 

• Total number of antibiotic prescriptions. 
• Average number of antibiotic prescriptions per member per year (PMPY). 
• Total days supplied for all antibiotic prescriptions. 
• Average days supplied per antibiotic prescription. 
• Total number of prescriptions for antibiotics of concern. 
• Average number of prescriptions PMPY for antibiotics of concern.  
• Percentage of antibiotics of concern for all antibiotic prescriptions. 
• Average number of antibiotics PMPY reported by drug class:  

– For selected “antibiotics of concern.” 
– For all other antibiotics. 

Measure Attributes 

Note: Members in hospice are excluded from this measure. Refer to General Guideline 17: Members in 
Hospice. 

Product lines Report the following tables for each applicable product line: 
• Table ABX-1a Total Medicaid. 
• Table ABX-1b Medicaid/Medicare Dual-Eligibles. 
• Table ABX-1c Medicaid—Disabled. 
• Table ABX-1d Medicaid—Other Low Income. 
• Table ABX-2 Commercial. 
• Table ABX-3  Medicare. 

Report the information in Tables ABX-1/2/3 (a–c) by age and gender. 

Age Age as of the date when the prescription is dispensed. 

Benefit Pharmacy. 

Member months Report all member months for the measurement year for members with the 
benefit. IDSS automatically produces member years data for all product lines 
(commercial, Medicaid, Medicare). Refer to Specific Instructions for Utilization 
Tables. 

Antibiotic 
prescription 

An antibiotic dispensed for any duration.  



 

 

Calculations 

Total number 
of antibiotic 
prescriptions 

Total number of all antibiotic prescriptions for the measurement year, of any 
duration (Antibiotics of Concern by NCQA Drug Class Medications List; All 
Other Antibiotics by NCQA Drug Class Medications List).  

Average number 
of antibiotic 
prescriptions PMPY 

Annual total number of antibiotic prescriptions PMPY = [Total number of 
antibiotic prescriptions during the year/member months for members with a 
pharmacy benefit] x 12 months.  

Total days supplied 
for all antibiotic 
prescriptions 

Count the number of days supplied for all antibiotic prescriptions during the 
measurement year. Identify the number of days supplied for each antibiotic 
prescription and sum the days for all antibiotic prescriptions during the 
measurement year.  

Average number  
of days supplied  
per antibiotic 
prescription 

Average number of days supplied per prescription = [Total days supplied for 
all antibiotics prescription during the year/Total number of antibiotic 
prescriptions during the year].  

Antibiotics of Concern by NCQA Drug Class Medications  

Description Prescription 
Quinolones • Ciprofloxacin 

• Gemifloxacin 
• Levofloxacin 
• Moxifloxacin 

• Ofloxacin 
 

Azithromycin and clarithromycin  • Azithromycin  • Clarithromycin  

Cephalosporin (second, third, fourth 
generation) 

• Cefaclor 
• Cefdinir 
• Cefditoren 
• Cefepime  
• Cefixime  

• Cefotaxime 
• Cefotetan 
• Cefoxitin 
• Cefpodoxime 
• Cefprozil 

• Ceftriaxone 
• Cefuroxime 
• Ceftazidime  
• Ceftibuten 

Amoxicillin/clavulanate  • Amoxicillin-clavulanate  

Ketolide • Telithromycin  

Clindamycin • Clindamycin   

Miscellaneous antibiotics of concern • Aztreonam 
• Chloramphenicol  

• Dalfopristin-quinupristin  
• Linezolid 

• Telavancin 
• Vancomycin 

 
  



 

 

All Other Antibiotics by NCQA Drug Class Medications 

Description Prescriptions 
Absorbable sulfonamides • Sulfadiazine • Sulfamethoxazole-trimethoprim 

Aminoglycoside • Amikacin 
• Gentamicin 

• Streptomycin 
• Tobramycin 

Cephalosporin (first generation) • Cefadroxil 
• Cefazolin 

• Cephalexin  

Lincosamide (other than 
clindamycin) • Lincomycin 

Macrolide (other than azithromycin 
and clarithromycin) 

• Erythromycin 
• Erythromycin ethylsuccinate 

• Erythromycin lactobionate 
• Erythromycin stearate 

Penicillin (other than amoxicillin/ 
clavulanate) 

• Ampicillin 
• Ampicillin-sulbactam 
• Amoxicillin 
• Dicloxacillin 
• Nafcillin 
• Oxacillin 

• Penicillin G benzathine 
• Penicillin G potassium 
• Penicillin G procaine 
• Penicillin G sodium 
• Penicillin V potassium 
• Piperacillin-tazobactam  

Tetracyclines  • Doxycycline 
• Minocycline 

• Tetracycline 

Miscellaneous antibiotics • Daptomycin 
• Fosfomycin  
• Metronidazole  
• Nitrofurantoin 

• Nitrofurantoin macrocrystals 
• Rifampin 
• Trimethoprim  

Calculations for Antibiotics of Concern 

Total number of 
prescriptions for 
antibiotics of 
concern 

Total number of all prescriptions for antibiotics of concern during the 
measurement year (Antibiotics of Concern by NCQA Drug Class Medications 
List).  

Average number of 
prescriptions PMPY 
for antibiotics of 
concern 

Annual total number of prescriptions for antibiotics of concern PMPY = 
[Annual number of prescriptions for antibiotics of concern/member months 
for members with a pharmacy benefit] x 12 months.  

Percentage of 
antibiotics of 
concern of all 
antibiotic 
prescriptions 

Percentage of prescriptions for antibiotics of concern of all antibiotic 
prescriptions = [Total number of prescriptions for antibiotics of concern 
during the year/Total number of antibiotic prescriptions in the year].  

 
  



 

 

Calculations for Reporting by Drug Class 

Antibiotic 
utilization by 
drug class 

For each product line, report the utilization of antibiotic prescriptions by drug 
class in Table ABX-1/2/3(b) and Table ABX-1/2/3(c) for the following: 

• Antibiotics of concern.  
• All other antibiotics. 

Antibiotics of 
concern 

Report the utilization of antibiotics of concern in Table ABX-1/2/3(b): 
• Amoxicillin/clavulanate. 
• Azithromycin and clarithromycin. 
• Cephalosporin (includes second-, third- and fourth-generation 

cephalosporins). 
• Clindamycin. 
• Ketolide. 
• Quinolone. 
• Miscellaneous antibiotics of concern. 

Refer to the Antibiotics of Concern by NCQA Drug Class Medications List for a 
list of antibiotics of concern and drug class.  

All other 
antibiotics 

Report the utilization of all other antibiotics by the following antibiotic drug 
classes in Table ABX-1/2/3(c): 

• Absorbable sulfonamide. 
• Aminoglycoside. 
• Cephalosporin (includes first generation only).  
• Lincosamide (other than clindamycin). 
• Macrolide (other than azithromycin and clarithromycin). 
• Penicillin (other than amoxicillin/clavulanate). 
• Tetracycline. 
• Miscellaneous antibiotics. 

Refer to the All Other Antibiotics by NCQA Drug Class Medications List for a list 
of all other antibiotics of concern and drug class.  

Note 

• Supplemental data may not be used for this measure. 

 



  

 

Table ABX-1/2/3: Plan Member Months 

Member Months 
Age Male Female Total 

0-9    
10-17    
18-34    
35-49    
50-64    
65-74    
75-84    
85+    
Unknown    

Total    

Table ABX-1/2/3(a): Antibiotic Utilization  

Age Sex 
Total Antibiotic 

Scrips 

Average Scrips 
for Antibiotics 

PMPY 

Total Days 
Supplied for All 

Antibiotic Scrips 

Average Days 
Supplied per  

Antibiotic Scrip 

Total Scrips for 
Antibiotics of 

Concern 

Average Scrips 
for Antibiotics of 
Concern PMPY 

% of Antibiotics 
of Concern of All 
Antibiotic Scrips 

0-9 
Male       % 
Female       % 
Total       % 

10-17 
Male       % 
Female       % 
Total       % 

18-34 
Male       % 
Female       % 
Total       % 



 

 

Age Sex 

Total 
Antibiotic 

Scrips 

Average Scrips 
for Antibiotics 

PMPY 

Total Days 
Supplied for All 

Antibiotic Scrips 

Average Days 
Supplied per 

Antibiotic Scrip 

Total Scrips for 
Antibiotics of 

Concern 

Average Scrips 
for Antibiotics of 
Concern PMPY 

% of Antibiotics 
of Concern of All 
Antibiotic Scrips 

35-49 
Male       % 
Female       % 
Total       % 

50-64 
Male       % 
Female       % 
Total       % 

65-74 
Male       % 
Female       % 
Total       % 

75-84 
Male       % 
Female       % 
Total       % 

85+ 
Male       % 
Female       % 
Total       % 

Unknown 
Male       % 
Female       % 
Total       % 

Total 
Male       % 
Female       % 
Total       % 



  

 

Table ABX-1/2/3(b): Antibiotics of Concern Utilization by Drug Class  

Age Sex 

Total 
Quino-

lone 
Scrips 

Avg 
Scrips 

for 
Quino-

lone 
PMPY  

Total 
Cephalo-

sporin 
Scrips 

Avg 
Scrips 

for 
Cephalo-

sporin 
PMPY  

Total 
Azithro-
mycin & 

Clarithro-
mycin 
Scrips 

Avg 
Scrips 

for 
Azithro-
mycin & 

Clarithro-
mycin 
PMPY  

Total 
Amox-
icillin/ 
Clavu-
lanate 
Scrips 

Avg 
Scrips 

PMPY for 
Amox-
icillin/ 
Clavu-
lanate 
PMPY  

Total 
Ketolide 
Scrips 

Avg 
Scrips 

for 
Ketolide 
PMPY  

Total 
Clinda-
mycin 
Scrips 

Avg 
Scrips 

for 
Clinda-
mycin 
PMPY 

Total 
Misc 
Anti-

biotics of 
Concern 
Scrips 

Avg 
Scrips 

for Misc 
Anti-

biotics of 
Concern 

PMPY  

0-9 
Male               
Female               

Total               

10-17 
Male               

Female               

Total               

18-34 
Male               

Female               

Total               

35-49 
Male               

Female               

Total               

50-64 
Male               

Female               

Total               

65-74 
Male               

Female               

Total               

75-84 
Male               

Female               

Total               



 

 

Age Sex 

Total  
Quino-

lone 
Scrips 

Avg 
Scrips 

for 
Quino-

lone 
PMPY  

Total 
Cephalo-

sporin 
Scrips 

Avg 
Scrips for 
Cephalo-

sporin 
PMPY  

Total 
Azithro-
mycin & 

Clarithro-
mycin 
Scrips 

Avg 
Scrips 

for 
Azithro-
mycin & 

Clarithro-
mycin 
PMPY  

Total 
Amox-
icillin/ 
Clavu-
lanate 
Scrips 

Avg 
Scrips 

PMPY for 
Amox-
icillin/ 
Clavu-
lanate 
PMPY  

Total 
Ketolide 
Scrips 

Avg 
Scrips 

for 
Ketolide 
PMPY  

Total 
Clinda-
mycin 
Scrips 

Avg 
Scrips 

for 
Clinda-
mycin 
PMPY  

Total 
Misc 
Anti-

biotics of 
Concern 
Scrips 

Avg 
Scrips 

for Misc 
Anti-

biotics of 
Concern 

PMPY  

85+ 

Male               

Female               

Total               

Un-
known 

Male               

Female               

Total               

Total 

Male               

Female               

Total               

 
 
 



  

 

Table ABX-1/2/3(c): All Other Antibiotic Utilization by Drug Class 

Age Sex 

Total 
Absorb-

able 
sulfona-

mide 
Scrips 

Avg 
Scrips 

for 
Absorb-

able 
sulfona-

mide 
PMPY 

Total  
Amino-
glyco-
side 

Scrips 

Avg 
Scrips 

for 
Amino-
glyco-
side 

PMPY 

Total 
1st Gen 
Ceph-

alospor-
ins 

Scrips 

Avg 
Scrips 
for 1st 

Gen 
Ceph-

alospor-
ins 

PMPY 

Total 
Linco-
samide 
Scrips 

Avg 
Scrips 

for 
Linco-
samide 
PMPY 

Total  
Macro-
lides 
(not 

azith., 
clar.) 

Scrips 

Avg 
Scrips 

for 
Macro-
lides 
(not 

azith., 
clar.) 
PMPY 

Total 
Peni-
cillin 

Scrips 

Avg 
Scrips 

for Peni-
cillin 
PMPY 

Total 
Tetra-

cycline 
Scrips 

Avg 
Scrips 

for 
Tetra-

cy-cline 
PMPY 

Total 
Misc. 
Anti-

biotics 
Scrips 

Avg 
Scrips 

for 
Misc. 
Anti-

biotics 
PMPY 

0-9 
M                 
F                 
Tot.                 

10-
17 

M                 
F                 
Tot.                 

18-
34 

M                 
F                 
Tot.                 

35-
49 

M                 
F                 
Tot.                 

50-
64 

M                 
F                 
Tot.                 

65-
74 

M                 
F                 
Tot.                 

75-
84 

M                 
F                 
Tot.                 



 

 

Age Sex 

Total 
Absorb-

able 
sulfona-

mide 
Scrips 

Avg 
Scrips 

for 
Absorb-

able 
sulfona-

mide 
PMPY 

Total 
Amino-
glyco-
side 

Scrips 

Avg 
Scrips 

for 
Amino-
glyco-
side 

PMPY 

Total 1st 
Gen 

Ceph-
alo-

spor-ins 
Scrips 

Avg 
Scrips 
for 1st 

Gen 
Ceph-
alo-

spor-ins 
PMPY 

Total 
Linco-
samide 
Scrips 

Avg 
Scrips 

for 
Linco-
samide 
PMPY 

Total 
Macro-
lides 
(not 

azith., 
clar.) 

Scrips 

Avg 
Scrips 

for 
Macro-
lides 
(not 

azith., 
clar.) 
PMPY 

Total 
Peni-
cillin 

Scrips 

Avg 
Scrips 

for Peni-
cillin 
PMPY 

Total 
Tetra-

cycline 
Scrips 

Avg 
Scrips 

for 
Tetra-

cy-cline 
PMPY 

Total 
Misc. 
Anti-

biotics 
Scrips 

Avg 
Scrips 

for 
Misc. 
Anti-

biotics 
PMPY 

85+ 

M                 

F                 

Tot.                 

Un. 

M                 

F                 

Tot.                 

Total 

M                 

F                 

Tot.                 
 
 



 

 

Antibiotic Utilization for Acute Respiratory Conditions (AXR)  

SUMMARY OF CHANGES TO HEDIS MY 2022 

• First-year measure. 

Description  

The percentage of episodes for members 3 months of age and older with a diagnosis of an acute 
respiratory condition that resulted in an antibiotic dispensing event. 

Definitions 

Intake Period  A 12-month window that begins on July 1 of the year prior to the measurement 
year and ends on June 30 of the measurement year. The Intake Period 
captures eligible episodes of treatment. 

Episode Date  The date of service for any outpatient, telephone, observation or ED visit,  
e-visit or virtual check-in during the Intake Period with a diagnosis of an acute 
respiratory condition.    

Negative 
Medication 
History  

To qualify for Negative Medication History, the following criteria must be met:  
• A period of 30 days prior to the Episode Date when the member had no 

pharmacy claims for either new or refill prescriptions for a listed antibiotic 
drug.  

• No prescriptions dispensed more than 30 days prior to the Episode Date 
that are active on the Episode Date.  

A prescription is considered active if the “days supply” indicated on the date 
when the member was dispensed the prescription is the number of days or 
more between that date and the relevant service date. The 30-day look-back 
period for pharmacy data includes the 30 days prior to the Intake Period.  

Negative 
Comorbid 
Condition 
History  

A period of 12 months prior to and including the Episode Date when the 
member had no claims/encounters with any diagnosis for a comorbid condition.  

Negative 
Competing 
Diagnosis  

The Episode Date and 3 days following the Episode Date when the member 
had no claims/encounters with a competing diagnosis.  

Eligible Population 

Product lines Commercial, Medicaid, Medicare (report each product line separately) 

Ages Members who were 3 months of age or older as of the Episode Date. 

Report three age stratifications and a total rate:    
• 3 months–17 years. 
• 18–64 years. 

• 65 years and older. 
• Total. 



 

 

The total is the sum of the age stratifications. 

Continuous 
enrollment 

30 days prior to the Episode Date through 3 days after the Episode Date (34 
total days).  

Allowable gap No gaps in enrollment during the continuous enrollment period. 

Anchor date None. 

Benefit Medical and Pharmacy. 

Event/diagnosis Follow the steps below to identify the eligible population: 

Step 1 Identify all members who had an outpatient visit (Outpatient Value Set), a 
telephone visit (Telephone Visits Value Set), an e-visit or virtual check-in 
(Online Assessments Value Set), an observation visit (Observation Value Set) 
or an ED visit (ED Value Set) during the Intake Period, with a diagnosis of an 
acute respiratory condition (Acute Respiratory Conditions and Symptoms Value 
Set).  

Step 2 Determine all acute respiratory condition Episode Dates. For each member 
identified in step 1, determine all outpatient, telephone, observation or ED 
visits, e-visits and virtual check-ins with a diagnosis of an acute respiratory 
condition.  

Do not include visits that result in an inpatient stay (Inpatient Stay Value Set). 

Step 3 Test for Negative Comorbid Condition History. Exclude Episode Dates when 
the member had a claim/encounter with any diagnosis for a comorbid condition 
during the 12 months prior to or on the Episode Date. A code from any of the 
following meets criteria for a comorbid condition: 

• HIV Value Set. 
• HIV Type 2 Value Set. 
• Malignant Neoplasms Value Set.  
• Other Malignant Neoplasm of Skin Value Set. 
• Emphysema Value Set. 
• COPD Value Set. 
• Comorbid Conditions Value Set. 
• Disorders of the Immune System Value Set. 

Step 4 Test for Negative Medication History. Exclude Episode Dates where a new or 
refill prescription for an antibiotic medication (AXR Antibiotic Medications List) 
was dispensed 30 days prior to the Episode Date or was active on the Episode 
Date. 

Step 5 Test for Negative Competing Diagnosis. Exclude Episode Dates where the 
member had a claim/encounter with a competing diagnosis on or 3 days after 
the Episode Date. A code from the following meets criteria for a competing 
diagnosis: 

• AXR Competing Diagnosis Value Set. 



 

 

Step 6 Calculate continuous enrollment. The member must be continuously enrolled 
without a gap in coverage from 30 days prior to the Episode Date through 3 
days after the Episode Date (34 total days). 

Step 7 Deduplicate eligible episodes. If a member has more than one eligible episode 
in a 31-day period, include only the first eligible episode. For example, if a 
member has an eligible episode on January 1, include the January 1 visit and 
do not include eligible episodes that occur on or between January 2 and 
January 31; then, if applicable, include the next eligible episode that occurs on 
or after February 1. Identify visits chronologically, including only one per 31-day 
period.  
Note: The denominator for this measure is based on episodes, not on members. All 
eligible episodes that were not excluded or deduplicated remain in the 
denominator. 

Step 8 Required 
exclusion 

Members receiving hospice care are excluded from the eligible population 
(refer to General Guideline 17: Members in Hospice. 

Administrative Specification 

Denominator  The eligible population.  

Numerator  Dispensed a prescription for an antibiotic medication from the AXR Antibiotic 
Medications List on or 3 days after the Episode Date. 



 

 

AXR Antibiotic Medications 

Description Prescriptions 
Absorbable sulfonamides • Sulfadiazine • Sulfamethoxazole-trimethoprim 

Aminoglycoside • Amikacin 
• Gentamicin 

• Streptomycin 
• Tobramycin 

Amoxicillin/clavulanate • Amoxicillin-clavulanate  

Azithromycin and clarithromycin • Azithromycin  • Clarithromycin  

Cephalosporin (first generation) • Cefadroxil 
• Cefazolin 

• Cephalexin  

Cephalosporin (second, third, fourth 
generation) 

• Cefaclor 
• Cefdinir 
• Cefditoren 
• Cefepime  
• Cefixime 
• Cefotaxime 
• Cefotetan 

• Cefoxitin 
• Cefpodoxime 
• Cefprozil 
• Ceftriaxone 
• Cefuroxime 
• Ceftazidime  
• Ceftibuten 

Clindamycin • Clindamycin   

Ketolide • Telithromycin  

Lincosamide (other than clindamycin) • Lincomycin 

Macrolide (other than azithromycin and 
clarithromycin) 

• Erythromycin  

Penicillin (other than amoxicillin/ 
clavulanate) 

• Ampicillin 
• Ampicillin-sulbactam 
• Amoxicillin 
• Dicloxacillin 
• Nafcillin 
• Oxacillin 
• Penicillin G benzathine 

• Penicillin G benzathine-procaine 
• Penicillin G potassium 
• Penicillin G procaine 
• Penicillin G sodium 
• Penicillin V potassium 
• Piperacillin-tazobactam  

Tetracyclines  • Doxycycline 
• Minocycline 

• Tetracycline 

Quinolones • Ciprofloxacin 
• Gemifloxacin 
• Levofloxacin 

• Moxifloxacin 
• Ofloxacin 

Miscellaneous antibiotics • Aztreonam 
• Chloramphenicol 
• Dalfopristin-quinupristin  
• Daptomycin 
• Fosfomycin  
• Linezolid 
• Metronidazole  

• Nitrofurantoin 
• Nitrofurantoin macrocrystals-

monohydrate 
• Rifampin 
• Telavancin 
• Trimethoprim  
• Vancomycin 



 

 

Note 

• Supplemental data may not be used for this measure. 

Table AXR-1/2/3: Antibiotic Utilization 

Age Count of Events Count of Prescriptions 
Rate of Antibiotic 

Utilization 
3 months-17 years    

18-64    

65+    

Total    
 
 
 



 

 

Antibiotic Utilization for Acute Respiratory Conditions (AXR) 
Measure Workup 

Topic Overview 

Importance and Prevalence  

Approximately 269 million antibiotic prescriptions are dispensed annually in the United States (CDC, 2019a). 
While these medications are life-saving interventions for conditions such as sepsis, nearly 30% of antibiotics 
prescribed in outpatient settings are potentially inappropriate (Fleming-Dutra, 2016; CDC, 2019b). Antibiotics 
prescribed for acute respiratory conditions in outpatient settings are a large driver of antibiotic overuse and 
demonstrate a higher proportion of events resulting in unnecessary use (Table 1).  

Table 1. Percentage of Unnecessary Antibiotic Prescriptions, 2017 

Age Group All Conditions* 
(%) 

Acute Respiratory 
Conditions** 

(%) 
0-19 years 29 34 
20-64 years 35 70 
65+ years 18 54 
All ages 30 50 
*All conditions included acute respiratory conditions, urinary tract infections, miscellaneous bacterial infections, and other 
conditions. 

**Acute respiratory conditions included ear infections, sinus infections, sore throats, pneumonia, acute bronchitis, bronchiolitis, 
upper respiratory infections (i.e., common colds), influenza, asthma, allergy, and viral pneumonia. 

Source: CDC. (2019a). Antibiotic Use in Outpatient Settings, 2017. Centers for Disease Control and Prevention, National Center for 
Emerging and Zoonotic Infectious Diseases (NCEZID), Division of Healthcare Quality Promotion (DHQP). 
https://www.cdc.gov/antibiotic-use/stewardship-report/outpatient.html#anchor_1502199164  

Even when antibiotic treatment is clinically indicated, wide variation in prescribing exists across practices 
and individual providers (Hicks, 2015). A study of 222 clinicians across 25 pediatric practices showed that 
the proportion of acute visits resulting in an antibiotic prescription, after accounting for patient-level 
characteristics, ranged from 18% to 36%. Broad-spectrum antibiotics were prescribed for 15%–58% of visits 
(Gerber, 2013). The same study also showed widely varying prescribing rates for individual conditions, 
including acute otitis media (18%–60% of visits), sinusitis (12%–78% of visits) and pneumonia (1%–70% of 
visits). A 2016 report by the Pew Charitable Trusts also suggested variation in the selection of specific 
antibiotics, with only half of patients receiving prescriptions for first-line or first-line alternative drugs (Figure 
1). A better understanding of prescribing practices can inform appropriate prescribing interventions (Hicks, 
2015). 

Supporting Evidence 

Patient 
outcomes  

Antibiotics are effective medications for individuals with bacterial infections. Each 
year, there are an estimated 5 million community-acquired bacterial pneumonia 
infections and 1.7 million cases of sepsis (Sattar, 2020; Dantes, 2018). Antibiotic 
use is also indicated for individuals with increased risk of infection, such as those 
undergoing surgery, with cancer and with end-stage kidney disease. Appropriate 
use is associated with reduced length of hospital stays, improved patient outcomes 
and lower health care costs (van den Bosch, 2017), but inappropriate use can 
produce adverse outcomes.  

https://www.cdc.gov/antibiotic-use/stewardship-report/outpatient.html#anchor_1502199164


 

 

Misuse of antibiotics can allow antibiotic-resistant bacteria to survive and multiply. 
Overuse drives the development and spread of resistance. A report by the Centers 
for Disease Control and Prevention (CDC) estimates that more than 2.8 million 
antibiotic-resistant infections occur in the United States each year, and more than 
35,000 people die as a result (CDC, 2019c). Organisms that were at one time 
easily treated, such as staphylococcus and streptococcus, have acquired 
resistance to many standard antibiotics, making them harder to treat. Additionally, 
overuse of antibiotics can cause avoidable drug-related adverse events, such as 
Clostridioides difficile infection, and add unnecessary medical costs. In 2017, there 
were nearly 500,000 C. difficile infections and over 12,000 C. difficile-associated 
deaths (Guh, 2020; CDC, 2019c). Development of resistance is likely exacerbated 
by overutilization of antibiotics in the outpatient setting (Chouake, 2014; Arroll, 
2003; Arnold, 2005; Lin, 2010; Kerwat, 2010; CDC, 2017). 

Financial 
importance  
and cost-
effectiveness 

Antibiotic use has financial implications. Antibiotics prescribed for acute respiratory 
conditions accounted for 55% (22.6 million) of all antibiotic prescriptions, at a cost 
of approximately $726 million, with upper respiratory infections (URI) (not 
otherwise specified), pharyngitis and bronchitis having the greatest amount of 
excess use (Gonzalez, 2001). For influenza alone, the estimated annual cost of 
inappropriate antibiotic prescribing in the United States is approximately $211 
million (Misurski, 2011). Additionally, the economic costs of antibiotic resistance 
caused by inappropriate antibiotic use have been estimated to be as high as $20 
billion in excess direct health care costs, with additional costs to society for lost 
productivity as high as $35 billion a year (CDC, 2017). Hospital-acquired infections 
with drug-resistant microbes can increase length of stay and treatment costs 
(Goldmann, 1996; Chen, 2009). Furthermore, new antibiotics are resource-
intensive to develop and there are few new antibiotics in the pharmaceutical 
pipeline, largely attributed to the competing economics of high-cost research and 
development and the need for sparing antibiotic use in practice. 

Health care 
disparities 

Disparities in antibiotic prescribing (both appropriate and inappropriate) exist, 
particularly when across racial and ethnic groups. Based on a study of seven 
pediatric emergency departments, White children were more likely to receive 
antibiotics for viral acute respiratory conditions than Black and Hispanic children 
(Goyal, 2017). In a study of infants who received care for an acute respiratory 
condition, Latin American infants were more likely to receive antibiotics and have 
body fluid cultures drawn than White and African American infants, despite similar 
levels of disease severity and socioeconomic status among all three groups (Valet, 
2013). Another study indicated that Black children were less likely to receive an 
antibiotic or to receive a diagnosis warranting antibiotic treatment than their White 
counterparts (Gerber, 2013).  

For adults, a study of internal and family medicine practices indicated that female 
patients who identified as White or Hispanic had a much higher association of 
inappropriate antibiotic prescribing. In addition, providers characterized as high 
prescribers had fewer African American patients and more patients who were 
younger and privately insured (Barlam, 2015). Further study is needed to 
understand the reasons for these disparities, but language differences have been 
cited as a potential barrier to appropriate prescribing across racial/ethnic groups.  

Clinical Indications and Treatment 

Antibiotics may be clinically indicated for various bacterial infections, including those of the skin/soft tissue, 
gastroenteritis, urinary tract infections and sexually transmitted infections. Antibiotics may also be used in 
inpatient settings as a prophylactic tool during or post-surgery. Of the many uses of antibiotics, utilization is 
highest for outpatient acute respiratory conditions.  



 

 

Acute respiratory 
conditions 

Acute respiratory conditions are classified as URIs or lower respiratory tract 
infections (LRI). The upper respiratory tract consists of the airways from the 
nostrils to the vocal cords in the larynx, including the paranasal sinuses and the 
middle ear. The lower respiratory tract covers the continuation of the airways 
from the trachea and bronchi to the bronchioles and the alveoli. Acute 
respiratory conditions can have systemic effects due to possible extension of 
infection or microbial toxins, inflammation and reduced lung function (Simoes, 
2006).  

While acute respiratory conditions may present as a URI or LRI, most are 
caused by self-limiting viral illnesses or bacterial infections that do not improve 
with the use of antibiotics (Paul, 2014). Acute respiratory conditions driven by 
viral infections include the common cold, influenza, bronchitis and viral 
pneumonia. Acute respiratory conditions can also include bacterial infections 
such as acute otitis media, sinusitis, streptococcal pharyngitis and bacterial 
pneumonia. Many acute respiratory conditions have both bacterial and viral 
etiologies. For example, otitis media can be caused by Streptococcus 
pneumoniae bacteria or by the influenza virus (Morris, 2009). 

Acute respiratory conditions account for over 41 million antibiotic prescriptions 
annually (Meeker, 2014) and account for the highest proportion (50%) of 
antibiotic misuse (Habboush, 2020). Despite efforts to educate the public, 
inappropriate prescribing of antibiotics for acute respiratory conditions, most of 
which are viral, remains common. A study of National Ambulatory Medical Care 
Survey data between 2000 and 2011 showed that only 27% of acute 
respiratory conditions warranted antibiotic treatment, yet antibiotics were 
prescribed in almost 57% of cases. This represents over 11 million 
inappropriate prescriptions annually (Kronman, 2014). 

Antibiotic 
treatment 
recommendations 

Acute respiratory conditions include a broad range of possible infections, and 
there are clinical recommendations targeting specific conditions for adults and 
children seeking care in outpatient settings. When it comes to addressing acute 
respiratory conditions more broadly, there are several clinical practice 
guidelines to consider. The CDC has categorized common outpatient 
conditions, including many acute respiratory conditions, based on whether 
antibiotics are appropriate (Table 2). Though bacterial infections typically 
warrant the use of an antibiotic, clinical guidelines contraindicate the use of 
antibiotics for select illnesses or recommend the delay of antibiotics to observe 
for self-limiting disease. 

 
  



 

 

Table 2. CDC “Be Antibiotics Aware: Virus or Bacteria, ‘What’s Got You Sick?’” 

Common Condition Common Cause Are Antibiotics 
Needed? Bacteria Bacteria or Virus Virus 

Strep throat X   Yes 

Whooping cough X   Yes 

Urinary tract infection X   Yes 

Sinus infection  X  Maybe 

Middle ear infection  X  Maybe 

Bronchitis/chest cold  X  No* 

Common cold/runny noise   X No 

Sore throat (except strep)   X No 

Flu   X No 

*Studies show that in otherwise healthy children and adults, antibiotics for bronchitis won’t help you feel better. 
Source: CDC. Be Antibiotics Aware. https://www.cdc.gov/antibiotic-use/community/images/social-media/cdc-au-social-media-
1200x628-au-chart-graphic1-v03-A.jpg  

Looking beyond bacterial- or viral-based etiologies, the CDC and others recommend the use of specific first-
line antibiotics (or first-line alternatives when first-line drugs are contraindicated) for certain conditions. Other 
frameworks for thinking about antibiotic prescribing include the use of antibiotic tiers and categorizing 
specific conditions as “appropriate,” “maybe appropriate” and “never appropriate” for antibiotic treatment. In 
some cases, recommendations vary between adults and children. 

Table 3. Appropriateness of Antibiotics by Condition 

Condition Antibiotic Prescribing Tier 

Epiglottitis Appropriate 

Mastoiditis Appropriate 

Pneumonia Appropriate 

Streptococcal pharyngitis Appropriate 

Otitis Media Maybe appropriate 

Pharyngitis and tonsillitis Maybe appropriate 

Sinusitis Maybe appropriate 

Asthma Never appropriate 

Bronchitis Never appropriate 

Influenza Never appropriate 

Laryngitis tracheitis Never appropriate 

Rhinitis Never appropriate 

Serous otitis media Never appropriate 

URI non-specific  Varies by condition 

Other Varies by condition 

https://www.cdc.gov/antibiotic-use/community/images/social-media/cdc-au-social-media-1200x628-au-chart-graphic1-v03-A.jpg
https://www.cdc.gov/antibiotic-use/community/images/social-media/cdc-au-social-media-1200x628-au-chart-graphic1-v03-A.jpg


 

 

Adapted from: Fleming-Dutra et al. (2016). “Prevalence of Inappropriate Antibiotic Prescriptions among US Ambulatory Care Visits, 
2010–2011. JAMA 315(17), 1864–73. doi:10.1001/jama.2016.4151 

Health Care Practice: Antibiotic Stewardship 

Antibiotic stewardship was first introduced in 1996 and sought to change the perception of antibiotics by 
evaluating appropriate use of antimicrobials and avoiding unnecessary use (Dyar, 2017). In 2007, Infectious 
the Disease Society of America, in association with the Society of Healthcare Epidemiology of America, 
created stewardship programs and guidelines (Habboush, 2020).  

Effective interventions exist to safely curb inappropriate outpatient antibiotic prescribing without negatively 
impacting patient outcomes. A study of communication practices about antibiotics prescribed to children with 
acute respiratory conditions showed that including treatment recommendations that are both positive 
(suggesting ways to reduce symptoms) and negative (highlighting the risk of inappropriate antibiotic use) 
was associated with reduced antibiotic prescribing (Mangione-Smith, 2015). Multifaceted interventions 
comprising patient education, financial incentives and system-level changes have been most effective 
(Arnold, 2005; Drekonja, 2015). Ongoing physician training is also important and online educational 
resources and courses are available. For example, the Pediatric Infectious Diseases Society offers a toolkit 
and how-to guides for starting an outpatient antibiotic stewardship program (PIDS, 2020). 

The following campaigns and resources are available to help clinicians and health plans address 
inappropriate antibiotic prescribing: 

• Be Antibiotics Aware. The CDC launched this initiative to draw national attention to antibiotic 
resistance and appropriate prescribing. The initiative’s website includes educational resources for 
doctors and patients and lists outpatient antibiotic prescribing guidelines for adults and children. 

• Choosing Wisely. In 2012, the American Board of Internal Medicine (ABIM) launched this 
campaign to help clinicians and patients choose the most appropriate health care, including 
antibiotic use (ABIM, 2020). In an effort to avoid unnecessary antibiotic use, the ABIM calls on 
national organizations to identify evidence-based recommendations and provides patient-friendly 
educational materials, clinical guidelines and educational modules to help clinicians talk with their 
patients about antibiotic overuse and necessity. 

• CDC 6|18 Initiative: Improve Antibiotic Use. Since 2016, the CDC has partnered with payers, 
physicians and other health care stakeholders to prioritize six high-burden health conditions, 
including improving antibiotic use. This initiative highlights evidence-based interventions for 
improving antibiotic prescribing and supports health plans by incentivizing providers to follow 
CDC’s Core Elements of Outpatient Antibiotic Stewardship (CDC, 2019d): 1.) commitment; 2.) 
action for policy and practice; 3.) tracking and reporting; 4.) education and expertise. 

Role of Health Plans 

Given antibiotic stewardship efforts, inappropriate antibiotic utilization for conditions such as bronchitis, URI 
and pharyngitis appears to be decreasing, but barriers to implementing stewardship in outpatient settings 
remain. A 2018 national survey conducted by the Pew Charitable Trusts and the American Medical 
Association found that while most primary care doctors recognize the importance of appropriate antibiotic 
prescribing on a national level, many lack recognition that they, personally, can have an impact (Pew, 2020). 
Among physicians that recognize the importance of outpatient antibiotic stewardship, almost half (47%) 
stated they could not implement such interventions without help. Additionally, antibiotic resistance is viewed 
as a lower priority than many other health care issues, such as diabetes, opioid misuse and obesity, and 
many physicians see antibiotic stewardship as primarily a hospital problem (Pew, 2020). Differences in 
diagnosis coding methods and preferences among physicians have also been documented, highlighting the 
need to monitor coding practices to reduce bias (Martinez, 2019). Despite these and other barriers, 
outpatient physicians stated they would be more likely to implement antibiotic stewardship programs if there 
were feedback and performance incentives (i.e., reimbursements, satisfying requirement for a quality 
incentive program). 



 

 

A better understanding of antibiotic prescribing can help inform intervention strategies and antibiotic 
stewardship. Health plans can act as antibiotic stewards by providing accountability and supporting clinician 
education, implementing prior-approval programs and automatic stop orders, as well as by leveraging data 
to inform antibiotic stewardship programs across their provider networks. Based on CDC’s core elements, 
health plans can provide audit and feedback to providers, analyze prescribing data to help clinicians and 
better understand prescribing habits and areas in which to focus improvement efforts (Sanchez, 2016). 

Health plans can also implement quality improvement programs to initiate and sustain antibiotic stewardship 
efforts in their organizations. This includes measuring and tracking antibiotic prescribing as well as providing 
a feedback loop for continuous monitoring of performance. Quality Improvement Organizations (QIO) 
created a field guide that compiles successful strategies and tools for improving antibiotic prescribing, based 
on CDC’s Core Elements of Outpatient Antibiotic Stewardship (QIO, 2018). QIO also provides self-audit 
worksheets for organizations to track antibiotic prescribing for viral URIs and acute bronchitis. Tools such as 
these, as well as guideline posters, clinical decision support implementation in electronic health records and 
guideline adherence report cards, can assist organizations with internal benchmarking and monitoring of 
prescribing practices (Hingorani, 2015). 
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HEDIS Health Plan Performance Rates: Antibiotic Utilization (ABX) 

Table 1. HEDIS ABX Measure Performance—Medicaid Plans 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (Average Antibiotic Scrips, Per Member Per Year) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2019* 265 197 (74.3) 0.94 0.33 0.63 0.76 0.87 1.05 1.27 
2018 256 186 (72.7) 0.86 0.25 0.59 0.73 0.83 0.96 1.12 
2017 275 197 (71.6) 0.87 0.30 0.58 0.73 0.84 0.98 1.18 

*For 2019 the average denominator across plans was 2,565,433 scrips, with a standard deviation of 3,095,723. 

Table 2. HEDIS ABX Measure Performance—Commercial Plans 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (Average Antibiotic Scrips, Per Member Per Year) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2019* 417 393 (94.2) 0.73 0.17 0.54 0.62 0.72 0.81 0.93 
2018 405 385 (95.1) 0.71 0.19 0.52 0.60 0.71 0.80 0.91 
2017 406 385 (94.8) 0.75 0.18 0.56 0.64 0.75 0.84 0.95 

*For 2019 the average denominator across plans was 2,192,083 scrips, with a standard deviation of 3,964,593. 

Table 2. HEDIS ABX Measure Performance—Medicare Plans 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (Average Antibiotic Scrips, Per Member Per Year) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2019* — — — — — — — — — 
2018 525 512 (97.5) 1.37 0.73 0.95 1.10 1.26 1.43 1.71 
2017 505 492 (97.4) 1.33 0.48 0.92 1.06 1.25 1.41 1.79 

*Medicare plans were not required to report HEDIS measures for 2019. 



  

  

Proposed Changes to Existing Measure for HEDIS®1 MY 2022: 
Acute Hospital Utilization (AHU) 

NCQA seeks comments on proposed modifications to the HEDIS health plan measure Acute Hospital 
Utilization (AHU). AHU assesses acute inpatient and observation stay utilization across health plans, 
separated into medical, surgical and total (inclusive of medical and surgical) hospitalizations. NCQA 
proposes the following changes: 

• Exclude planned hospitalizations. 

• Remove reporting of separate medical and surgical categories, retaining just the total hospitalization 
rate. 

Background 
The intent of the AHU measure is to assess hospitalizations for acute conditions. Excluding planned 
hospitalizations ensures that our measure aligns with its intent and with other risk-adjusted utilization HEDIS 
measures.2 It also allows better comparison of acute hospital utilization across plans and does not hold 
plans accountable for planned hospitalizations. We also seek to remove the separate “medical” and 
“surgical” categories and retain only the total hospitalization rate, which is inclusive of medical and surgical 
hospitalizations. This simplifies the measure and aligns with evidence that removal of planned 
hospitalizations will result in a disproportionate exclusion of hospitalizations traditionally categorized as 
“surgical” for reporting. 

Methods 
Testing was conducted using a subset of Medicare Advantage administrative claims, covering approximately 
3.2 million beneficiaries, and commercial claims, covering 14.6 million members. The sample included 
claims from the 2017 and 2018 calendar years. Planned hospitalizations were identified using an algorithm 
developed by investigators at Yale3 Medical School and include principal diagnoses of chemotherapy, 
rehabilitation, organ transplant and other planned procedures. Results in this memo reflect observed 
hospitalization rates. Additional testing to examine the impact of proposed changes on the risk-adjustment 
model is ongoing. 

Findings 
Planned Hospitalizations. NCQA assessed the frequency of hospitalizations that were considered planned 
using the Yale algorithm. Of the total hospitalization events (including both medical and surgical) identified 
for the AHU numerator, approximately 14% were planned in Medicare plans and 24% were planned in 
commercial plans.  

NCQA assessed the impact on total observed hospitalization rates if a planned hospitalization exclusion was 
implemented for the AHU measure. Tables 1 and 2 describe the distribution of plan performance and before 
and after the planned hospitalization exclusion for the Medicare and commercial populations, respectively. 
Medicare and commercial product line results indicate a decrease in performance rates and less variation 
across plans. Before implementing the planned hospitalization exclusion, the average total hospitalization 
rate per 1,000 members was 186.6 (10th pct: 256.4; 90th pct: 85.9) for Medicare plans and 50.1 (10th pct: 
58.8; 90th pct: 39.2) for commercial plans. After excluding planned hospitalizations, the average total 
hospitalization rate per 1,000 members was 166.4 (10th pct: 234.9; 90th pct: 75.8) for Medicare plans and 
42.1 (10th pct: 49.0; 90th pct: 33.1) for commercial plans. Stakeholders agreed with the exclusion of planned 

 
1 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2 HEDIS measures that currently exclude planned hospitalizations with the Yale CORE algorithm are Plan All-Cause 
Readmissions and Hospitalization Following Discharge From a Skilled Nursing Facility. 

3 iHorwitz, L. I., Grady, J. N., Cohen, D. B., Lin, Z., Volpe, M., Ngo, C. K., et al. (2015). Development and Validation of an 
Algorithm to Identify Planned Readmissions From Claims Data. Journal of Hospital Medicine, 10(10), 670–677.  
https://doi.org/10.1002/jhm.2416  



 

 

hospitalizations from the AHU measure, stating that the decrease in performance rates and variation makes 
sense in light of the differential impact of the exclusion across plans. 

Table 1. Distribution of Plan-Level Total Category Observed Hospitalization Rates on the AHU Measure Before and 
After Planned Hospitalization Exclusion, Medicare Plans 

Measure Version 
Count of 

Plans 
Average 

Rate 
Std. 
Dev 

Rate Distribution 

Max 10th 25th 50th 75th 90th Min 
Before exclusion 38 186.6 57.0 295.0 256.4 209.5 190.9 171.6 85.9 21.7 
After exclusion 38 166.4 53.0 274.0 234.9 187.0 172.6 152.5 75.8 20.8 

Table 2. Distribution of Plan-Level Total Category Observed Hospitalization Rates on the AHU Measure Before and 
After Planned Hospitalization Exclusion, Commercial Plans 

Measure Version 
Count of 

Alans 
Average 

Rate 
Std. 
Dev 

Rate Distribution 
Max 10th 25th 50th 75th 90th Min 

Before exclusion 51 50.1 8.5 64.1 58.8 56.0 51.2 47.5 39.2 11.5 
After exclusion 51 42.1 7.0 54.2 49.0 46.3 42.7 40.5 33.1 9.5 

Measure Categories. The AHU measure’s three reporting categories (medical, surgical, total 
hospitalizations) have separate risk adjustment models. Historically, the surgical model has not performed 
as well as the medical and total categories, due in part to the lower frequency of acute surgical 
hospitalizations and the resulting impact on the model’s predictive ability. Recent testing of the planned 
hospitalization exclusion showed it would have significant impact on the AHU measure’s surgical category, 
removing 35% of all surgical hospitalizations for Medicare and 45% of all surgical hospitalizations for 
commercial. Removal of this volume of events could impact the risk adjustment model and raises questions 
about the value of retaining separate categories.  

Stakeholders agreed with removing the separate medical and surgical categories. Although we propose 
removing them, acute surgical hospitalizations would still be captured by the measure’s total rate. In 
addition, NCQA is aware of changing models of hospitalizations, including a shift to outpatient surgeries and 
new hospital-at-home programs, and will monitor the potential impact on the AHU measure going forward. 

NCQA seeks feedback on the following questions: 

1. Should NCQA exclude planned hospitalizations from the AHU measure? 

2. What are your thoughts on removing the separate medical and surgical categories from the AHU 
measure? 

Supporting documents include draft measure specifications, evidence workup and performance data. 

NCQA acknowledges the contributions of the Geriatric and Utilization Measurement Advisory Panels. 



 

 

Acute Hospital Utilization (AHU) 

SUMMARY OF CHANGES TO HEDIS MY 2022 
• Updated the measure description to remove references to separate surgery and medicine strata. 
• Added the definition of planned hospital stays. 
• Clarified members receiving hospice care are a required exclusion.  
• Updated step 3 of the Calculation of Observed Events to specify that diagnoses must be found on the 

discharge claim. 
• Added an exclusion to step 3 of Calculation of Observed Events to exclude planned admissions. 
• Removed steps 6 and 7 from the Calculation of Observed Events. 
• Added the definition of the O/E ratio.  

Description  

The risk-adjusted ratio of observed-to-expected acute inpatient and observation stay discharges during 
the measurement year for members 18 years of age and older reported by Surgery, Medicine and Total.  

Definitions  

Outlier Medicare members with four or more inpatient or observation stay discharges 
during the measurement year. 

Commercial members with three or more inpatient or observation stay 
discharges during the measurement year. 

Nonoutlier Medicare members with three or less fewer inpatient or observation stay 
discharges during the measurement year. 

Commercial members with two or less fewer inpatient or observation stay 
discharges during the measurement year. 

Classification 
period  

The year prior to the measurement year. 

Planned hospital 
stay 

A hospital stay is considered planned if it meets criteria described in step 3 of 
calculation of observed events. 

PPD Predicted probability of discharge. The predicted probability of a member having 
any discharge in the measurement year.  

PUCD Predicted unconditional count of discharge. The predicted unconditional count of 
discharges for members during the measurement year. 

  



 

 

Eligible Population  

Note: Members in hospice are excluded from the eligible population. Refer to General Guideline 17: Members 
in Hospice.  

Refer to General Guideline 10: Reporting for small denominator limits. 

Product lines Commercial, Medicare (report each product line separately). 

Ages 18 years and older as of December 31 of the measurement year. 

Continuous 
enrollment 

The measurement year and the year prior to the measurement year. 

Allowable gap No more than one gap in enrollment of up to 45 days during each year of 
continuous enrollment.  

Anchor date December 31 of the measurement year. 

Benefit Medical. 

Event/diagnosis None. 

Required 
Exclusion 

Members receiving hospice care are excluded from the eligible population (refer 
to General Guideline 17: Members in Hospice). 

Calculation of Observed Events 

Use the following steps to identify and categorize acute inpatient and observation stay discharges. 

Step 1 Identify all acute inpatient and observation discharges during the measurement 
year:  

1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set) 
and observation stays (Observation Stay Value Set).  

2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 
3. Identify the discharge date for the stay. 

Step 2 Direct transfers: For discharges with one or more direct transfers, use the last 
discharge.  

Using the discharges identified in step 1, identify direct transfers between acute 
inpatient and observation or between observation and acute inpatient, using the 
definition found in the Guidelines for Risk Adjusted Utilization Measures.  

Step 3 For the remaining observation and inpatient discharges, exclude inpatient and 
observation discharges with any of the following on the discharge claim:  

• A principal diagnosis of mental health or chemical dependency (Mental 
and Behavioral Disorders Value Set).  

• A principal diagnosis of live-born infant (Deliveries Infant Record Value 
Set). 

• A maternity-related principal diagnosis (Maternity Diagnosis Value Set). 
• A maternity-related stay (Maternity Value Set). 
• A planned hospital stay using any of the following: 



 

 

– A principal diagnosis of maintenance chemotherapy (Chemotherapy 
Encounter Value Set).  

– A principal diagnosis of rehabilitation (Rehabilitation Value Set).  
– An organ transplant (Kidney Transplant Value Set, Bone Marrow 

Transplant Value Set, Organ Transplant Other Than Kidney Value Set, 
Introduction of Autologous Pancreatic Cells Value Set). 

– A potentially planned procedure (Potentially Planned Procedures Value 
Set) without a principal acute diagnosis (Acute Condition Value Set). 

• Inpatient and observation stays with a discharge for death. 
Note: For hospital stays where there was a direct transfer (identified in step 2), use 
the original stay and any direct transfer stays to identify exclusions in this step.  

Step 4 For the remaining observation and inpatient discharges, remove discharges for 
outlier members and report these members as outliers in Table AHU-A-2/3. 
Note: Count discharges with one or more direct transfers (identified in step 2) as 
one discharge when identifying outlier members.  

Step 5 Calculate the total using all discharges identified after completing steps 1–4.  

Step 6 Calculate surgery. Identify the surgery discharges (Surgery Value Set) from the 
total discharges (step 5). 

Step 7  Calculate medicine. Categorize as Medicine the discharges remaining after 
removing surgery (step 6) from the total discharges (step 5). 

Risk Adjustment Determination 

For each nonoutlier member in the eligible population, use the steps in the Risk Adjustment Comorbidity 
Category Determination section in the Guidelines for Risk Adjusted Utilization Measures to identify risk 
adjustment categories based on presence of comorbidities. 

Risk Adjustment Weighting and Calculation of Expected Events 

Calculation of risk-adjusted outcomes (counts of discharges) uses predetermined risk weights generated 
by two separate regression models. Weights from each model are combined to predict how many 
discharges each member might have during the measurement year, given age, gender and presence or 
absence of a comorbid condition. Weights are specific to product line (Medicare Under 65, Medicare 65 
Plus, commercial) and reporting indicator (Surgery, Medicine, Total). Refer to the reporting indicator 
column in the risk adjustment tables to ensure that weights are linked appropriately. 

For each nonoutlier member in the eligible population, assign Predicted Probability of Discharge (PPD) 
risk weights. Calculate the PPD for each service utilization category: Surgery, Medicine, Total.  

Step 1 For each member with a comorbidity HCC category, link the PPD weights.  

Step 2 Link the age-gender PPD weights for each member. 

Step 3 Sum all PPD weights (HCC, age and gender) associated with the member. for each 
category (Medicine, Surgery, Total). 



 

 

Step 4 Calculate the predicted probability of having at least one discharge in the measurement year 
based on the sum of the weights for each member,, for each category (Surgery, Medicine, 
Total), using the formula below. 

PPD = e(∑PPD WeightsForEachMember)

1+e(∑PPD WeightsForEachMember) 

Truncate intermediate calculations to 10 decimal places. 

For each nonoutlier member in the eligible population assign Predicted Unconditional Count of 
Discharge (PUCD) risk weights.  

Step 1 For each member with a comorbidity HCC Category, link the PUCD weights. If a member 
does not have any comorbidities to which a weight can be linked, assign a weight of 1. 

Step 2 Link the age-gender PUCD weights for each member. 

Step 3 Calculate the predicted unconditional count of discharges in the measurement year by 
multiplying all PUCD weights (HCC, age and gender) associated with the member for each 
category (Surgery, Medicine, Total). Use the following formula: 

PUCD = Age/Gender Weight * HCC Weight 
Note: Multiply by each HCC associated with the member. For example, assume a member with 
HCC-2, HCC-10, HCC-47. The formula would be: 

PUCD = Age/Gender Weight * HCC-2 * HCC-10 * HCC-47 

Truncate intermediate calculations to 10 decimal places. 
 

Expected  
count of 

hospitalization 

Report the final member-level expected count of discharges for each category 
using the formula below. Round to four decimal places using the .5 rule and 
enter these values in the reporting table. 

Expected Count of Discharges = PPD x PUCD 

Step 4 Use the formula below to calculate the covariance of the predicted outcomes for 
each category (gender and, age group and type of hospital stay). For 
categories with a single member (nc=1), set the covariance to zero. Do not 
round the covariance before using it in step 5. 

𝐶𝐶𝐶𝐶𝐶𝐶𝑐𝑐 =
∑ (𝑃𝑃𝑃𝑃𝑃𝑃𝑚𝑚 −𝑚𝑚𝑚𝑚𝑚𝑚𝑚𝑚(𝑃𝑃𝑃𝑃𝑃𝑃)𝑐𝑐)  × (𝑃𝑃𝑃𝑃𝐶𝐶𝑃𝑃𝑚𝑚 −𝑚𝑚𝑚𝑚𝑚𝑚𝑚𝑚(𝑃𝑃𝑃𝑃𝐶𝐶𝑃𝑃)𝑐𝑐)𝑛𝑛𝑐𝑐
𝑚𝑚=1

𝑚𝑚𝑐𝑐 − 1
 

Where: 
𝑐𝑐  denotes an individual category 
𝑚𝑚𝑐𝑐  is the number of members in the category indicated by 𝑐𝑐 
𝑚𝑚  is an individual member within the category indicated by 𝑐𝑐 
𝑃𝑃𝑃𝑃𝑃𝑃𝑚𝑚  is the unrounded PPD for the member denoted by 𝑚𝑚 
𝑚𝑚𝑚𝑚𝑚𝑚𝑚𝑚(𝑃𝑃𝑃𝑃𝑃𝑃)𝑐𝑐 is the unrounded mean PPD in the category indicated by 𝑐𝑐 
𝑃𝑃𝑃𝑃𝐶𝐶𝑃𝑃𝑚𝑚  is the unrounded PUCD for the member denoted by 𝑚𝑚 
𝑚𝑚𝑚𝑚𝑚𝑚𝑚𝑚(𝑃𝑃𝑃𝑃𝐶𝐶𝑃𝑃)𝑐𝑐  is the unrounded mean PUCD in the category indicated by 𝑐𝑐 

Step 5 Once the covariance between PPD and PUCD for a given category is 
calculated, it can be used as indicated in the formula below to calculate the 
variance for that category. 



 

 

 𝐶𝐶𝑚𝑚𝑉𝑉𝑉𝑉𝑚𝑚𝑚𝑚𝑐𝑐𝑚𝑚𝑐𝑐 = � (𝑃𝑃𝑃𝑃𝑃𝑃𝑚𝑚  × 𝑃𝑃𝑃𝑃𝐶𝐶𝑃𝑃𝑚𝑚)2
𝑛𝑛𝑐𝑐

𝑚𝑚=1

× �1 + (1 − 𝑃𝑃𝑃𝑃𝑃𝑃𝑚𝑚)2 + �
2 × 𝐶𝐶𝐶𝐶𝐶𝐶𝑐𝑐

𝑃𝑃𝑃𝑃𝑃𝑃𝑚𝑚  × 𝑃𝑃𝑃𝑃𝐶𝐶𝑃𝑃𝑚𝑚
�� 

 
Where: 
𝑐𝑐  denotes an individual category 
𝑚𝑚𝑐𝑐  is the number of members in the category indicated by 𝑐𝑐 
𝑚𝑚  is an individual member within the category indicated by 𝑐𝑐 
𝑃𝑃𝑃𝑃𝑃𝑃𝑚𝑚  is the unrounded PPD for the member denoted by 𝑚𝑚 
𝑃𝑃𝑃𝑃𝐶𝐶𝑃𝑃𝑚𝑚  is the unrounded PUCD for the member denoted by 𝑚𝑚 

Round the variance for reporting to 4 decimal places using the .5 rule. 

Calculated: Number of Members in the Eligible Population 

The number of members in the eligible population (including outliers) for each age and gender group 
and the overall total. Calculated by IDSS. 

Reporting: Number of Nonoutliers 

The number of nonoutlier members for each age and gender group and the overall total. Enter these 
values in the reporting table (Table AHU-A-2/3). 

Reporting: Number of Outliers 

The number of outlier members for each age and gender group and the overall total. Enter these values 
in the reporting table (Table AHU-A-2/3). 

Calculated: Outlier Rate 

The number of outlier members divided by the number of members in the eligible population, displayed 
as a permillage (multiplied by 1,000), for each age and gender group and the overall total. Calculated by 
IDSS. 

Reporting: Number of Observed Events Among Nonoutlier Members 

The number of observed discharges within each age and gender group and the overall total for each 
category (Surgery, Medicine, Total). 

Calculated: Observed Discharges per 1,000 Nonoutlier Members 

The number of observed discharges divided by the number of nonoutlier members in the eligible 
population, multiplied by 1,000 within each age and gender group and the overall total for each category 
(Surgery, Medicine, Total). Calculated by IDSS. 

Reporting: Number of Expected Events Among Nonoutlier Members  



 

 

The number of expected discharges within each age and gender group and the overall total for each 
category (Surgery, Medicine, Total). 

Calculated: Expected Discharges per 1,000 Nonoutlier Members 

The number of expected discharges divided by the number of nonoutlier members in the eligible 
population, multiplied by 1,000 within each age and gender group and the overall total for each category 
(Surgery, Medicine, Total). Calculated by IDSS. 

Reporting: Variance Among Nonoutlier Members 

The variance (from Risk Adjustment Weighting and Calculation of Expected Events, PUCD, step 5) 
within each age and gender group and the overall total for each category (Surgery, Medicine, Total).  

Calculated: O/E Ratio 

The Number of Observed Events Among Non-Outlier Members divided by Number of Expected Events 
Among Non-Outlier Members. Calculated by IDSS. 

Note 

• Supplemental data may not be used for this measure.  



 

 

Table AHU-A-2/3: Eligible Population and Outlier Rate 

Age Sex 
Members in Eligible 

Population Nonoutlier Members Outlier Members Outlier Rate 

18-44 

Male     

Female     

Total      

45-54 

Male     

Female     

Total     

55-64 

Male     

Female     

Total     

65-74 

Male     

Female     

Total     

75-84 

Male     

Female     

Total     

85+ 

Male     

Female     

Total     

18-64 
Total 

Male     

Female     

Total     

65+  
Total 

Male     

Female     

Total     

Total 

Male     

Female     

Total     
 
  



 

 

Table AHU-B-2/3: Nonoutlier Member Acute Inpatient and Observation Stay Discharges by Age and Risk 
Adjustment: Surgery 

Age Sex 
Observed 

Discharges 

Observed 
Discharges/ 

1,000 
Members 

Expected 
Discharges 

Expected 
Discharges/ 

1,000 
Members Variance O/E Ratio  

18-44 

Male       

Female       

Total        

45-54 

Male       

Female       

Total       

55-64 

Male       

Female       

Total       

65-74 

Male       

Female       

Total       

75-84 

Male       

Female       

Total       

85+ 

Male       

Female       

Total       

18-64 
Total 

Male       

Female       

Total       

65+ 
Total 

Male       

Female       

Total       

Total 

Male       

Female       

Total       
 
  



 

 

Table AHU-C-2/3:  Nonoutlier Member Acute Inpatient and Observation Stay Discharges by Age and Risk 
Adjustment: Medicine 

Age Sex 
Observed 

Discharges 

Observed 
Discharges/ 

1,000 
Members 

Expected 
Discharges 

Expected 
Discharges/ 

1,000 Members Variance O/E Ratio  

18-44 
Male       
Female       
Total        

45-54 
Male       
Female       
Total       

55-64 
Male       
Female       
Total       

65-74 
Male       
Female       
Total       

75-84 
Male       
Female       
Total       

85+ 
Male       
Female       
Total       

18-64 
Total 

Male       
Female       
Total       

65+ 
Total 

Male       
Female       
Total       

Total 
Male       
Female       
Total       
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Table AHU-BD-2/3:  Nonoutlier Member Acute Inpatient and Observation Stay Discharges by Age and Risk 
Adjustment: Total  

Age Sex 
Observed 

Discharges 

Observed 
Discharges/ 

1,000 Members 
Expected 

Discharges 

Expected 
Discharges/ 

1,000 Members Variance O/E Ratio 

18-44 

Male       

Female       

Total       

45-54 

Male       

Female       

Total       

55-64 

Male       

Female       

Total       

65-74 

Male       

Female       

Total       

75-84 

Male       

Female       

Total       

85+ 

Male       

Female       

Total       

18-64 
Total 

Male       

Female       

Total       

65+ 
Total 

Male       

Female       

Total       

Total 

Male       

Female       

Total       
 
 



 

 

Acute Hospital Utilization (AHU) 
Measure Workup 

Measure Description 

The Acute Hospital Utilization (AHU) measure (previously titled Inpatient Hospital Utilization [IHU]) assesses 
the rate of acute hospitalizations and observation stay discharges among members 18 years of age and 
older. Medicare and commercial health plans report the measure in three categories: surgery, medicine and 
total hospitalizations. The measure is risk-adjusted for age, gender and comorbid conditions. 

Topic Overview 

Importance and Prevalence  

Inpatient hospitalizations put patients at risk for adverse events (Covinsky, 2011; Schimmel, 2003). Older 
patients are particularly at increased risk for delirium, falls and depressed psycho-physiologic functioning, 
which can lead to increased levels of medical intervention and complications (Lang, 2008; Gillick, 1982). 
One study showed that patients over 65 had 2.4 times the risk of an adverse event than those under 65, and 
the risk of adverse events rose with the presence of comorbidities (Aranaz-Andres, 2011). Hospital-acquired 
infections are also a concern, affecting 1 out of every 25 hospitalized patients (Magill, 2014). 
Hospitalizations are projected to increase due to chronic illnesses and an aging United States population. 
Although some hospitalizations are for acute conditions and cannot be avoided, an increased focus has 
been directed toward preventing hospitalizations for potentially avoidable conditions. It is important for health 
systems, including payers, to monitor trends in hospital utilization. 

Financial 
importance and 
cost-effectiveness 

Hospitalizations are costly, accounting for about a third of all annual health care 
expenditures in the U.S. (McDermott, 2017). Although the surgical, medical and 
total number of inpatient stays declined in the U.S. between 2005 and 2014, the 
inflation-adjusted mean cost per inpatient stay increased by 12.7%, from $9,500 
to $10,900 (McDermott, 2017). In 2017, inpatient costs accounted for 21% of 
total Medicare benefit payments. (KFF, 2019).  

Costs vary by hospitalization type; the costliest are surgical hospitalizations, at 
$22,700 per hospital stay. Medical hospitalizations are, on average, $9,100 per 
hospital stay. Even after adjusting for inflation, the cost per stay increased 
between 2004 and 2015 for both medical and surgical hospitalizations 
(McDermott, 2017). 

Evidence Overview 

In 2016, there were over 35 million hospitalizations in the U.S. at a rate of about 104 stays per 1,000 
individuals (Freeman, 2018). Approximately 40% of all hospitalizations in 2016 were for Medicare 
beneficiaries, followed by 30% for commercially insured and 23% for Medicaid enrollees (Freeman, 2018).  

Medical (approximately 47%) and surgical (20%) hospitalizations made up the largest share of hospital stays 
in 2014 (McDermott, 2017). The most common principal diagnoses resulting in a hospital stay in 2014 were 
septicemia, osteoarthritis, congestive heart failure and pneumonia. Despite the overall hospitalization rate 
decreasing slightly between 2004 and 2015, the number of hospital stays for the same period increased for 
septicemia by over 190%, osteoarthritis increased by almost 50% and stays for mood disorders increased 
by about 23% (McDermott, 2017). Hospitalizations for other diagnoses, including coronary atherosclerosis, 
nonspecific chest pain, pneumonia and congestive heart failure, decreased during the same period. 



 

 

Disparities in 
hospitalizations 

Disparities in hospitalizations have been documented based on several factors, 
including age, gender and income level. The largest share of hospital stays occurs 
in the 65–84 age group (27.7%), followed by the 45–64 age group (24.6%) and the 
18–44 age group (24.4%) (Freeman, 2018). Patients 85 and older accounted for 
only 7.8% of all hospital stays in 2016 but experienced the highest rates of 
hospitalization out of all age groups (455.7 per 1,000 individuals). The 65–84 age 
group had the second highest hospitalization rate, at 232.5 per 1,000 individuals, 
followed by a rate of 210.8 per 1,000 individuals for infants under the age of 1 
(Freeman, 2018). Females are reported to experience a greater share of 
hospitalizations than males (57% vs. 43%). 

The hospitalization rate decreases as income increases, with the highest rate of 
hospital stays among patients residing in the lowest income areas (122.7 per 
1,000) and the lowest rate occurring among those residing in the highest income 
areas (82.5 per 1,000) (Freeman, 2018). However, hospital stays for patients in 
low income areas had the lowest mean cost per stay, $11,000, indicating that 
patients at lower incomes are being hospitalized more frequently, but potentially 
for less complex or resource-intensive conditions (Freeman, 2018). Between 2005 
and 2014, patients with higher incomes experienced larger declines in hospital 
utilization, compared to lower income patients (McDermott, 2017). 

High frequency 
hospitalization 

Research shows that a very small portion of the population accounts for a 
disproportionate share of hospitalizations and health care resources across all 
health payers. Studies have shown that approximately 25% of health care 
resources and expenditures are incurred by only 1% of the U.S. population. In 
2012, 4.7% of Medicare patients over 65 accounted for over 15% of hospital stays, 
while 3.4% of commercially insured patients accounted for over 11% of stays 
(Jiang, 2015). This subpopulation is heterogeneous, with no demographic or 
clinical characteristics differentiating them from other patients; there may be 
socioeconomic or familial support factors that cannot be accounted for during 
measurement.  

The Agency for Health Care Research and Quality (AHRQ) defines high frequency 
hospital users with a cut-off rule of 2 standard deviations above the mean number 
of hospitalizations for each payer, specified below. NCQA recently conducted 
testing of a large Medicare and commercial sample population to determine the 
thresholds and confirmed those specified by AHRQ: 

• Medicare beneficiaries: 4 or more admissions per year. 
• Commercial members: 3 or more admissions per year. 
• Medicaid beneficiaries: 4 or more admissions per year. 

The most common reason for hospitalization among Medicare high-frequency 
users 65 and older in 2012 was a principal diagnosis of congestive heart failure. 
Among commercial and Medicaid super-utilizers, the most common diagnosis was 
chemotherapy or radiotherapy (Jiang, 2015). Complications of medical devices 
and surgical procedures were also a top reason for hospitalization among super-
utilizers across all payers. 

Interventions Much of the focus and many of the resources aimed at reducing hospitalizations 
have been centered on hospital- or community-level interventions. A meta-analysis 
of three randomized controlled trials showed that interventions involving 
community health workers reduced hospitalizations and length of stay (Vasan, 
2020). Approaches such as collaborative care, involving person-centered care, 
coordination between health care settings and development of multi-setting care 
plans have been effective with geriatric populations (Roop, 2012). However, 
funding streams and reimbursement mechanisms have not been consistent to 



 

 

support these intervention efforts. Advocates of patient-centered approaches such 
as these hope that the increasing focus on value-based care will help marshal 
support for them.  

Research is somewhat scarce on payer-level interventions for reducing 
hospitalizations, but it is widely recognized that health plans have a role to play in 
reducing avoidable hospitalizations for their members. Health plans can ensure 
that proper care coordination and case management systems are in place, 
particularly for patients with complex medical needs and multiple comorbid 
conditions. The use of care managers and the development of detailed care plans 
reduced hospitalizations by 24%–40% over two years at 13 primary care clinics in 
Nevada (Roop, 2012). Providing incentives for reducing hospitalizations is also 
one way health plans can have an impact. 

Benefits 
envisioned by use 
of this measure 

The goal of this measure is to highlight opportunities to avoid preventable 
hospitalizations through improved upstream condition management and care 
coordination. Some hospitalizations may be necessary, and this measure does not 
aim for a reduction of acute hospital utilization rates to zero. Instead, it intends to 
assess the health care system’s success with disease management and outpatient 
care for conditions to avoid preventable hospitalizations, reducing overall hospital 
utilization. In addition to improving patient health outcomes, the measure can 
potentially reduce health system costs and relieve financial burden for patients 
(Mkanta, 2016; KFF, 2019). 
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HEDIS Health Plan Performance Rates: Acute Hospital Utilization (AHU) 

Note:  

• Lower observed rates and observed-to-expected (O/E) ratios indicate better performance. 

• Break in trending for MY 2018 due to significant measure changes (i.e., addition of observation stays as hospitalizations and exclusion of high-
frequency hospital utilizers from the risk-adjusted measure rate). 

 

Product Line: Commercial 

Table 1. HEDIS AHU Measure Performance—Total Hospitalizations—Observed Hospitalization Rates 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (Hospitalizations per 1,000 Members) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2019* 417 410 (98.3) 42.6 15.4 29.1 34.2 40.5 47.1 56.8 
2018 405 395 (97.5) 43.0 25.9 28.4 33.2 40.1 47.3 56.7 
2017 406 383 (94.3) 44.0 34.2 29.5 34.1 40.4 47.6 55.5 

*For 2019 the average denominator across plans was 150,204 individuals, with a standard deviation of 272,748. 

Table 2. HEDIS AHU Measure Performance—Total Hospitalizations—O/E Ratios 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (O/E Ratio) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2019* 417 410 (98.3) 1.00 0.18 0.79 0.90 1.01 1.09 1.18 
2018 405 394 (97.3) 1.00 0.17 0.77 0.90 1.02 1.11 1.18 
2017 406 383 (94.3) 1.00 0.19 0.75 0.88 1.01 1.10 1.20 

*For 2019 the average denominator across plans was 5,767 individuals, with a standard deviation of 10,311. 
  



 

 

Product Line: Medicare 

Table 3. HEDIS AHU Measure Performance—Total Hospitalizations—Observed Hospitalization Rates 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (Hospitalizations per 1,000 Members) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2019* — — — — — — — — — 
2018 525 442 (84.2) 189.4 64.2 122.6 148.8 180.1 221.1 256.4 
2017 505 438 (86.7) 174.8 72.5 118.0 138.3 163.4 191.2 231.0 

*CMS did not require Medicare plans to report HEDIS measures for 2019. 

Table 4. HEDIS AHU Measure Performance—Total Hospitalizations—O/E Ratios 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (O/E Ratio) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2019* — — — — — — — — — 
2018 525 442 (84.2) 1.00 0.23 0.72 0.84 1.00 1.17 1.30 
2017 505 438 (86.7) 1.00 0.32 0.70 0.83 0.97 1.11 1.23 

*CMS did not require Medicare plans to report HEDIS measures for 2019. 
 



  

    

Proposed Changes to Existing Measure for HEDIS®1 MY 2022: 
Use of Imaging Studies for Low Back Pain (LBP) 

NCQA seeks comments on proposed modifications to the HEDIS Health Plan Use of Imaging Studies for 
Low Back Pain (LBP) measure. NCQA proposes to modify the denominator criteria by expanding the upper 
age limit from 50 to 74 years of age, applying four additional guidelines-based clinical exclusions and 
applying existing cross-cutting exclusions for members with advanced illness/frailty and in palliative care.  

The intent of this measure is to assess the percentage of eligible members 18–50 years of age with a 
principal diagnosis of low back pain who did not have an imaging study (plain X-ray, MRI, CT scan) within 28 
days of the diagnosis. Clinical guidelines generally do not recommend imaging for acute low back pain in the 
absence of serious underlying conditions, or “red flags.” 

Low back pain is one of the major disabling health conditions among adults 60 and older, although most 
cases are self-limiting. Given the incidence of low back pain in the aging population, NCQA received 
guidance to consider expanding the age range. NCQA proposes 74 as the upper age limit. Individuals with 
advanced age (75 and older) often require individualized care that may rely more heavily on shared decision 
making rather than on strict adherence to guidelines. However, due to the varied feedback we received on 
an appropriate upper age limit, or whether there should be any upper limit, we seek additional input through 
public comment. 

Expanding the upper age limit requires further consideration of appropriate red-flag exclusions. Clinical 
guidelines state that osteoporosis, which increases in prevalence with age, and fragility fractures, a potential 
indicator of undiagnosed osteoporosis, are red flag conditions that may warrant further imaging. Ankylosing 
spondylitis (an inflammatory condition) and spinal surgery are also considered red flags. Although they are 
not necessarily related to older age, our expert panels agreed that excluding members with these conditions 
improves measure validity. Panels also agreed with applying the existing cross-cutting exclusions of 
palliative care and advanced illness/frailty.   

Based on clinical guidelines and support from expert panels, NCQA recommends the following changes to 
the measure: 

• Expand the upper age limit from 50 to 74 years. 

• Apply four additional clinical exclusions: any history of osteoporosis; any history of spinal surgery; any 
history of ankylosing spondylitis; and fragility fracture within 90 days prior to index date. 

• Apply two cross-cutting exclusions: palliative care and advanced Illness/frailty. 

NCQA seeks feedback on the following questions: 

1. Is an upper age limit of 74 appropriate for the measure?  

2. Should there be any upper age limit? 

Supporting documents include the draft measure specifications, evidence workup and performance data. 

NCQA acknowledges the contributions of the Geriatric and Bone and Joint Measurement Advisory Panels. 

 
1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 



 

 

Use of Imaging Studies for Low Back Pain (LBP) 

SUMMARY OF CHANGES TO HEDIS MY 2022 

• Expanded the age range, increasing upper age limit to 74 years. 
• Added Medicare product line. 
• Added new required exclusions to (step 4).  
• Added advanced illness/frailty as an exclusion (step 5). 
• Clarified members receiving hospice care are a  required exclusion.  

Description 

The percentage of members 18-50 74 years of age with a primary principal diagnosis of low back pain 
who did not have an imaging study (plain X-ray, MRI, CT scan) within 28 days of the diagnosis.  

Calculation 

The measure is reported as an inverted rate [1–(numerator/eligible population)]. A higher score indicates 
appropriate treatment of low back pain (i.e., the proportion for whom imaging studies did not occur).  

Definitions 

Intake Period January 1–December 3 of the measurement year. The Intake Period is used to 
identify the first eligible encounter with a primary principal diagnosis of low back 
pain. 

IESD Index Episode Start Date. The earliest date of service for an eligible encounter 
during the Intake Period with a principal diagnosis of low back pain. 

Negative 
Diagnosis 
History 

A period of 180 days (6 months) prior to the IESD when the member had no 
claims/encounters with any diagnosis of low back pain. 

Eligible Population 

Note: Members in hospice are excluded from the eligible population. Refer to General Guideline 17: Members 
in Hospice. 

Product line Commercial, Medicaid, Medicare (report each product line separately).  

Ages 18 years as of January 1 of the measurement year to 7450 years as of 
December 31 of the measurement year.  

Continuous 
enrollment 

180 days (6 months) prior to the IESD through 28 days after the IESD.  

Allowable gap No gaps in enrollment during the continuous enrollment period.None. 

Anchor date IESD. 

Benefit Medical.  



 

 

Event/diagnosis Follow the steps below to identify the eligible population.  

Step 1 Identify all members in the specified age range who had any of the following 
during the Intake Period: 

• An outpatient visit (Outpatient Value Set), observation visit 
(Observation Value Set) or an ED visit (ED Value Set) with a 
principal diagnosis of uncomplicated low back pain (Uncomplicated 
Low Back Pain Value Set).  

– Do not include visits that result in an inpatient stay (Inpatient Stay Value 
Set).  
• Osteopathic or chiropractic manipulative treatment (Osteopathic and 

Chiropractic Manipulative Treatment Value Set) with a principal 
diagnosis of uncomplicated low back pain (Uncomplicated Low Back 
Pain Value Set). 

• Physical therapy visit (Physical Therapy Value Set) with a principal 
diagnosis of uncomplicated low back pain (Uncomplicated Low Back 
Pain Value Set).  

• Telephone visit (Telephone Visits Value Set) with a principal 
diagnosis of uncomplicated low back pain (Uncomplicated Low Back 
Pain Value Set).  

• E-visit  or virtual check-in (Online Assessments Value Set) with a 
principal diagnosis of uncomplicated low back pain (Uncomplicated 
Low Back Pain Value Set).  

Step 2 Determine the IESD. For each member identified in step 1, determine the 
earliest episode of low back pain. If the member had more than one encounter, 
include only the first encounter. 

Step 3 Test for Negative Diagnosis History. Exclude members with a diagnosis of 
uncomplicated low back pain (Uncomplicated Low Back Pain Value Set) during 
the 180 days (6 months) prior to the IESD. 

Step 4: 
Required 

exclusions 

Exclude any member who had a diagnosis for which imaging is clinically 
appropriate. Anymembers who meet any of the following meet criteria:  

• Cancer. Cancer any time during the member’s history through 28 
days after the IESD. Any of the following meet criteria: 

– Malignant Neoplasms Value Set. 
– Other Neoplasms Value Set. 
– History of Malignant Neoplasm Value Set. 
– Other Malignant Neoplasm of Skin Value Set. 
• Recent trauma. Trauma (Trauma Value Set) any time during the 3 

months (90 days) prior to the IESD through 28 days after the IESD. 
• Intravenous drug abuse. IV drug abuse (IV Drug Abuse Value Set) 

any time during the 12 months (1 year) prior to the IESD through 28 
days after the IESD. 

• Neurologic impairment. Neurologic impairment (Neurologic 
Impairment Value Set) any time during the 12 months (1 year) prior 
to the IESD through 28 days after the IESD. 

• HIV. HIV (HIV Value Set) any time during the member’s history 
through 28 days after the IESD. 



 

 

 
• Spinal infection. Spinal infection (Spinal Infection Value Set) any 

time during the 12 months (1 year) prior to the IESD through 28 days 
after the IESD. 

• Major organ transplant. Major organ transplant (Organ Transplant 
Other Than Kidney Value Set; Kidney Transplant Value Set; History 
of Kidney Transplant Value Set) any time in the member’s history 
through 28 days after the IESD.  

• Prolonged use of corticosteroids. 90 consecutive days of 
corticosteroid treatment any time during the 366-day period that 
begins 365 days prior to the IESD and ends on the IESD.  

To identify consecutive treatment days, identify calendar days covered by 
at least one dispensed corticosteroid (Corticosteroid Medications List). For 
overlapping prescriptions and multiple prescriptions on the same day 
assume the member started taking the second prescription after 
exhausting the first prescription. For example, if a member had a 30-day 
prescription dispensed on June 1 and a 30-day prescription dispensed on 
June 26, there are 60 covered calendar days (June 1–July 30). 
Count only medications dispensed during the 12 months (1 year) prior to 
and including the IESD. When identifying consecutive treatment days, do 
not count days supply that extend beyond the IESD. For example, if a 
member had a 90-day prescription dispensed on the IESD, there is one 
covered calendar day (the IESD). 
No gaps are allowed. 

Corticosteroid Medications 

Description Prescription 
Corticosteroid • Hydrocortisone 

• Cortisone 
• Prednisone 
• Prednisolone 

• Methylprednisolone 
• Triamcinolone 
• Dexamethasone 
• Betamethasone 

 

 • Osteoporosis. Osteoporosis therapy (Osteoporosis Medication 
Therapy Value Set, Long-Acting Osteoporosis Medications Value 
Set) or dispensed prescription to treat osteoporosis (Osteoporosis 
Medication List) any time during the member’s history through 28 
days after the IESD. 

 

Osteoporosis Medications 

Description Prescription 
Bisphosphonates • Alendronate 

• Alendronate-cholecalciferol 
 Ibandronate  

• Risedronate 
 Zoledronic acid 

 

Other agents • Abaloparatide 
• Denosumab 
• Raloxifene 

• Romosozumab 
• Teriparatide 

 



 

 

 • Fragility fractures.  Fracture of the spine and, hip or distal radius 
(Fragility Fractures Value Set) any time during the 3 months (90 
days) prior to the IESD through 28 days after the IESD. 

• History of spinal surgery. History of spinal surgery of lumbar and 
sacral regions (Lumbar Surgery Value Set) any time during the 
member’s history through 28 days after the IESD. 

• Ankylosing spondylitis. Ankylosing spondylitis (Ankylosing 
Spondylitis Value Set) any time during the member’s history through 
28 days after the IESD. 

• Palliative care. Exclude members receiving palliative care (Palliative 
Care Assessment Value Set; Palliative Care Encounter Value Set; 
Palliative Care Intervention Value Set) during the intake period 
through the end of the measurement year. 

• Members receiving hospice care. (Refer to General Guideline 17: 
Members in Hospice.)  

Step 5: 
Exclusions 

Exclude members who meet any of the following criteria: 

Note: Supplemental and medical record data may not be used for these 
exclusions.  

• Members 66 years of age and older as of December 31 of the 
measurement year (all product lines) with frailty and advanced 
illness. Members must meet BOTH of the following frailty and 
advanced illness criteria to be excluded: 

1. At least one claim/encounter for frailty (Frailty Device Value Set; Frailty 
Diagnosis Value Set; Frailty Encounter Value Set; Frailty Symptom 
Value Set) during the measurement year. 

2. Any of the following during the measurement year or the year prior to 
the measurement year (count services that occur over both years): 
– At least two outpatient visits (Outpatient Value Set), observation 

visits (Observation Value Set), ED visits (ED Value Set), telephone 
visits (Telephone Visits Value Set), e-visits or virtual check-ins 
(Online Assessments Value Set), nonacute inpatient encounters 
(Nonacute Inpatient Value Set) or nonacute inpatient discharges 
(instructions below; the diagnosis must be on the discharge claim) 
on different dates of service, with an advanced illness diagnosis 
(Advanced Illness Value Set). Visit type need not be the same for 
the two visits. To identify a nonacute inpatient discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay 

Value Set). 
2. Confirm the stay was for nonacute care based on the presence of 

a nonacute code (Nonacute Inpatient Stay Value Set) on the 
claim. 

3. Identify the discharge date for the stay. 
– At least one acute inpatient encounter (Acute Inpatient Value Set) 

with an advanced illness diagnosis (Advanced Illness Value Set). 
– At least one acute inpatient discharge with an advanced illness 

diagnosis (Advanced Illness Value Set) on the discharge claim. To 
identify an acute inpatient discharge: 



 

 

1. Identify all acute and nonacute inpatient stays (Inpatient Stay 
Value Set). 

2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value 
Set). 

3. Identify the discharge date for the stay. 
– A dispensed dementia medication (Dementia Medication List).  

 

                     Dementia Medications 
Description Prescription 

Cholinesterase inhibitors • Donepezil 
• Galantamine  
• Rivastigmine 

Miscellaneous central 
nervous system agents 

• Memantine 

Dementia combinations • Donepezil-memantine 
 

Step 6 Calculate continuous enrollment. Members must be continuously enrolled for 
180 days (6 months) prior to the IESD through 28 days after the IESD. 

Administrative Specification 

Denominator The eligible population. 

Numerator An imaging study (Imaging Study Value Set) with a diagnosis of uncomplicated 
low back pain (Uncomplicated Low Back Pain Value Set) on the IESD or in the 
28 days following the IESD.  

Note 

• Although denied claims are not included when assessing the numerator, all claims (paid, suspended, 
pending and denied) must be included when identifying the eligible population. 

• Do not include supplemental data when identifying the eligible population or assessing the numerator. 
Supplemental data can be used for only required exclusions for this measure.  

Data Elements for Reporting  

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table LBP-1/2: Data Elements for Use of Imaging Studies for Low Back Pain  

 Administrative 
Measurement year  
Eligible population   
Number of required exclusions  
Numerator events by administrative data  



 

 

Number of events by supplemental data  

Reported rate  
 



 

 

Use of Imaging Studies for Low Back Pain (LBP) 
Measure Workup 

Topic Overview 

Importance and Prevalence  

Health importance Clinical guidelines for treating patients with acute low back pain strongly 
recommend against the use of imaging in the absence of “red flags” (i.e., 
indications of a serious underlying pathology such as a fracture or tumor) (Downie 
et al., 2013).  

While it is important to avoid imaging in patients with nonspecific low back pain, it 
is also important to use imaging to quickly detect certain serious underlying 
pathologies, such as malignancy, fracture or infection. For example, early 
detection of infection can facilitate directed treatment and prevent further spread of 
infectious disease, but these serious pathologies have low prevalence rates in 
patients with low back pain; therefore, routine imaging in the absence of “red flags” 
is not recommended by clinical guidelines (Downie et al., 2013).   

Choosing Wisely, an initiative of the American Board of Internal Medicine 
Foundation in collaboration with more than 70 specialty society partners, promotes 
a “national dialogue on avoiding wasteful or unnecessary medical tests, treatments 
and procedures” by publishing recommendations from the specialty societies to 
“facilitate wise decisions about the most appropriate care based on a patient’s 
individual situation.” Nine specialty societies have published recommendations 
regarding the use of imaging for patients with low back pain (Choosing Wisely, 
2020), indicating the topic’s importance to health care providers.    

 

Society 
Choosing Wisely Recommendation Regarding the Use of Imaging for  

Patients With Low Back Pain 
American Academy of Physical 
Medicine and Rehabilitation 

Don’t order an imaging study for back pain without performing a thorough physical 
examination.  

American Association of 
Neurological Surgeons and 
Congress of Neurological Surgeons  

Don’t obtain imaging (plain radiographs, magnetic resonance imaging, computed 
tomography [CT] or other advanced imaging) of the spine in patients with non-specific 
acute low back pain and without red flags.  

American College of Occupational 
and Environmental Medicine 

Don’t initially obtain X-rays for injured workers with acute non-specific low back pain.  

American Society of 
Anesthesiologists—Pain Medicine 

Avoid imaging studies (MRI, CT or X-rays) for acute low back pain without specific 
indications.  

American Academy of Family 
Physicians 

Don’t do imaging for low back pain within the first 6 weeks, unless red flags are present.  

American Chiropractic Association Avoid routine spinal imaging in the absence of clear clinical indicators for patients with 
acute low back pain of less than 6 weeks duration. 

American College of Emergency 
Physicians 

Avoid lumbar spine imaging in the emergency department for adults with non-traumatic 
back pain unless the patient has severe or progressive neurologic deficits or is suspected 
of having a serious underlying condition (such as vertebral infection, cauda equina 
syndrome, or cancer with bony metastasis). 

American College of Physicians Don’t obtain imaging studies in patients with non-specific low back pain.  
North American Spine Society Don’t recommend imaging of the spine within the first 6 weeks of an acute episode of low 

back pain in the absence of red flags. 



 

 

Prevalence Approximately 2.63 million ED visits in the U.S. each year are due to a low back 
pain-related disorder (Friedman, et al., 2011). An estimated 75%–85% of all 
Americans will experience back pain at some point in their lives (American 
Association of Neurological Surgeons, 2020), and approximately 25% of 
Americans will experience at least one day of back pain during any 3-month period 
(Deyo, 2006). 

Financial 
importance  
and cost-
effectiveness 

In addition to the negative health outcomes associated with routine imaging, there 
are also financial costs. A 2008–2015 cohort study of nearly 2.5 million U.S. 
patients diagnosed with low back pain or lower extremity pain found that total costs 
of care among those who did not receive surgery amounted to $1.8 billion (within 
12 months after initial diagnosis). This amount accounts for 70.8% of the total 12-
month costs for the entire study cohort. Additionally, 32.3% of these nonsurgical 
patients received imaging within 30 days of diagnosis and 35.3% received imaging 
without a trial of physical therapy. These findings suggest that early imaging is a 
driver of health care expenditures among non-surgical patients with a diagnosis of 
low back or extremity pain. Of note, exclusion criteria for the study included red-
flag diagnoses and opiate use prior to diagnosis (Kim, et al., 2019). 

The inappropriate use of imaging is a large contributing factor to the high costs 
associated with low back pain. The combined total costs of direct medical 
expenditures and loss of work productivity due to low back pain have been as high 
as $635 billion a year in the U.S. (Yang, et al., 2016). Reducing inappropriate 
imaging is critical in order to reduce the number of ineffective treatments and 
unnecessary costs (Owens et al., 2011). For example, a 2015 study demonstrated 
that imaging, when compared to physical therapy as a first-line management 
strategy for new episodes of low back pain, is more expensive and leads to higher 
utilization outcomes. The study found that among patients receiving imaging, 
average charges were $1,306, while among patients receiving physical therapy, 
average charges were $504. Additionally, in a 1-year follow-up of study 
participants, patients who received advanced imaging had higher utilization 
outcomes. Utilization outcomes included surgery, injections, spine specialist visits 
and ED visits (Fritz et al., 2015).   

Supporting Evidence for Diagnostic Testing  

The evidence presented in Table 1 outlines the clinical guidelines for managing patients with low back pain 
(Enix et al., 2020, Thorson et al., 2018; VA/DoD, 2017; Chou et al., 2007; van Tudler et al., 2006) and a 
systematic evidence review of the diagnostic accuracy of red flag signs and symptoms for fracture and 
malignancy in patients with low back pain (Downie et al., 2013).  

Guidelines consistently recommend that diagnostic procedures focus on identification of red flags and 
exclusion of specific diseases when diagnosing a patient with nonspecific low back pain. Guidelines 
recommend taking the patient’s history and a clinical examination before ordering an imaging study, with the 
primary purpose of identifying any red flags. Guidelines strongly recommend against performing imaging in 
the absence of red flags for patients whose back pain has persisted for 4–6 weeks or less. In patients with 
acute low back pain and/or radiculopathy and whose symptoms worsen or persist overtime, guidelines 
recommend imaging only for patients who have previously undergone a recommended treatment plan and 
who are also suitable candidates for surgery (Enix et al., 2020, Thorson et al., 2018; VA/DoD, 2017; Goertz 
et al., 2012; Chou et al., 2007; van Tudler et al., 2006).  

Although guidelines agree about the importance of avoiding imaging in patients with nonspecific low back 
pain, they differ as to how they define “nonspecific” low back pain and “red flags.” This variation has led to 
confusion among clinicians regarding which patients are appropriate for imaging. In addition, there are 
varying levels of evidence supporting the use of different red flags to identify potential fractures, spinal 
infection or malignancy. Guidelines generally do not contain information on the diagnostic accuracy of their 



 

 

endorsed red flags. A 2013 systematic review evaluated the use of 53 red flags for fracture or malignancy in 
patients with low back pain and found virtually no change in the probability of detecting an underlying 
pathology using them.  

Studies in the review analyzed a combined 26 red flags to screen for fracture. Four had a meaningful 
probability of detecting a fracture: older age (age >50, >54, >64, >70, >74), prolonged use of corticosteroid 
drugs, severe trauma and the presence of a contusion or abrasion, with an average post-test probability for 
the detection of fracture of 9%, 33%, 11% and 62%, respectively. For malignancy, only history of cancer 
provided informative results, with an average post-test probability of 33% for detection of malignancy. Red 
flags are also recommended to screen for infection and neurological impairments such as cauda equina 
syndrome; however, the incidence of these conditions in patients with low back pain is too low to derive 
meaningful results from published studies (Downie et al., 2013).     

Health care 
disparities 

More generally, evidence has shown a greater prevalence of pain and greater 
severity of symptoms among racial minorities, who receive poorer pain 
assessment and treatment than Whites, across a variety of settings and all types 
of pain (Anderson et al., 2009; Meghani et al., 2012). This general evidence on 
pain assessment disparities may explain another study that found White patients 
tended to receive more rapid and advanced imaging for uncomplicated low back 
pain than non-White patients. The study also found that low-income patients and 
those treated in smaller practices or practices reliant on Medicaid revenue were 
less likely to receive rapid imaging for uncomplicated low back pain. This evidence 
suggests that patients with higher socioeconomic status may more often receive 
imaging (Pham et al., 2009). 

Gaps in care A study published in the Journal of the American College of Radiology found that 
26% of medical images ordered for patients with acute low back pain were 
inappropriate, with a 53% and 35% inappropriate referral rate for CT and MRI, 
respectively (Lehnert & Bree, 2010). Overall, evidence suggests that between 10% 
and 20% of all imaging studies are unnecessary (Picano, 2004). For example, 
lumbar spine MRIs are commonly performed for uncomplicated low back pain. 
Approximately 11% of older adults with acute, uncomplicated low back pain 
receive unnecessary advanced imaging. Additionally, between 30% and 66% of 
lumbar spine MRIs ordered by Veterans Affairs providers are deemed 
unnecessary (Nevedal et al., 2019). Another study of uncomplicated low back pain 
in fee-for-service Medicare beneficiaries demonstrated that 28.8% of the study 
cohort received imaging for low back pain within 28 days of diagnosis, which is 
deemed inappropriate by guidelines (Pham et al., 2009).  



 

 

Specific Guideline Recommendations 

Table 1. Recommendations for Imaging Patients with Acute Low Back Pain 

Organization (Year) Area of Focus  Recommendation Rating 
North American Spine 
Society (2020) 

Imaging Q. In the absence of red flags, what are the imaging (X-ray, CT or MRI) 
recommendations for patients with acute or chronic low back pain? 
A. There is insufficient evidence to make a recommendation for or against 
obtaining imaging in the absence of red flags. 

Grade of Recommendation: I 

Institute for Clinical Systems 
Improvement (2018) 

Imaging Clinicians should not routinely recommend imaging (x-ray, computed 
tomography [CT], magnetic resonance imaging [MRI]) for patients with 
nonspecific or radicular low back pain and an absence of red flags on clinical 
presentation.  

Strong Recommendation, 
Moderate Quality of Evidence 

Veterans Affairs/ 
Department of Defense 
(2017) 

Diagnostic Approach For patients with low back pain, we recommend that clinicians conduct a history 
and physical examination, that should include identifying and evaluating 
neurologic deficits (e.g., radiculopathy, neurogenic claudication), red flag 
symptoms associated with serious underlying pathology (e.g., malignancy, 
fracture, infection), and psychosocial factors. 

Strong for 

Veterans Affairs/ 
Department of Defense 
(2017) 

Diagnostic Approach For patients with acute axial low back pain (i.e., localized, non-radiating), we 
recommend against routinely obtaining imaging studies or invasive diagnostic 
tests 

Strong against  

Veterans Affairs/ 
Department of Defense 
(2017) 

Diagnostic Approach For patients with low back pain, we recommend diagnostic imaging and 
appropriate laboratory testing when neurologic deficits are serious or 
progressive or when red flag symptoms are present. 

Strong for 

Organization (Year) Area of Focus Recommendation Rating 
American College of 
Radiology (2015) 

Imaging Imaging is recommended for patients with acute, subacute or chronic 
uncomplicated low back pain or radiculopathy with one or more of the following: 
low velocity trauma, osteoporosis, elderly individual, or chronic steroid use. X-
ray lumbar spine and CT lumbar spine w/o IV contrast recommended as the 
initial imaging study in patients with osteoporosis or history of steroid use. MRI 
lumbar spine w/o IV contrast can be useful to evaluate for ligamentous injury or 
worsening neurologic deficit. MRI can depict marrow edema in these scenarios.  

Usually appropriate 

American College of 
Radiology (2015) 

Imaging Imaging is recommended for patients with acute, subacute or chronic low back 
pain or radiculopathy with one or more of the following: suspicion of cancer, 
infection or immunosuppression. In these patients, MRI lumbar spine with IV 
contrast is useful for neoplasia patients suspected of epidural or intraspinal 
disease. Noncontrast MRI can be sufficient if there is low risk of epidural and/or 
intraspinal disease. Contrast CT lumbar spine can be useful if MRI is 
contraindicated or unavailable.  

Usually appropriate 

 



 

 

American College of 
Radiology (2015) 

Imaging Imaging is recommended for patients with low back pain or radiculopathy who 
have new or progressing symptoms or clinical findings with history of prior 
lumbar surgery. MRI lumbar spine with and w/o IV contract can differentiate disc 
from scar. CT lumbar spine can be useful in post-fusion patients or when MRI is 
contraindicated or indeterminate. 

Usually appropriate 

American College of 
Radiology (2015) 

Imaging Imaging is recommended for patients with low back pain with suspected cauda 
equina syndrome or rapidly progressive neurologic deficit. MRI lumbar spine with 
and w/o IV contrast is usually appropriate depending on clinical circumstances. 
CT myelography lumbar spine may be useful if MRI is nondiagnostic or 
contraindicated. 

Usually appropriate 

Organization (Year) Area of Focus Recommendation Rating 
American College of 
Physicians and American 
Pain Society (2007)  

Evaluation Clinicians should conduct a focused history and physical examination to help 
place patients with low back pain into 1 of 3 broad categories: nonspecific low 
back pain, back pain potentially associated with radiculopathy or spinal stenosis, 
or back pain potentially associated with another specific spinal cause. The 
history should include assessment of psychosocial risk factors, which predict risk 
for chronic disabling back pain. 

Strong Recommendation, 
Moderate Quality Evidence 

American College of 
Physicians and American 
Pain Society (2007)  

Diagnostic Imaging Clinicians should not routinely obtain imaging or other diagnostic tests in patients 
with nonspecific low back pain. 

Strong Recommendation, 
Moderate Quality Evidence  

Clinicians should perform diagnostic imaging and testing for patients with low 
back pain when severe or progressive neurologic deficits are present or when 
serious underlying conditions are suspected on the basis of history and physical 
examination. 

Strong Recommendation, 
Moderate Quality Evidence  

American College of 
Physicians and American 
Pain Society (2007)  

Reassessment   Clinicians should evaluate patients with persistent low back pain and signs or 
symptoms of radiculopathy or spinal stenosis with magnetic resonance imaging 
(preferred) or computed tomography only if they are potential candidates for 
surgery or epidural steroid injection (for suspected radiculopathy). 

Strong Recommendation, 
Moderate Quality Evidence  

Organization (Year) Recommendation Area of Focus Rating 
European Cooperation in 
Science and Technology 
(2006) 

Evaluation  Undertake diagnostic triage consisting of appropriate history taking and physical 
examination at the first assessment to exclude serious pathology and nerve root 
pain. If serious spinal pathology and nerve root pain are excluded, manage the 
low back pain as nonspecific. 

Level of Evidence: D 

European Cooperation in 
Science and Technology 
(2006) 

Diagnostic Imaging Diagnostic imaging tests (including X-rays, CT and MRI) are not routinely 
indicated for acute nonspecific low back pain. 

Level of Evidence: A  

European Cooperation in 
Science and Technology 
(2006) 

Reassessment Reassess those patients who are not resolving within a few weeks after the first 
visit or those who are following a worsening course. Exclude serious pathology 
and nerve root pain. If identified, consider further appropriate management. 
Identify psychosocial factors and manage appropriately. 

Level of Evidence: D  



 

 

Grading System Key 

North American Spine Society (2020) 
Levels of Evidence for Primary Research Question 

Diagnostic Studies 
Level I • Testing of previously developed diagnostic criteria on consecutive patients (with universally applied reference “gold” standard) 

• Systematic review of Level I studies 
Level II • Development of diagnostic criteria on consecutive patients (with universally applied reference “gold” standard) 

• Systematic review of Level II studies 

Level III • Study of non-consecutive patients; without consistently applied reference “gold” standard 
• Systematic review of Level III studies 

Level IV • Case-control study 
• Poor reference standard 

Level V • Expert opinion 
 

Grade of Recommendations for Summaries or Reviews of Studies 
A Good evidence (Level I studies with consistent findings) for or against recommending intervention 
B Fair evidence (Level II or III with consistent findings) for or against recommending intervention 
C Poor quality evidence (Level IV or V studies) for or against recommending intervention 
I There is insufficient or conflicting evidence not allowing a recommendation for or against intervention 

 
Grade of 

Recommendation Standard Language Levels of Evidence 
A Recommended Two or more consistent Level I studies  
B Suggested One Level I study with additional supporting 

Level II or III studies 
Two or more consistent Level II or III 
studies 

C May be considered; is an option One Level I, II, III or IV study with supporting 
Level IV studies 

Two or more consistent Level IV studies 

I Insufficient evidence to make recommendation for or 
against 

A single level I, II, III or IV study without other 
supporting evidence 

More than one study with inconsistent 
findings 

 
  



 

 

Institute for Clinical Systems Improvement (2018) 
Category Quality Definitions Strong Recommendation Weak Recommendation 

High Quality 
Evidence 

Further research is very unlikely to change 
our confidence in the estimate of effect. 

The work group is confident that the desirable effects of 
adhering to this recommendation outweigh the 
undesirable effects. This is a strong recommendation 
for or against. This applies to most patients.  

The work group recognizes that the evidence, 
though of high quality, shows a balance between 
estimates of harms and benefits. The best action 
will depend on local circumstances, patient values 
or preferences.  

Moderate 
Quality 
Evidence 

Further research is likely to have an 
important impact on our confidence in the 
estimate of effect and may change the 
estimate.  

The work group is confident that the benefits outweigh 
the risks, but recognizes that the evidence has 
limitations. Further evidence may impact this 
recommendation. This recommendation that likely 
applies to most patients.  

The work group recognizes that there is a balance 
between harms and benefit, based on moderate 
quality evidence, or that there is uncertainty about 
the estimates of the harms and benefits of the 
proposed intervention that may be affected by new 
evidence. Alternative approaches will likely be 
better for some patients under some circumstances.  

Low Quality 
Evidence 

Further research is very likely to have an 
important impact on our confidence in the 
estimate of effect and is likely to change. 
The estimate or any estimate of effect is 
very uncertain.  

The work group feels that the evidence consistently 
indicates the benefit of this action outweighs the harms. 
This recommendation might change when higher 
quality evidence becomes available.  

The work group recognizes that there is significant 
uncertainty about the best estimates of benefits and 
harms.  

American College of Radiology (2015) 

Appropriateness Category Name Appropriateness Rating Appropriateness Category Definition 

Usually Appropriate 7, 8, or 9 The imaging procedure or treatment is indicated in the 
specified clinical scenarios at a favorable risk-benefit 
ratio for patients. 

May Be Appropriate  4, 5, or 6 The imaging procedure or treatment may be indicated in 
the specified clinical scenarios as an alternative to 
imaging procedures or treatments with a more favorable 
risk-benefit ratio, or the risk-benefit ratio for patients is 
equivocal. 

May Be Appropriate (Disagreement) 5 The individual ratings are too dispersed from the panel 
median. The different label provides transparency 
regarding the panel’s recommendation. “May be 
appropriate” is the rating category and a rating of 5 is 
assigned. 



 

 

Usually Note Appropriate 1, 2, or 3 The imaging procedure or treatment is unlikely to be 
indicated in the specified clinical scenarios, or the risk-
benefit ratio for patients is likely to be unfavorable. 

Veterans Affairs/Department of Defense (2017) 
See the system described in the table below. 

American College of Physicians and American Pain Society (2007)  
Clinical Practice Guidelines Grading System* 

Quality of Evidence 

Strength of Recommendation 

Benefits Do or Do Not Clearly Outweigh Risks 
Benefits and Risks and Burdens Are  

Finely Balanced 
High Strong Weak 
Moderate Strong Weak 
Low Strong Weak 
Insufficient evidence to determine net benefits or harms  I 

*Adapted from the classification developed by the Grading of Recommendations, Assessment, Development, and Evaluation (GRADE) work group.  
 
  



 

 

Interpretation of Grading System 
Grade of Recommendation Benefit Versus Risks and Burdens Methodological Quality of Supporting Evidence 

Strong Recommendation; High Quality Evidence Benefits clearly outweigh risks and burden or vice versa RCTs without important limitations or overwhelming 
evidence from observational studies 

Strong Recommendation; Moderate Quality Evidence Benefits clearly outweigh risks and burden or vice versa RCTs with important limitations (inconsistent results, 
methodological flaws, indirect or imprecise) or 
exceptionally strong evidence from observational studies  

Strong Recommendation; Low Quality Evidence Benefits clearly outweigh risks and burden or vice versa Observational studies or case series  
Weak Recommendation; High Quality Evidence Benefits closely balanced with risks and burden  RCTs without important limitations or overwhelming 

evidence from observational studies  
Weak Recommendation; Moderate Quality Evidence  Benefits closely balanced with risks and burden  RCTs with important limitations (inconsistent results, 

methodological flaws, indirect or imprecise) or 
exceptional strong evidence from observational studies  

Weak Recommendation; Low Quality Evidence  Uncertainty in the estimates of benefits, risks, and 
burden; benefits, risks and burden may be closely 
balanced  

Observational studies or case series  

Insufficient Balance of benefits and risks cannot be determined  Evidence is conflicting, poor quality or lacking  
 
 

Methods for Grading the Strength of Overall Evidence for an Intervention* 
Grade Definition 

Good Evidence includes consistent results from well-designed, well-conducted studies in representative populations that directly assess effects on health outcomes (at 
least 2 consistent, higher-quality trials). 

Fair Evidence is sufficient to determine effects on health outcomes, but the strength of the evidence is limited by the number, quality, size or consistency of included 
studies; generalizability to routine practice; or indirect nature of the evidence on health outcomes (at least 1 higher-quality trial of sufficient sample size; 2 or more 
higher-quality trials with some inconsistency; at least 2 consistent, lower-quality trials or multiple consistent observational studies with no significant methodologic 
flaws).  

Poor Evidence is insufficient to assess effects on health outcomes because of limited number or power of studies, large and unexplained inconsistency between higher-
quality trials, important flaws in trial design or conduct, gaps in the chain of evidence or lack of information on important health outcomes.  

*Adapted from methods developed by the U.S. Preventive Services Task Force. 
  



 

 

European Cooperation in Science and Technology (2006) 
Strength of Recommendations 

Therapy and Prevention 
Level A Generally consistent findings provided by (a systematic review of) multiple high quality randomised controlled trials (RCT). 
Level B Generally consistent findings provided by (a systematic review of) multiple low quality RCTs or non-randomised controlled trials (CCT). 
Level C One RCT (either high or low quality) or inconsistent findings from (a systematic review of) multiple RCTs or CCTs. 
Level D No RCTs or CCTs. 

Prognosis 
Level A Generally consistent findings provided by (a systematic review of) multiple high quality prospective cohort studies. 
Level B Generally consistent findings provided by (a systematic review of) multiple low quality prospective cohort studies or other low quality prognostic studies. 
Level C One prognostic study (either high or low quality) or inconsistent findings from (a systematic review of) multiple prognostic studies. 
Level D No prognostic studies. 

Diagnosis 
Level A Generally consistent findings provided by (a systematic review of) multiple high quality diagnostic studies. 
Level B Generally consistent findings provided by (a systematic review of) multiple low quality diagnostic studies. 
Level C One diagnostic study (either high or low quality) or inconsistent findings from (a systematic review of) multiple diagnostic studies. 
Level D No diagnostic studies. 

 
 
 
  



 

 

Table 2. Common Red Flags in Recent Clinical Guidelines (LBP Current and Potential) 

Red Flag 

North American 
Spine Society 

(2020) 

Institute for 
Clinical Systems 

Improvement 
(2018) 

Veterans 
Affairs/Dept of 
Defense (2017) 

American 
College of 

Radiology (2015) 
Cancer, or cancer risk     
Unexplained weight loss     
Immunosuppression     
Intravenous drug use     
Fever     
Trauma, or significant trauma relative to age     
Cauda equina syndrome     
Spinal infection risk     
Fragility fracture risk     
Unrelenting pain/Incapacitating pain, including 
night pain     

Progressive neurologic deficit/weakness     
Bilateral radiculopathy     
History of osteoporosis     
Chronic corticosteroid use     
History of prior lumbar surgery     
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HEDIS Health Plan Performance Rates: Use of Imaging Studies for Low Back Pain (LBP) 

Table 1. HEDIS LBP Measure Performance—Commercial Plans 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rates (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2019 392 76.0 6.1 67.8 71.2 76.0 80.3 83.8 
2018 399 75.9 6.1 67.2 72.2 76.1 80.3 83.6 
2017 410 74.0 6.6 64.9 69.6 74.3 79.0 82.4 
2016 414 75.2 6.2 67.0 70.8 75.3 79.5 82.8 
2015 404 75.2 6.3 65.0 70.9 75.3 79.6 83.2 

Table 2. HEDIS LBP Measure Performance—Medicaid Plans 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rates (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2019 221 71.7 6.1 63.9 67.0 71.6 75.7 80.2 
2018 232 71.7 6.1 63.3 67.2 71.8 75.0 79.9 
2017 244 70.5 6.9 62.1 66.2 70.5 74.4 78.3 
2016 242 73.6 6.0 66.1 69.9 73.7 77.1 81.4 
2015 221 75.1 5.9 67.9 71.8 75.0 78.1 82.8 



  

  

Proposed Changes to Existing Measure for HEDIS®1 MY 2022:  
Identification of Alcohol and Other Drug Services (IAD) 

Mental Health Utilization (MPT) 

NCQA seeks comments on proposed revisions to the HEDIS measures Identification of Alcohol and Other 
Drug Services and Mental Health Utilization. 

These utilization measures are similar in structure and intent. The IAD measure describes the number and 
percentage of members who receive a chemical dependency service with a substance use diagnosis during 
the year; the MPT measure describes the number and percentage of members who receive a mental health 
service with a mental health diagnosis during the year. 

NCQA proposes revisions to clarify the measures’ intent: The revised IAD measure captures the percentage 
of members with diagnosis of a substance-related disorder during the year; the revised MPT measure 
captures the percentage of members with a diagnosis of a mental health disorder during the year. NCQA 
also recommends streamlining reporting elements, as described in the table below, to improve 
interpretability and utility of performance scores. 
 

Measure Proposed Revisions 

Both 
Measures 

• Change measure structure from “utilization” to “diagnosed-prevalence” of substance-related and mental 
health disorders: 
– Denominator: Change measure calculation method from using member-years to members with one-year 

continuous enrollment in the denominator 
– Numerator: Remove procedure code requirements and service setting stratifications from the numerator* 

• Maintain measures in the “Utilization” domain, but modify reporting guidelines to follow the Guidelines for 
Effectiveness of Care Measures  

IAD Only 

• Revise measure name to “Diagnosed Substance-Related Disorders” 
• Revise the age groups for reporting:  

– Remove 0-12 years 
– Collapse stratifications to 13-17, 18-64 and 65+* 

MPT Only 

• Revise measure name to “Diagnosed Mental Health Disorders” 
• Change mental health diagnosis requirement from the “principal” position to “any” position 
• Remove mental health practitioner requirements from the numerator* 
• Revise the age groups for reporting:  

– Remove 0-5 years 
– Collapse the child and adolescent stratifications to 6-17* 

* Proposed revisions marked with an asterisk were not tested, but recommended during reevaluation to streamline reporting 
requirements and align with the measures’ clarified intent. 

 

1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 



NCQA conducted testing in the Medicare and commercial populations to confirm feasibility. 

[Both Measures] Testing Results: Denominator Revision. NCQA believes that changing the denominator 
from member years to members is important to improve the validity and interpretability of performance 
scores. (Note: The performance metric is percentage.) In testing, NCQA found this revision decreased 
average denominator size for both measures. In IAD, average denominator size decreased by about 16% 
for Medicare (from 58,871 member years to 49,518 members) and 38% for commercial plans (from 260,097 
member years to 160,834 members). In MPT, average denominator size decreased by about 8% for 
Medicare (from 69,140 member years to 63,507 members) and 25% for commercial plans (from 452,257 
member years to 338,856 members). Despite the reduction, plans still had large average denominator sizes. 

With the revised denominator, average performance scores in the IAD measure decreased for both product 
lines. Depending on drug diagnosis cohort, performance for Medicare plans decreased between 38% and 
53% (from 2.6% to 1.6% for Alcohol; from 7.1% to 3.4% for Opioid; from 2.8% to 1.3% for Other Drug) and 
performance for commercial plans decreased between 13% and 21% (from 1.2% to 1.1% for Alcohol; from 
0.7% to 0.6% for Opioid; from 0.8% to 0.7% for Other Drug). 

In the MPT measure, the change in denominator also impacted performance scores. Average performance 
in Medicare plans increased by 25% (from 17.1% to 21.3%) and performance was relatively maintained 
among commercial plans (around 18%). 

[MPT Only] Testing Results: Numerator Revision. For the MPT measure, NCQA recommends changing 
criteria for a mental health diagnosis to be present in “any” claims position, to both align with the IAD 
measure and more accurately capture the population diagnosed with a mental health disorder. When tested 
using the original measure calculation of member years in the denominator, results indicated that average 
performance nearly doubled, from about 7.6% to 17.1% of members diagnosed with a mental health 
disorder. 

NCQA received support from expert panels on the proposed specification changes. NCQA seeks feedback 
on the proposed changes and on the following questions: 

1. Testing results of the IAD measure indicated that substance use disorders are underdiagnosed 
when compared to prevalence reported by survey-based epidemiological data. Should the measure 
be maintained for HEDIS reporting?  

2. Testing results of the MPT measure did not indicate underdiagnosis of mental health disorders. 
Should the measure be maintained for HEDIS reporting? 

Supporting documents include current measure specification, proposed measure specification and evidence 
workups. 

NCQA acknowledges the contributions of the Geriatric, Behavioral Health and Technical Measurement Advisory 
Panels. 



 

 

[Current] Mental Health Utilization (MPT) 

SUMMARY OF CHANGES TO HEDIS MY 2020 & MY 2021 
• Deleted the Mental Health Practitioner Value Set.  
• Replaced references to “mental health practitioner” with “mental health provider.” 
• Added telephone visits (Telephone Visits Value Set), e-visits and virtual check-ins (Online 

Assessments Value Set) to the Telehealth section. 
• Deleted redundant value sets from the Telehealth section.  
• Revised the instructions in the Notes for identifying mental health providers. 

Description 

This measure summarizes the number and percentage of members receiving the following mental health 
services during the measurement year: 

• Inpatient. 
• Intensive outpatient or partial hospitalization. 
• Outpatient. 
• ED.  
• Telehealth. 
• Any service. 

Calculations 

Note: Members in hospice are excluded from this measure. Refer to General Guideline 17: Members in 
Hospice. 

Product lines Report the following tables for each applicable product line: 
• Table MPT-1a Total Medicaid. 
• Table MPT-1b Medicaid/Medicare Dual-Eligibles. 
• Table MPT-1c Medicaid—Disabled. 
• Table MPT-1d Medicaid—Other Low Income. 
• Table MPT-2 Commercial. 
• Table MPT-3  Medicare. 

Benefit Mental health. 

Member months For each product line and table, report all member months during the 
measurement year for members with the benefit.  

Categorizing 
mental health 
services 

Use the instructions below to identify members who had any of the following 
services during the measurement year: 

• Inpatient. 
• Intensive outpatient or partial hospitalization. 
• Outpatient.   

 



 

 

 • ED. 
• Telehealth. 

Count services provided by physician and nonphysician providers. 

For members who had more than one service on different dates of service in 
different service categories (Inpatient, Intensive Outpatient or Partial 
Hospitalization, Outpatient, ED, Telehealth), count only the first encounter in 
each service category and report the member in the respective age category as 
of the date of service or discharge. For example, if a member had an outpatient 
visit and an ED visit on January 5 and a telehealth service on March 5, report 
the member in the Outpatient, ED and Telehealth service categories. 

Any Services. The Any Services category is not a sum of the Inpatient, 
Intensive Outpatient or Partial Hospitalization, Outpatient, ED and Telehealth 
categories. Report members who had an encounter in any listed setting during 
the measurement year only once in the Any Services category. Categorize 
members in the Any Services category based on their age as of the first eligible 
encounter in any service category. 

The intent of excluding ED/observation visits that result in an inpatient stay is to 
not double count events. For example, an ED visit with a principal mental health 
diagnosis that resulted in an inpatient stay for a principal diagnosis of mental 
health is reported only once in the Inpatient Stay category. An ED visit with a 
principal mental health diagnosis that resulted in an inpatient stay with a 
principal diagnosis for something other than mental health (e.g., heart attack) is 
reported only once in the ED category. 

Inpatient Report acute and nonacute inpatient discharges from either a hospital or a 
treatment facility with a mental health principal diagnosis (Mental Health 
Diagnosis Value Set) on the discharge claim. To identify acute and nonacute 
inpatient discharges: 

1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set).  
2. Identify the discharge date for the stay. 

Intensive  
outpatient  
and partial 

hospitalization 

Report intensive outpatient and partial hospitalization claims/encounters in 
conjunction with a principal mental health diagnosis. Any of the following code 
combinations meet criteria: 

• Partial Hospitalization or Intensive Outpatient Value Set with a principal 
mental health diagnosis (Mental Health Diagnosis Value Set). 

• (MPT IOP/PH Group 1 Value Set; Electroconvulsive Therapy Value Set; 
Transcranial Magnetic Stimulation Value Set) with Partial Hospitalization 
POS Value Set with a principal mental health diagnosis (Mental Health 
Diagnosis Value Set). 

• (MPT IOP/PH Group 1 Value Set; Electroconvulsive Therapy Value Set; 
Transcranial Magnetic Stimulation Value Set) with Community Mental 
Health Center POS Value Set with a principal mental health diagnosis 
(Mental Health Diagnosis Value Set), where the organization can confirm 
that the visit was in an intensive outpatient or partial hospitalization 
setting (this POS code can be used in settings other than intensive 
outpatient and partial hospitalization). 
 

 



 

 

 • MPT IOP/PH Group 2 Value Set with Partial Hospitalization POS Value 
Set with a principal mental health diagnosis (Mental Health Diagnosis 
Value Set) billed by a mental health provider. 

• MPT IOP/PH Group 2 Value Set with Community Mental Health Center 
POS Value Set with a principal mental health diagnosis (Mental Health 
Diagnosis Value Set), where the organization can confirm that the visit 
was in an intensive outpatient or partial hospitalization setting (this POS 
code can be used in settings other than intensive outpatient and partial 
hospitalization) and billed by a mental health provider. 

Note: Report only in-person services in the Intensive Outpatient and Partial 
Hospitalization category. Exclude all services billed with a telehealth modifier 
(Telehealth Modifier Value Set) or billed with a telehealth POS code (Telehealth 
POS Value Set) from the Intensive Outpatient and Partial Hospitalization category. 

Outpatient Report outpatient. Any of the following meet criteria: 
• MPT Stand Alone Outpatient Group 1 Value Set with a principal mental 

health diagnosis (Mental Health Diagnosis Value Set). 
• MPT Stand Alone Outpatient Group 2 Value Set with a principal mental 

health diagnosis (Mental Health Diagnosis Value Set) billed by a mental 
health provider. 

• Observation Value Set with a principal mental health diagnosis (Mental 
Health Diagnosis Value Set) billed by a mental health provider.  

• (Visit Setting Unspecified Value Set; Electroconvulsive Therapy Value 
Set; Transcranial Magnetic Stimulation Value Set) with Outpatient POS 
Value Set with a principal mental health diagnosis (Mental Health 
Diagnosis Value Set). 

• (Visit Setting Unspecified Value Set; Electroconvulsive Therapy Value 
Set; Transcranial Magnetic Stimulation Value Set) with Community 
Mental Health Center POS Value Set with a principal mental health 
diagnosis (Mental Health Diagnosis Value Set), where the organization 
can confirm that the visit was in an outpatient setting (this POS code can 
be used in settings other than outpatient). 

• (Electroconvulsive Therapy Value Set; Transcranial Magnetic Stimulation 
Value Set) with (Ambulatory Surgical Center POS Value Set) with a 
principal mental health diagnosis (Mental Health Diagnosis Value Set). 

Do not include observation visits that result in an inpatient stay (Inpatient Stay 
Value Set).  
Note: Report only in-person services in the Outpatient category. Exclude all 
services billed with a telehealth modifier (Telehealth Modifier Value Set) or billed 
with a telehealth POS code (Telehealth POS Value Set) from the Outpatient 
category. 

ED Report ED. Any of the following meets criteria: 
• ED Value Set with a principal mental health diagnosis (Mental Health 

Diagnosis Value Set) billed by a mental health provider. 
• Visit Setting Unspecified Value Set with ED POS Value Set with a 

principal mental health diagnosis (Mental Health Diagnosis Value Set). 

 
 
  



 

 

 • Visit Setting Unspecified Value Set with Community Mental Health Center 
POS Value Set with a principal mental health diagnosis (Mental Health 
Diagnosis Value Set), where the organization can confirm that the visit 
was in an ED setting (this POS code can be used in settings other than 
the ED). 

Do not include ED visits that result in an inpatient stay (Inpatient Stay Value 
Set).  

Note: Report only in-person services in the ED category. Exclude all services 
billed with a telehealth modifier (Telehealth Modifier Value Set) or billed with a 
telehealth POS code (Telehealth POS Value Set) from the ED category. 

Telehealth Report telehealth. Any of the following meet criteria. 
• Visit Setting Unspecified Value Set with (Telehealth Modifier Value Set; 

Telehealth POS Value Set) with a principal mental health diagnosis 
(Mental Health Diagnosis Value Set). 

• Telephone Visits Value Set with a principal mental health diagnosis 
(Mental Health Diagnosis Value Set). 

• Online Assessments Value Set with a principal mental health diagnosis 
(Mental Health Diagnosis Value Set). 

Note 

• Supplemental data may not be used for this measure. 
• Refer to Appendix 3 for the definition of “mental health provider.” Organizations must develop their 

own methods to identify mental health providers. Methods are subject to review by the HEDIS auditor.  



 

 

Table MPT-1/2/3: Mental Health Utilization 
Member Months 

Age Male Female Total 
0-12    
13-17    
18-64    
65+    
Unknown    

Total    
 

Age Sex 
Any Service Inpatient 

Intensive 
Outpatient/Partial 

Hospitalization Outpatient ED Telehealth 
Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent 

0-12 
Male              
Female             
Total             

13-17 
Male              
Female             
Total             

18-64 
Male              
Female             
Total             

65+ 
Male              
Female             
Total             

Unknown 
Male              
Female             
Total             

Total 
Male              
Female             
Total             

 



 

 

[Proposed] Diagnosed Mental Health Disorders (MPT) 

SUMMARY OF CHANGES TO HEDIS MY 2022 
• Revised the measure’s name from Mental Health Utilization to Diagnosed Mental Health Disorders. 
• Revised the measure’s structure from Utilization to Diagnosed Prevalence. 
• Revised measure guidance to follow guidelines for Effectiveness of Care measures. 
• Updated the calculation method of the percentage rate (using member-months) to a member-based 

calculation. 
• Removed procedure codes and requirements for a mental health practitioner from the numerator 

criteria. 
• Removed the service setting stratifications. 
• Removed the requirement for the mental health diagnosis in the “principal” position. 
• Revised lower age limit from 0 to 6 years old. 
• Combined the two youngest age stratifications into one age group: 6–17 years. 
• Removed stratified reporting based on eligibility categories for Medicaid.  
• Revised the Rules of Allowable Adjustments section. 

Description 

The percentage of members 6 years of age and older who were diagnosed with a mental health disorder 
during the measurement year. 

Eligible Population  

Product lines Commercial, Medicaid, Medicare (report each product line separately). 

Age 6 and older as of December 31 of the measurement year.  

Report three age stratifications and a total rate. The total is the sum of the age 
stratifications. 

• 6–17 years. 
• 18–64 years. 
• 65 years and older. 
• Total. 

The total is the sum of the age stratifications. 

Continuous 
enrollment 

The measurement year.  

Allowable gap  Members who have had no more than one gap in enrollment of up to 45 days 
during the measurement year. To determine continuous enrollment for a 
Medicaid member for whom enrollment is verified monthly, the member may not 
have more than a 1-month gap in coverage (i.e., a member whose coverage 
lapses for 2 months [60 days] is not considered continuously enrolled). 

Anchor date None. 



 

 

Benefit Mental health. 

Event/diagnosis None. 

Administrative Specification 

Denominator The eligible population. 

Numerator Members who had a mental health disorder diagnosis (Mental Health Diagnosis 
Value Set) during the measurement year.  

Data Elements for Reporting  

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table MPT-1/2/3: Data Elements for Mental Health Utilization 

 Administrative 
Measurement year  
Eligible population  For each age stratification and total 

Numerator events by administrative data For each age stratification and total 

Reported rate For each age stratification and total 
 



 

 

Mental Health Utilization (MPT) 
Measure Workup  

Topic Overview 

The Mental Health Utilization (MPT) measure describes the percentage of members diagnosed with  
a mental health disorder in the year. The measure provides information on the diagnosed prevalence  
of mental health disorders in the plan’s population—adding insight on the potential underdiagnosis of mental 
health disorders and the approximate population size assessed by behavioral health quality measures.  

Prevalence and Importance 

Prevalence The American Psychiatric Association defines mental illnesses as “health 
conditions involving changes in emotion, thinking or behavior (or a combination 
of these) [and are] associated with distress and/or problems functioning in 
social, work or family activities” (APA, 2018). Mental illnesses include many 
different conditions and vary in severity, and can be described by two broad 
categories: Any Mental Illness (AMI) (all recognized mental illnesses) and 
Serious Mental Illness (SMI) (severe subset of AMI). In 2017, 18.9% of U.S. 
adults lived with AMI (47.6 million adults), and 4.5% of U.S. adults lived with an 
SMI (11.2 million adults) (SAMHSA, 2019).  

Health 
importance 

According to the 2018 National Survey on Drug Use and Health (NSDUH), 
approximately 37.1 million adults (15% of adults) received any mental health 
service during the last year (SAMHSA, 2019). The survey indicated that among 
the 47.6 million adults in 2018 with AMI, only 43.3% (20.6 million) received 
mental health services in the past year (SAMHSA, 2019). Among adolescents, 
about 3.9 million adolescents 12–17 years (16% of adolescents) received 
mental health services in a specialty mental health setting (inpatient or 
outpatient care) in the past year (SAMHSA, 2019).  

Utilization of services by children with mental health disorders was examined 
by the Centers for Disease Control and Prevention's National Health and 
Nutrition Examination Survey. This survey shows that in 2010, only half 
(50.6%) of children with mental disorders received treatment for their disorder, 
with variability in treatment rates depending on the mental disorder and anxiety 
disorder the least likely to be treated (32.2%) (NIMH, 2011). 

Relation to Outcomes 

Benefits and 
relationship to 
outcomes 

The Centers for Disease Control and Prevention state that members with mental 
health conditions are more highly at risk for chronic medical conditions (CDC, 
2011). Mental health disorders (most often depression) are strongly associated 
with risk, occurrence, progression and outcome of serious chronic diseases and 
health conditions (Chapman et al. 2005). Evidence indicates that positive mental 
health is linked with improved health outcomes. It is estimated that 80% of people 
with a specific mental illness can become well again with proper treatment (MHAG, 
2011). 

By providing data on the diagnosed-prevalence of mental health disorders, health 
plans may gain insight on the potential underdiagnosis of these conditions in their 
population. The measure’s performance scores may also provide an estimate of 
the population size assessed and affected by complementary behavioral health 
quality measures.  



  

Disparities 

Summary of Data on Disparities by Population Group  

Racial/Ethnic 
group 

Disparities exist in both access to and quality of mental health treatment for 
racial/ethnic minorities (Maura and Weisman de Mamani, 2017). 

Depression is less prevalent in African Americans (24.6%) and Hispanics 
(19.6%) than in Whites (34.7%), but is more likely to be persistent in African 
Americans and Hispanics (Budhwani et al., 2015). Studies indicate that African 
Americans are less likely than Whites to have outpatient follow-up visits 90 days 
following their diagnosis and are less likely to receive regular outpatient care and 
follow-up visits (Maura and Weisman de Mamani, 2017). Racial/ethnic minorities 
with SMI are more likely to utilize psychiatric emergency services (vs. community 
support services) and to be hospitalized when seeking care, and have lower 
rates of initial treatment utilization (Maura and Weisman de Mamani, 2017). 

Among adults, the percentage of individuals who received minimally adequate 
treatment for mood, anxiety or impulse control disorders is lower among African 
Americans and Hispanics than Whites (and is lower among those with less than 
a high school education). Although the quality of health care is slowly improving 
for the nation as a whole, it is getting worse for Hispanics, especially those who 
speak little or no English (AHRQ, 2009). 

Among children, findings from a study of the Medicaid-eligible children in Florida 
suggest at least two different disparity patterns when Hispanic and African 
Americans are compared to Whites in terms of mental health status and service 
utilization. The first pattern, associated with Hispanic children, consists of 
receiving fewer mental health diagnoses for the most prevalent disorders, fewer 
inpatient services for those who have a mental health diagnosis and more days 
until rehospitalization.  

The second pattern, experienced by African American children, is more complex. 
African American children also have lower prevalence of attention deficit and 
depression disorders, but have greater prevalence of conduct disorder than their 
White counterparts. When services are considered, African American children 
receive more outpatient services from all providers and from mental health 
providers only. However, when inpatient services are compared, African 
American children receive fewer hospitalizations and have fewer days for a first 
hospital stay (Greenbaum, 2007). 

A variety of factors may contribute to racial/ethnic differences in mental health 
service utilization, including higher rates of stigma, negative attitudes toward 
treatment, cultural beliefs about illness and treatment and racial/ethnic mismatch 
between patients and clinicians (Horvitz-Lennon et al., 2009; Fontanella et al., 
2014). Additional studies, however, suggest a more complicated pattern of 
treatment utilization among racial/ethnic minorities, considering factors such as 
local initiatives or provisions of specialized programs to serve racial/ethnic 
minority communities (e.g., use of racial/ethnic minority providers), impacting 
treatment utilization among these groups (Maura and Weisman de Mamani, 
2017). 

 

 



 

 

Age/Gender Older women are more likely to experience common mental disorders (e.g. 
depression and anxiety) than older men, and the gender gap is even greater at 
younger ages. Conversely, the mortality-related effects of poor mental health 
(e.g., suicide) are more severe for older men than older women (Kiley et al., 
2019; Whiteman et al., 2016). These differences could be due to a number of 
factors, including cultural and social norms, life stressors, differentiation of 
gender roles, disadvantage and (dis)empowerment across the life course and 
the coping styles of older men (Kiley et al., 2019; Whiteman et al., 2016). 

Redesigning the system to include integration of aging services and mental 
health services (i.e., colocation), or cross-system coordination could reduce the 
stigma of receiving mental health treatment, and improve provider 
communication and treatment access for individuals in need (Whiteman et al., 
2016). 

Financial Impact  

Mental health and substance abuse disorders are ranked the fourth highest-cost health condition in the 
United States, with $187.8 billion spent in 2013. There was a 3.7% annual rate of increase in spending on 
mental health and substance abuse disorders between 1996 and 2013. On depressive disorders alone, $71 
billion was spent on treatment, categorizing this condition as the costliest among mental health and 
substance abuse disorders and the sixth most costly health condition overall (Dieleman et al., 2016). 
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Proposed Changes to Existing Measure for HEDIS®1 MY 2022:  
Identification of Alcohol and Other Drug Services (IAD) 

Mental Health Utilization (MPT) 

NCQA seeks comments on proposed revisions to the HEDIS measures Identification of Alcohol and Other 
Drug Services and Mental Health Utilization. 

These utilization measures are similar in structure and intent. The IAD measure describes the number and 
percentage of members who receive a chemical dependency service with a substance use diagnosis during 
the year; the MPT measure describes the number and percentage of members who receive a mental health 
service with a mental health diagnosis during the year. 

NCQA proposes revisions to clarify the measures’ intent: The revised IAD measure captures the percentage 
of members with diagnosis of a substance-related disorder during the year; the revised MPT measure 
captures the percentage of members with a diagnosis of a mental health disorder during the year. NCQA 
also recommends streamlining reporting elements, as described in the table below, to improve 
interpretability and utility of performance scores. 
 

Measure Proposed Revisions 

Both 
Measures 

• Change measure structure from “utilization” to “diagnosed-prevalence” of substance-related and mental 
health disorders: 
– Denominator: Change measure calculation method from using member-years to members with one-year 

continuous enrollment in the denominator 
– Numerator: Remove procedure code requirements and service setting stratifications from the numerator* 

• Maintain measures in the “Utilization” domain, but modify reporting guidelines to follow the Guidelines for 
Effectiveness of Care Measures  

IAD Only 

• Revise measure name to “Diagnosed Substance-Related Disorders” 
• Revise the age groups for reporting:  

– Remove 0-12 years 
– Collapse stratifications to 13-17, 18-64 and 65+* 

MPT Only 

• Revise measure name to “Diagnosed Mental Health Disorders” 
• Change mental health diagnosis requirement from the “principal” position to “any” position 
• Remove mental health practitioner requirements from the numerator* 
• Revise the age groups for reporting:  

– Remove 0-5 years 
– Collapse the child and adolescent stratifications to 6-17* 

* Proposed revisions marked with an asterisk were not tested, but recommended during reevaluation to streamline reporting 
requirements and align with the measures’ clarified intent. 

 

1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 



NCQA conducted testing in the Medicare and commercial populations to confirm feasibility. 

[Both Measures] Testing Results: Denominator Revision. NCQA believes that changing the denominator 
from member years to members is important to improve the validity and interpretability of performance 
scores. (Note: The performance metric is percentage.) In testing, NCQA found this revision decreased 
average denominator size for both measures. In IAD, average denominator size decreased by about 16% 
for Medicare (from 58,871 member years to 49,518 members) and 38% for commercial plans (from 260,097 
member years to 160,834 members). In MPT, average denominator size decreased by about 8% for 
Medicare (from 69,140 member years to 63,507 members) and 25% for commercial plans (from 452,257 
member years to 338,856 members). Despite the reduction, plans still had large average denominator sizes. 

With the revised denominator, average performance scores in the IAD measure decreased for both product 
lines. Depending on drug diagnosis cohort, performance for Medicare plans decreased between 38% and 
53% (from 2.6% to 1.6% for Alcohol; from 7.1% to 3.4% for Opioid; from 2.8% to 1.3% for Other Drug) and 
performance for commercial plans decreased between 13% and 21% (from 1.2% to 1.1% for Alcohol; from 
0.7% to 0.6% for Opioid; from 0.8% to 0.7% for Other Drug). 

In the MPT measure, the change in denominator also impacted performance scores. Average performance 
in Medicare plans increased by 25% (from 17.1% to 21.3%) and performance was relatively maintained 
among commercial plans (around 18%). 

[MPT Only] Testing Results: Numerator Revision. For the MPT measure, NCQA recommends changing 
criteria for a mental health diagnosis to be present in “any” claims position, to both align with the IAD 
measure and more accurately capture the population diagnosed with a mental health disorder. When tested 
using the original measure calculation of member years in the denominator, results indicated that average 
performance nearly doubled, from about 7.6% to 17.1% of members diagnosed with a mental health 
disorder. 

NCQA received support from expert panels on the proposed specification changes. NCQA seeks feedback 
on the proposed changes and on the following questions: 

1. Testing results of the IAD measure indicated that substance use disorders are underdiagnosed 
when compared to prevalence reported by survey-based epidemiological data. Should the measure 
be maintained for HEDIS reporting?  

2. Testing results of the MPT measure did not indicate underdiagnosis of mental health disorders. 
Should the measure be maintained for HEDIS reporting? 

Supporting documents include current measure specification, proposed measure specification and evidence 
workups. 

NCQA acknowledges the contributions of the Geriatric, Behavioral Health and Technical Measurement Advisory 
Panels. 



 

[Current] Identification of Alcohol and Other Drug Services (IAD) 

SUMMARY OF CHANGES TO HEDIS MY 2020 & MY 2021 
• Added value sets to identify outpatient or medication treatment. 

Description  

This measure summarizes the number and percentage of members with an alcohol and other drug 
(AOD) claim who received the following chemical dependency services during the measurement year: 

• Inpatient. 
• Intensive outpatient or partial hospitalization. 
• Outpatient or medication treatment. 
• Emergency department (ED). 
• Telehealth.  
• Any service. 

Calculations 

Note: Members in hospice are excluded from this measure. Refer to General Guideline 17: Members in 
Hospice. 

Product lines Report the following tables for each applicable product line: 
• Table IAD-1a Total Medicaid. 
• Table IAD-1b Medicaid/Medicare Dual-Eligibles. 
• Table IAD-1c Medicaid—Disabled. 
• Table IAD-1d Medicaid—Other Low Income. 
• Table IAD-2 Commercial. 
• Table IAD-3 Medicare. 

Benefit Chemical dependency and pharmacy. 

Member months For each product line, report all member months during the measurement year 
for members with the benefits. Report member months only when the member 
had both a chemical dependency (any) and a pharmacy benefit.  

Categorizing 
chemical 
dependency 
services 

Use the instructions below to identify members who had any of the following 
services during the measurement year:  

• Inpatient. 
• Intensive outpatient or partial hospitalization. 
• Outpatient or medication treatment.  
• ED. 
• Telehealth. 

 



 

 

 Count services provided by physician and nonphysician practitioners. Report 
services by diagnosis category: 

• Alcohol disorder (Alcohol Disorders Value Set). 
• Opioid disorder (Opioid Disorders Value Set). 
• Other or unspecified drug disorders (Other Drug Disorders Value Set). 

For members who had more than one service on different dates of service in 
different service categories (Inpatient, Intensive Outpatient or Partial 
Hospitalization, Outpatient or Medication Treatment, ED, Telehealth), count 
only the first encounter in each service category and report the member in the 
respective age and diagnosis category as of the date of service or discharge. 
For example, if a member had an outpatient visit and an ED visit on January 5 
and a telehealth service on March 5, report the member in the Outpatient, ED 
and Telehealth service categories.  

For members who had more than one diagnosis category for their first 
encounter in a service category, report the member in all applicable diagnosis 
categories. For example, if the first visit in the service category includes an 
alcohol diagnosis code and an opioid diagnosis code, report the member in 
both the Alcohol and Opioid diagnosis categories.  

The Total diagnosis category in the reporting table is not a sum of all 
diagnoses. Report members with multiple diagnoses only once in the Total 
diagnosis section of the reporting table.  

Any Services. The Any Services category is not a sum of the Inpatient, 
Intensive Outpatient or Partial Hospitalization, Outpatient/MAT, ED and 
Telehealth categories. Report members who had an encounter in any listed 
setting during the measurement year only once per diagnosis in the Any 
Services category. For example, if a member had an ED visit and a medication 
treatment dispensing event on the same date of service (for the same 
diagnosis), report the member only once in the Any Services category.  

Report members with more than one diagnosis category on the first date of 
service in all applicable diagnosis categories in the Any Services category. For 
example, if a member’s earliest encounter had an alcohol diagnosis and an 
opioid diagnosis code, report the member in both the Alcohol and Opioid 
diagnoses. 

Categorize members in the Any Services category based on their age as of the 
first eligible encounter in any service category. 

When excluding observation and ED visits that result in an inpatient stay, the 
intent is to not double count events when the diagnosis category is the same for 
both events. For example, an ED visit for alcohol disorder that resulted in an 
inpatient stay for alcohol disorder is reported only once in the Inpatient Stay 
category. However, an ED visit for alcohol disorder that resulted in an inpatient 
stay for opioid disorder is reported in both the ED category (Alcohol diagnosis 
category) and the Inpatient Stay category (Opioid diagnosis category). An ED 
visit for alcohol disorder that resulted in an inpatient stay for something other 
than an alcohol, opioid or other or unspecified drug disorder (e.g., heart attack) 
is reported only once in the ED category. 



 

 

Inpatient Report acute and nonacute inpatient discharges, including inpatient 
detoxification, from either a hospital or a treatment facility. To identify acute and 
nonacute inpatient discharges: 

1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set).  
2. Identify the discharge date for the stay. 

Report in the appropriate diagnosis categories based on the diagnosis codes on 
the discharge claim (do not report discharges that do not include one of these 
diagnosis codes): 

• Alcohol disorder (Alcohol Disorders Value Set). 
• Opioid disorder (Opioid Disorders Value Set). 
• Other or unspecified drug disorders (Other Drug Disorders Value Set). 

Intensive  
out-patient  
and partial 
hospitalization 

Report intensive outpatient and partial hospitalization claims/encounters. Any of 
the following meet criteria: 

• IAD Stand Alone IOP/PH Value Set. 
• Visit Setting Unspecified Value Set with Partial Hospitalization POS 

Value Set. 
• Visit Setting Unspecified Value Set with Community Mental Health 

Center POS Value Set, where the organization can confirm that the visit 
was in an intensive outpatient or partial hospitalization setting (this POS 
code can be used in settings other than intensive outpatient and partial 
hospitalization). 

Report in the appropriate diagnosis categories based on the diagnosis codes 
for the service (do not report services that do not include one of these diagnosis 
codes): 

• Alcohol disorder (Alcohol Disorders Value Set). 
• Opioid disorder (Opioid Disorders Value Set). 
• Other or unspecified drug disorders (Other Drug Disorders Value Set). 

Note: Report only in-person services in the Intensive outpatient and partial 
hospitalization category. Exclude all services billed with a telehealth modifier 
(Telehealth Modifier Value Set) or billed with a telehealth POS code (Telehealth 
POS Value Set) from the Intensive Outpatient and Partial Hospitalization category. 

Outpatient or 
medication 
treatment  

Report outpatient or medication treatment. Any of the following meet criteria: 
• IAD Stand Alone Outpatient Value Set. 
• Observation Value Set. 
• Visit Setting Unspecified Value Set with Outpatient POS Value Set. 
• Visit Setting Unspecified Value Set with Non-residential Substance 

Abuse Treatment Facility POS Value Set.   
• Visit Setting Unspecified Value Set with Community Mental Health 

Center POS Value Set, where the organization can confirm that the visit 
was in an outpatient setting (this POS code can be used in settings other 
than outpatient). 

• OUD Weekly Non Drug Service Value Set. 
• OUD Monthly Office Based Treatment Value Set. 



 

 

• OUD Weekly Drug Treatment Service Value Set. 
• Medication treatment (AOD Medication Treatment Value Set). 
• An ambulatory medication treatment dispensing event (Alcohol Use 

Disorder Treatment Medications List; Opioid Use Disorder Treatment 
Medications List). 

Report in the appropriate diagnosis categories based on the diagnosis codes 
for the service (do not report services that do not include one of these diagnosis 
codes). For ambulatory medication treatment dispensing events, report in the 
diagnosis category identified by the medication list name.  

• Alcohol disorder (Alcohol Disorders Value Set). 
• Opioid disorder (Opioid Disorders Value Set). 
• Other or unspecified drug disorders (Other Drug Disorders Value Set).  

Do not include observation visits that result in an inpatient stay (Inpatient Stay 
Value Set).  
Note: Report only in-person services in the Outpatient category. Exclude all 
services billed with a telehealth modifier (Telehealth Modifier Value Set) or billed 
with a telehealth POS code (Telehealth POS Value Set) from the Outpatient 
category. 

Alcohol Use Disorder Treatment Medications 

Description Prescription 
Aldehyde dehydrogenase inhibitor • Disulfiram (oral) 
Antagonist • Naltrexone (oral and injectable) 
Other • Acamprosate (oral; delayed-release tablet) 

Opioid Use Disorder Treatment Medications 

Description Prescription 
Antagonist • Naltrexone (oral and injectable) 
Partial agonist • Buprenorphine (sublingual tablet, injection and implant) 

• Buprenorphine/naloxone (sublingual tablet, buccal film, sublingual film) 
 
 

ED Report ED. Any of the following meets criteria: 
• ED Value Set. 
• Visit Setting Unspecified Value Set with ED POS Value Set. 
• Visit Setting Unspecified Value Set with Community Mental Health 

Center POS Value Set, where the organization can confirm that the visit 
was in an ED setting (this POS code can be used in settings other than 
the ED). 

Report in the appropriate diagnosis categories based on the diagnosis codes or 
the service claim (do not report services that do not include one of these 
diagnosis codes): 
 

 



 

 

 • Alcohol disorder (Alcohol Disorders Value Set). 
• Opioid disorder (Opioid Disorders Value Set). 
• Other or unspecified drug disorders (Other Drug Disorders Value Set). 

Do not include ED visits that result in an inpatient stay (Inpatient Stay Value 
Set).  
Note: Report only in-person services in the ED category. Exclude all services billed 
with a telehealth modifier (Telehealth Modifier Value Set) or billed with a telehealth 
POS code (Telehealth POS Value Set) from the ED category. 

Telehealth Report telehealth. Any of the following meet criteria: 
• Telephone Visits Value Set. 
• Online Assessments Value Set. 
• IAD Stand Alone Outpatient Value Set with (Telehealth Modifier Value 

Set; Telehealth POS Value Set). 
• Visit Setting Unspecified Value Set with (Telehealth Modifier Value Set; 

Telehealth POS Value Set). 

Report in the appropriate diagnosis categories based on the diagnosis codes 
for the service (do not report services that do not include one of these diagnosis 
codes): 

• Alcohol disorder (Alcohol Disorders Value Set). 
• Opioid disorder (Opioid Disorders Value Set). 
• Other or unspecified drug disorders (Other Drug Disorders Value Set). 

Note 

• Supplemental data may not be used for this measure. 

 



 

 

Table IAD-1/2/3: Identification of Alcohol and Other Drug Services 

Member Months 
Age Male Female Total 

0-12    

13-17    

18-24    

25-34    

35-64    

65+    

Unknown    

Total    
 
 

Diagnosis Age Sex 
Any Service Inpatient 

Intensive 
Outpatient/Partial 

Hospitalization 

Outpatient/ 
Medication 
Treatment  ED Telehealth 

Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent 

Alcohol 

0-12 
Male              
Female             
Total             

13-17 
Male              
Female             
Total             

18-24 
Male              
Female             
Total             

25-34 
Male              
Female             
Total             



 

 

Diagnosis Age Sex 
Any Service Inpatient 

Intensive 
Outpatient/Partial 

Hospitalization 

Outpatient/ 
Medication 
Treatment  ED Telehealth 

Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent 

35-64 
Male              
Female             
Total             

65+ 
Male              
Female             
Total             

Un-
known 

Male              
Female             
Total             

Total 
Male              
Female             
Total             

Opioid 

0-12 
Male              
Female             
Total             

13-17 
Male              
Female             
Total             

18-24 
Male              
Female             
Total             

25-34 
Male              
Female             
Total             



 

 

Diagnosis Age Sex 
Any Service Inpatient 

Intensive 
Outpatient/Partial 

Hospitalization 

Outpatient/ 
Medication 
Treatment  ED Telehealth 

Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent 

35-64 
Male              
Female             
Total             

65+ 
Male              
Female             
Total             

Un-
known 

Male              
Female             
Total             

Total 
Male              
Female             
Total             

Other 

0-12 
Male              
Female             
Total             

13-17 
Male              
Female             
Total             

18-24 
Male              
Female             
Total             

25-34 
Male              
Female             
Total             



 

 

Diagnosis Age Sex 
Any Service Inpatient 

Intensive 
Outpatient/Partial 

Hospitalization 

Outpatient/ 
Medication 
Treatment  ED Telehealth 

Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent 

35-64 
Male              
Female             
Total             

65+ 
Male              
Female             
Total             

Un-
known 

Male              
Female             
Total             

Total 
Male              
Female             
Total             

Total 

0-12 
Male              
Female             
Total             

13-17 
Male              
Female             
Total             

18-24 
Male              
Female             
Total             

25-34 
Male              
Female             
Total             



 

 

Diagnosis Age Sex 
Any Service Inpatient 

Intensive 
Outpatient/Partial 

Hospitalization 

Outpatient/ 
Medication 
Treatment  ED Telehealth 

Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent 

35-64 
Male              
Female             
Total             

65+ 
Male              
Female             
Total             

Un-
known 

Male              
Female             
Total             

Total 
Male              
Female             
Total             

 
 
 
 



 

 

[Proposed] Diagnosed Substance Use-Related Disorders (IAD) 

SUMMARY OF CHANGES TO HEDIS MY 2022 
• Revised measure’s name from Identification of Alcohol and Other Drug Use Services to Diagnosed 

Substance Use-Related Disorders 
• Revised the measure’s structure from Utilization to Diagnosed Prevalence. 
• Revised measure guidance to follow guidelines for Effectiveness of Care measures 
• Updated the calculation method of the percentage rate (using member-months) to a member-based 

calculation. 
• Removed procedure codes from the numerator criteria. 
• Removed the service setting stratifications. 
• Collapsed age stratifications to report three age groups and a total group: “13-17”, “18-64”, “65 and 

older”, and “Total”. 
• Revised the Rules for Allowable Adjustments section. 

Description  

The percentage of members 13 years of age and older who were diagnosed with a substance use 
disorder during the measurement year. Four rates are reported: 

1. The percentage of members diagnosed with an alcohol disorder 

2. The percentage of members diagnosed with an opioid disorder 

3. The percentage of members diagnosed with a disorder for other or unspecified drugs 

4. The percentage of members diagnosed with any substance use disorder 

Eligible Population  

 

Product lines Commercial, Medicaid, Medicare (report each product line separately). 

Age 13 and older as of December 31 of the measurement year.  

Report three age stratifications and a total rate. The total is the sum of the age 
stratifications. 

• 13-17 
• 18–64 years. 
• 65 years and older. 
• Total. 

The total is the sum of the age stratifications. 

Continuous 
enrollment 

The measurement year.  

  



 

 

Allowable gap  Members who have had no more than one gap in enrollment of up to 45 days 
during the measurement year. To determine continuous enrollment for a 
Medicaid member for whom enrollment is verified monthly, the member may not 
have more than a 1-month gap in coverage (i.e., a member whose coverage 
lapses for 2 months [60 days] is not considered continuously enrolled). 

Anchor date None. 

Benefit Chemical dependency and pharmacy. 

Event/diagnosis None. 

Administrative Specification 

Denominator The eligible population. 

Numerator  

Categorizing 
diagnoses 

For members who had more than one claim on different dates of service with  
different diagnosis categories (alcohol, opioid, other drug), count only the first 
encounter in each diagnosis category and report the member in the respective 
age and diagnosis category as of the date of service or discharge. For example, 
if a member had a visit with an alcohol use disorder on January 5 and a visit with 
an opioid use disorder on March 5, report the member in the alcohol and opioid 
use disorder indicators.  

For members who had more than one diagnosis category for their first encounter 
in the year, report the member in all applicable diagnosis categories. For 
example, if the first visit in the year includes an alcohol and an opioid use 
disorder, report the member in both the Alcohol and Opioid diagnosis indicators.  

For members who had more than one substance use disorder claim in the same 
diagnosis category during the measurement year, count only the first claim in 
each indicator. 

The “Any Substance Use Disorder” indicator is not a sum of all diagnoses. 
Report members with multiple diagnoses only once in the Any diagnosis 
indicator. 

Alcohol Use 
Disorder 

Members who had an alcohol disorder diagnosis (Alcohol Disorders Value Set) 
or were dispensed medication for an alcohol disorder (Alcohol Use Disorder 
Treatment Medications List) during the measurement year. 

Opioid Use 
Disorder 

Members who had an opioid disorder diagnosis (Opioid Disorders Value Set) or 
were dispensed medication for an opioid disorder (Opioid Use Disorder 
Treatment Medications List) during the measurement year. 

Other Drug Use 
Disorder 

Members who had a diagnosis for other or unspecified drug use disorder during 
the measurement year (Other Drug Disorders Value Set).  

Any Substance 
Use Disorder 

Members who had any substance use disorder diagnosis or who were 
dispensed a medication for substance use disorder during the measure year. 
Any of the following meet criteria: 

• Alcohol Disorders Value Set. 
• Alcohol Use Disorder Treatment Medications List. 



 

 

• Opioid Disorders Value Set. 
• Opioid Use Disorder Treatment Medications List. 
• Other Drug Disorders Value Set. 

This indicator is not a sum of the alcohol, opioid, and other drug use disorder. 
Count a member with multiple substance use disorders only once in the “Any 
Substance Use Disorder” indicator.  

Alcohol Use Disorder Treatment Medications 

Description Prescription 
Aldehyde dehydrogenase inhibitor • Disulfiram (oral) 

Antagonist • Naltrexone (oral and injectable) 

Other • Acamprosate (oral; delayed-release tablet) 

Opioid Use Disorder Treatment Medications 

Description Prescription 
Antagonist • Naltrexone (oral and injectable) 

Partial agonist • Buprenorphine (sublingual tablet, injection and implant) 
• Buprenorphine/naloxone (sublingual tablet, buccal film, sublingual film) 

Note 

• For members in the “Other Drug Use Disorder” indicator, medication treatment does not meet 
numerator criteria.  

• Methadone is not included in the medication lists for this measure. Methadone for opioid use disorder 
is only administered or dispensed by federally certified opioid treatment programs and does not show 
up in pharmacy claims data. A pharmacy claim for methadone would be more indicative of treatment 
for pain than treatment for an opioid use disorder; therefore they are not included in the medication 
lists. 

Data Elements for Reporting  

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table IAD-1/2/3: Data Elements for Identification of Alcohol and Other Drug Services  

 Administrative 
Measurement year  

Eligible population  For each age stratification and total 

Numerator events by administrative data Each of the four rates for each age 
stratification and total 

Reported rate Each of the four rates for each age 
stratification and total 

 



 

 

Identification of Alcohol and Other Drug Services (IAD) and  
Initiation and Engagement of Alcohol and Other Drug Abuse or 

Dependence Treatment (IET) 
Measure Workup  

Topic Overview 

The HEDIS measure Identification of Alcohol and Other Drug Services (IAD) describes the percentage of 
members diagnosed with an alcohol, opioid or other drug disorder in the year. The measure provides 
information on the diagnosed prevalence of substance use disorders (SUD) in a health plan’s population—
adding insight into the potential underdiagnosis of SUD and the approximate population size assessed by 
SUD quality measures. 

Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment (IET) assesses the 
degree to which members with an SUD initiate and engage in treatment. The measure provides health plan-
level data related to access of SUD treatment, both at an aggregate level and across different SUD 
diagnoses (opioid use disorder [OUD], alcohol use disorder [AUD], other drug use disorders). Plans may use 
this data to target education and outreach efforts and strengthen patient access to care. 

Prevalence and Importance 

Prevalence In 2018, 20.3 million individuals in the U.S. 12 years of age or older (approximately 
7.4% of the population) were classified as having an SUD within the past year 
(SAMHSA, 2019). SUD is characterized as impairment caused by recurrent use of 
alcohol or other drugs (or both), which may include health problems, disability and 
failure to meet major responsibilities (e.g., at work, school or home) (SAMHSA, 
2019). Commonly misused substances include alcohol, illicit drugs, marijuana, 
prescription pain relievers, cocaine, methamphetamine, heroin and stimulants 
(SAMHSA, 2019). SUDs can be mild, moderate or severe, according to the 
Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) 
(SAMHSA, 2015).  

The number of Americans classified with an SUD remained relatively steady from 
2015–2018 (22.7 million-20.3 million) (SAMHSA 2016; SAMHSA 2019).  

According to the National Survey on Drug Use and Health (NSDUH), in 2018, 14.8 
million individuals over 12 years of age were classified with AOD (SAMHSA, 
2019). One in 10 deaths among working adults in the U.S. is due to alcohol misuse 
(HHS, 2016).  

In 2018, 2.0 million people were classified as having an OUD, which includes two 
categories of drugs: heroin and prescription pain relievers (SAMHSA, 2019). In 
2017, drug overdose accounted for more than 70,200 deaths in the U.S. 67.8% 
were related to opioid use (NIDA, 2018b).  

Other drug use disorders include marijuana, tranquilizer, stimulant, cocaine and 
methamphetamine use disorders. In 2018, 8.1 million individuals over 12 years 
were classified with an illicit drug use disorder (SAMHSA, 2019). Of the 20.3 
million individuals with an SUD in the U.S., marijuana represents the most 
common illicit drug use disorder (4.4 million individuals) (SAMHSA, 2019).  

An estimated 2.7 million people had both an AUD and an illicit drug use disorder in 
the past year, representing about 1 out of 8 persons who had an SUD in the past 
year (SAMHSA, 2018a). 



  

  

Of the 20.3 million people 12 years and older with an SUD in 2018, 3.7 million 
received any substance use treatment in the past year; 2.4 million of these 
received treatment in a specialty SUD program (SAMHSA, 2019). 5.5% of adults 
who felt they needed SUD treatment did not receive it (SAMHSA, 2018a). The 
most common reasons for not receiving SUD treatment among those who 
identified a need for treatment were related to being unready to discontinue drug 
use and lacking health care coverage to afford SUD treatment (SAMHSA, 2018a).  

Severity and 
comorbidities 

With the release of the DSM-5, the American Psychiatric Association collapsed the 
abuse and dependence designations into a single SUD severity index (mild, 
moderate, severe) (Kopak, 2014). Mild SUDs often respond to brief motivational 
interventions and supportive monitoring (SAMHSA & Office of the Surgeon General, 
2016). In contrast, severe, complex and chronic SUDs often require specialty 
treatment and continued post-treatment support to achieve full remission and 
recovery (SAMHSA & Office of the Surgeon General, 2016). 

SUD severity is further complicated by comorbidity with other conditions. 
Comorbidity with mental health conditions is common in the SUD population and 
the presence of co-occurring conditions increases severity and complicates 
recovery (Quello, 2005; Kelly, 2013; Lai, 2015). Findings from NSDUH indicate that 
in 2018, about 47.7% of adults (9.2 million) with an SUD had a co-occurring mental 
illness (any mental illness or serious mental illness) (SAMHSA, 2019). Although 
there are fewer studies among adolescents, past research suggests that over 60% 
of adolescents in community-based SUD treatment programs meet diagnostic 
criteria for another mental illness (Hser et al., 2001). Narrowing mental illness to 
major depressive episode (MDE) alone, data from the 2018 NSDUH report indicates 
that about 44% of adolescents 12–17 with an SUD have a co-occurring MDE (1.5% 
of the adolescent population) (SAMHSA, 2019). 

Research continues to highlight the need for targeted treatment for individuals with 
polysubstance use disorder (poly SUD). Individuals with poly SUD are more likely 
to exhibit health complications and utilize high-intensity services such as 
psychiatric inpatient care and residential and rehabilitative treatment (Jeffirs, 2019; 
Bhalla, 2017). In a recent study analyzing veterans living with SUDs, about 2.7% 
of veterans lived with 4 or more SUDs and approximately 24% lived with 2–3 
SUDs (Bhalla, 2017). Studies find that multiple SUDS are more prevalent among 
males, African Americans, Native Americans, Whites and younger adults 
(McCabe, 2017).  

The National Epidemiologic Survey on Alcohol and Related Conditions found that 
the majority of past-year non-alcohol SUDs were accompanied by at least one co-
occurring SUD, ranging from about 56.8% for prescription OUD to 97.5% for 
hallucinogen use disorder (Hasin, 2016; McCAbe, 2017). One study indicated that 
approximately 12% of study participants had a high-moderate prevalence of SUDs 
for tobacco, alcohol and cannabis, while 4.3% of members had a high prevalence 
of SUDs for tobacco, opioids and cocaine (John, 2018). 

It is estimated that roughly 64% of cocaine users also engage in illicit cannabis 
use, while concurrent alcohol use among cocaine users is 77% (Liu, 2018).  

 

 



 

 

Health 
importance 

Individuals with SUD are at increased risk of overdose, injury, soft tissue infections 
and mortality (Bahorik, 2017). Treatment of medical problems caused by SUD and 
mental health comorbidities places a significant burden on the health care system, 
but interventions may help diminish the social and economic impact (SAMHSA, 
2013; HHS, 2016). 

Guidelines recommend that individuals with SUD receive patient-centered and 
timely follow-up care to reduce negative health outcomes, such as disengagement 
from the health care system and substance use relapse (Appendix). Many 
traditional forms of SUD treatment (e.g., methadone maintenance, therapeutic 
communities, outpatient drug-free treatment) have been shown to be effective. 
Benefits typically extend beyond reduction of substance misuse to reduced crime, 
reduced risk of infectious diseases and improved patient function (Pew, 2016). 

The primary goals of SUD treatment are abstinence, relapse prevention, 
rehabilitation and recovery (NIDA, 2018a). Individuals who receive timely follow-up 
care may be more likely to complete treatment or receive more days of treatment 
than those who leave care prematurely (Proctor & Herschman, 2014).  

Evidence Related to Outcomes 

Evidence 
supporting 
engagement of 
treatment 

Engaging in treatment is an intermediate step between initially accessing care and 
completing a full course of treatment. Several studies have explored the 
association between key outcomes (e.g., mortality, criminal justice involvement, 
addiction severity) and initiation, engagement and continuation of SUD treatment. 
In a study of VA beneficiaries with SUD, both initiation and engagement in 
treatment were associated with decreased odds of both 12- and 24-month 
mortality (Paddock, et al., 2017). In another study of VA beneficiaries, individuals 
with both SUD and co-occurring mental health conditions who engaged in 
treatment (defined as the Initiation and Engagement “engagement” numerator) and 
in ongoing continuity of care (defined as at least one visit per quarter over the 
measurement year) had lower odds of mortality at both 12 and 24 months 
(Watkins, et al., 2016).  

Decreased odds of mortality at both 12 and 24 months were also observed in 
another study of VA beneficiaries with SUD who engaged in ongoing continuity of 
care (quarterly visits over a year) (Watkins, et al., 2017). A cohort study among VA 
SUD program patients found that the engagement indicator of the Initiation and 
Engagement measure was modestly associated with improvement in patient 
scores on the Addiction Severity Index (Harris, et al., 2010). In a study of adult 
clients treated in publicly funded state SUD outpatient programs, engagement in 
SUD treatment (defined as the Initiation and Engagement “engagement” 
numerator) was associated with lower risk of criminal justice involvement 
(subsequent arrest and incarceration) (Garnick, et al., 2007),  

Research shows that treatment reduces drug use, improves health outcomes, 
improves job performance, reduces involvement with the criminal justice system, 
reduces family dysfunction and mortality and improves quality of life (Frederic, 
2010; SAMHSA, 2006; Garnick et al., 2007, Watkins et al., 2017).  

 

 

 



  

  

For individuals with co-occurring SUD and mental illness, evidence is lacking on 
an ideal approach to treatment (Antai-Ontong et al., 2016; Hunt et al., 2014). 
Literature suggests that although no single intervention has been shown to be 
consistently superior over another, individuals with co-occurring SMI require 
additional attention and consideration. Effective treatment includes a combination 
of medication and addiction-based psychosocial interventions, with an emphasis 
on patient retention and ongoing monitoring (Cockford and Addington, 2017).  

Treatment 
options 

Psychosocial care is regarded as standard treatment for SUD: addiction-focused 
counseling, comprehensive treatment programs that include counseling, cognitive 
behavioral therapy, other psychosocial therapies, social supports and mutual help 
groups (Appendix).  

Medication-assisted treatment (MAT) is defined as the use of medications to treat 
SUDs in conjunction with psychosocial interventions (e.g., behavioral therapy) 
(SAMHSA, 2016). The majority of guidelines recommend FDA-approved 
medications for AUD and OUD (Appendix). Table 1 includes a complete list of 
medications used for pharmacotherapy, stratified by substance dependency.  

According to a systematic review, MAT is typically categorized by intended use for 
AUD or OUD and specified by treatment stage (assessment, management, 
detoxification, maintenance) (Pietras et al., 2015).  

Pharmacotherapy for AUD can be prescribed by any treatment provider. 
Pharmacotherapy for OUD is more regulated (specifically, methadone and 
buprenorphine). Methadone is only dispensed in federally approved Opioid 
Treatment Programs (OTP) that provide comprehensive treatment services, 
including psychotherapy, for individuals with SUD (ASAM, 2014). Buprenorphine 
can be administered and prescribed in OTPs, as well as by any licensed physician 
in an office setting who has a waiver from the Substance Abuse and Mental Health 
Services Administration (SAMHSA) (Alderks, 2017; ASAM, 2014; SAMHSA, 
2016).  

Some guidelines still recommend the use of pharmacotherapy in conjunction with 
psychosocial care. Newer guidelines, such as the 2020 American Society for 
Addiction Medicine OUD guideline Focused Update (Kampman & Freedman, 
2020), as well as a growing body of evidence, recommend pharmacotherapy as an 
effective sole treatment modality for individuals with AUD and OUD (Mattick, 2009; 
Carroll, 2016; Dugosh, 2016). 

The majority of the clinical practice guideline recommendations are consensus-
based.  

 
  



 

 

Table 1: Guideline-Recommended and FDA-Approved Pharmacotherapy for Use in Treatment of Alcohol and Opioid 
Use Disorders 

Alcohol Use Disorder Treatment Medications 

Description Prescription 
Aldehyde dehydrogenase inhibitor • Disulfiram (oral) 
Antagonist • Naltrexone (oral and injectable) 
Other • Acamprosate (oral; delayed-release tablet) 

Opioid Use Disorder Treatment Medications 

Description Prescription 
Antagonist • Naltrexone (oral and injectable) 

Partial agonist • Buprenorphine (sublingual tablet, injection, implant) 
• Buprenorphine/naloxone (sublingual tablet, buccal film, sublingual film) 

Gap in Quality of Care and Disparities 

Health care 
disparities 

Illicit drug use in 2017 varied by educational status. While the rate of illicit drug use 
in the past year among adults 18 or older saw little variation by educational status, 
adults who graduated from college were more likely to have tried illicit drugs in their 
lifetime, compared with adults who had not completed high school (53.7% vs. 
39.0%) (SAMHSA, 2018b). However, the rate of illicit drug use “in the past year” 
among adults who had not completed high school increased from 16.1% in 2016 to 
17% in 2017 (SAMSHA, 2018b). 

In 2017, the rate of illicit drug use among persons 12 years of age or older differed 
by race and ethnicity. Non-Hispanic or Latino persons had higher rates of illicit drug 
use than Hispanic or Latino persons (19.3% compared to 17.5%) (SAMHSA, 2018b). 
Among non-Hispanic or Latino persons, American Indian/Alaskan Natives had the 
highest rate of illicit drug use (29.3%) compared to Blacks (20.5%), Whites (19.7%), 
Native Hawaiian/Other Pacific Islanders (12.7%) and Asians (9.5%) in the past year 
(SAMSHA, 2018b).  

The Centers for Medicare & Medicaid Services Office of Minority Health, in 
collaboration with the RAND Corporation, releases the Racial and Ethnic Disparities 
in Health Care in Medicare Advantage report each year to highlight disparities in 
national health care quality (CMS, 2018). The report includes data on Medicare 
beneficiaries collected through clinical care measures and patient experience 
measures, including IET. Clinical care data is reported for Medicare Advantage 
beneficiaries via medical records and insurance claims for hospitalizations, medical 
office visits and procedures. In 2016, IET results indicated that Asians or Pacific 
Islanders and Hispanics initiated treatment within 14 days of a new episode and 
diagnosis of SUD less frequently than Whites (CMS, 2018). Overall, 19.2% of Asians 
or Pacific Islanders, 18.2% of Hispanics and 29.5% of Whites initiated appropriate 
treatment (CMS, 2018). 

 

 

 



  

  

In 2014, Asian or Pacific Islander patients and Hispanic patients with a new episode 
of SUD and who initiated treatment were less likely than White patients to have had 
two or more additional services within 30 days of the initiation visit. Overall, 1.6% of 
Asian and Pacific Islanders,1.9% of Hispanic and 2.2% of Whites had two or more 
additional services for their new diagnosis of SUD after initiation of treatment (CMS, 
2018). Conversely, Blacks (27.0%) were more likely than Whites (26.1%) to initiate 
treatment within 14 days of an SUD diagnosis (CMS, 2018). However, Blacks (1.9%) 
were less likely than Whites (2.2%) to engage in treatment (i.e., two or more 
additional services with a diagnosis of SUD within 30 days of the initiation of 
treatment), according to 2014 findings (CMS, 2018).  

Currently, SUD is underreported in administrative data (Fairman, 2017; Thomas, 
2018). One study found that 1% of emergency department (ED) patients received a 
diagnosis of SUD recorded in administrative ED records, while 27% of ED patients 
needed treatment based on a separate assessment of substance use and toxicology 
(Rockett, 2003). Underreporting can occur due to stigma, reimbursement policies 
and confidentiality concerns (Fairman, 2017). 

Gaps in care Data from the most recent NSDUH highlights common reasons why individuals with 
an SUD do not access treatment: 40% said that they were not ready to stop using 
and 30% indicated that they did not have health care coverage or could not incur the 
expense of treatment (SAMHSA, 2018). Other frequently cited reasons for not 
receiving treatment included fear that SUD treatment could have a negative effect on 
their employment (20%), fear of stigma (17%), the feeling that they could self-treat 
their diagnosis (13%) and not knowing where to go for treatment (11%) (SAMHSA, 
2018). 

Because individuals who use substances are more likely to seek ED care than 
nonusers, the ED presents an opportunity for initiation and engagement in treatment 
(Blow, 2010). One study found that with ED-initiated buprenorphine and a brief 
negotiation interview (BNI), almost 80% of patients accessed OUD treatment within 
30 days, compared to 37% with referral only or 45% with a BNI and facilitated 
referral (D’Onofrio, 2015). Despite the promising results, literature suggests that 
even referrals from the ED to SUD treatment programs are uncommon (Samuels, 
2016). 

Although evidence-based and guideline-supported, pharmacotherapy for AUD and 
OUD is an underutilized treatment option. Studies estimate that fewer than 14% of 
individuals with AUD receive pharmacotherapy (Williams, 2019). Identified barriers to 
the use of AUD pharmacotherapy include lack of provider education on prescribing 
and stigma and bias against pharmacotherapy as a treatment modality (Williams, 
2018). Literature suggests that fewer than 40% of U.S. residents over 12 years of 
age with an OUD diagnosis receive pharmacotherapy (Volkow, 2014). Identified 
impediments to the use of OUD pharmacotherapy include gaps between treatment 
need and provider capacity, insurance coverage and reimbursement, stigma and 
bias against pharmacotherapy use and access to providers and treatment facilities 
(Jones, 2015; ASAM, 2016). 

 

 

 



 

 

While evidence underscores the benefits of integrated mental health and SUD 
treatment for those living with co-occurring SUD and mental health conditions, gaps 
in care persist. National surveys indicate that in 2018, 9.2 million adults lived with 
both a mental illness and an SUD diagnosis, yet more than 90% of these individuals 
did not receive services for both conditions (SAMHSA, 2019a). Literature shows that 
although dual-diagnosis treatments are effective in improving care outcomes, basic 
interventions such as training staff in dual-diagnosis care and developing a phased 
approach to treatment are rarely integrated into mental health programs (SAMHSA, 
2009). The 2018 National Mental Health Services Survey found that only 46% of 
mental health service facilities provided treatment for individuals with co-occurring 
conditions, despite the fact that the proportion of individuals with co-occurring 
conditions had increased in recent years (SAMHSA, 2019b). 

Financial Impact  

Total overall costs of substance misuse and SUDs in the U.S., including loss of work productivity, direct 
health care expenditures and crime-related costs, exceeds $400 billion annually (NIDA, 2017). Conservative 
estimates suggest that for every dollar invested in addiction treatment programs, between $4 and $7 are 
directly returned in decreased drug-related crime, criminal justice costs and theft (NIDA, 2018c). 

Using NSDUH data from 2009–2013, annual hospitalization costs were estimated to be $1,122 per person 
among those with an AUD (17.6 million people) and $2,783 per person among those with an SUD involving 
another illicit drug (3.5 million people) (Gryczynski et al., 2016). In 2011, Medicaid readmissions for alcohol-
related disorders and substance-related disorders cost $141 million and $103 million, respectively (Hines, et 
al., 2014). 
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Appendix A: Specific Guideline Recommendations 
 

Organization 
& Year Guideline Summary Guideline Citation Guideline Rating 

APA 2006 • Patients require long-term treatment [I] 
• Treatment should be intensified during periods when patients 

are at a high risk of relapsing [I]  
• Outpatient treatment is appropriate when patients do not 

require a more intensive level of care [I]. A comprehensive 
approach is optimal (i.e., psychotherapeutic and 
pharmacological interventions in conjunction with behavioral 
monitoring) [I] 

• Naltrexone, injectable naltrexone, acamprosate, a γ-
aminobutyric acid (GABA) are recommended for patients 
with alcohol dependence [I]. Disulfiram is also 
recommended for patients with alcohol dependence [II].  

• Methadone and buprenorphine are recommended for 
patients with opioid dependence [I]. Naltrexone is an 
alternative strategy [I].  

Kleber HD, et al. (2018). 
Treatment of patients with 
substance use disorders, 
second edition. American 
Journal of Psychiatry, 
164(4),1–276. 

[I] Recommended with substantial clinical 
confidence. 
[II] Recommended with moderate clinical 
confidence. 

APA 2018 • Patients with alcohol use disorder should have a documented 
comprehensive and person-centered treatment plan that 
includes evidence-based nonpharmacological and 
pharmacological treatments. [1C] 

• Naltrexone or acamprosate be offered to patients with 
moderate to severe alcohol use disorder who have a goal 
of reducing alcohol consumption or achieving abstinence, 
prefer pharmacotherapy or have not responded to 
nonpharmacological treatments alone, and have no 
contraindications to the use of these medications. [1B] 

• Disulfiram should be offered to patients with moderate to 
severe alcohol use disorder who have a goal of achieving 
abstinence, prefer disulfiram or are intolerant to or have not 
responded to naltrexone and acamprosate, are capable of 
understanding the risks of alcohol consumption while taking 
disulfiram, and have no contraindications to the use of this 
medication. [2C] 

Reus, V. et al. (2018). Practice 
Guideline for the 
Pharmacological Treatment of 
Patients with Alcohol Use 
Disorder. American Journal of 
Psychiatry, 175(1), 86-90. 
doi:10.1176/appi.ajp.2017.175
0101  

[1] Recommend with confidence that the 
benefits of the intervention clearly outweigh 
harms. 
[2] Suggests the that although the benefits of 
the statement are still viewed as outweighing 
the harms, the balance of benefits and harms 
is more difficult to judge, or either the benefits 
or the harms may be less clear. With a 
suggestion, patient values and preferences 
may be more variable, and this can influence 
the clinical decision that is ultimately made. 
[A] High confidence that the evidence reflects 
the true effect. Further research is very 
unlikely to change our confidence in the 
estimate of effect.  
 
 



  

  

• “Topiramate or gabapentin be offered to patients with moderate 
to severe alcohol use disorder who have a goal of reducing 
alcohol consumption or achieving abstinence, prefer topiramate 
or gabapentin or are intolerant to or have not responded to 
naltrexone and acamprosate, and have no contraindications to 
the use of these medications. [2C] 

[B] Moderate confidence that the evidence 
reflects the true effect. Further research may 
change our confidence in the estimate of effect 
and may change the estimate.  
[C] Low confidence that the evidence reflects 
the true effect. Further research is likely to 
change our confidence in the estimate of effect 
and is likely to change the estimate.  

ASAM 2020 • All FDA approved medications for the treatment of opioid use 
disorder should be available to all patients. Clinicians should 
consider the patient’s preferences, past treatment history, 
current state of illness, and treatment setting when deciding 
between the use of methadone, buprenorphine, and 
naltrexone. 

• There is no recommended time limit for pharmacological 
treatment 

• Patients’ psychosocial needs should be assessed, and patients 
should be offered or referred to psychosocial treatment based 
on their individual needs. However, a patient’s decision to 
decline psychosocial treatment or the absence of available 
psychosocial treatment should not preclude or delay 
pharmacotherapy, with appropriate medication management. 
Motivational interviewing or enhancement can be used to  
encourage patients to engage in psychosocial treatment 
services appropriate for addressing individual needs. 

Kampman, K., Freedman, K. 
(2020). American Society of 
Addiction Medicine (ASAM) 
National Practice Guideline for 
the Treatment of Opioid Use 
Disorder: 2020 Focused 
Update. Journal of Addiction 
Medicine; 14, no. 2S: 1–91, 
https://doi.org/10.1097/ADM.00
00000000000633. 

The methods used to search the literature and 
subsequently develop guideline statements 
were consistent with the RAM methodology 
employed for the 2015 publication. Criteria for 
inclusion in the focused update included new 
evidence and guidelines that were considered 
a) clinically meaningful and applicable to a 
broad range of clinicians treating addiction 
involving opioid use, and b) urgently needed to 
ensure the guideline reflects the current state 
of the science for the existing 
recommendations, aligns with other relevant 
practice guidelines, and reflects newly 
approved medications and formulations. 
Relevant evidence and current practices not 
meeting these criteria will be reviewed and 
incorporated into the full update as 
appropriate. 

ASAM 2015 • Methadone and buprenorphine are recommended for opioid 
use disorder treatment and withdrawal management. 

• Naltrexone (oral; extended-release injectable) is recommended 
for relapse prevention. 

Kampman, K., Jarvis, M. 
(2015). American Society of 
Addiction Medicine (ASAM) 
National Practice Guideline for 
the Use of Medications in the 
Treatment of Addiction 
Involving Opioid Use. Journal 
of Addiction Medicine; 9(5): 
358–367. DOI: 
10.1097/ADM.0000000000000
166. 

All statements required to meet criteria for 
both appropriateness and necessity as defined 
by expert group.  
Appropriateness was defined as “a statement, 
procedure or treatment is considered to be 
appropriate if the expected health benefit) e.g. 
increased life expectancy, relief of pain, 
reduction in anxiety, improved functional 
capacity) exceeds the expected negative 
consequences (e.g. mortality, morbidity, 
anxiety, pain) by a sufficiently wide margin that 
the procedure is worth doing, exclusive of 
cost.” 



 

 

A statement was considered necessary when 
all the following criteria were met: 

1. It would be considered improper care 
not to provide this service 

2. Reasonable chance exists that this 
procedure and/or service will benefit 
the patient 

3. The benefit to the patient is of 
significance and certainty 

Michigan 
Quality 

Improvement 
Consortium 

2015 

• Patient education and brief intervention should be conducted 
by the Primary Care Physician (PCP) or trained staff (e.g., RN, 
MSW) [A] 

• Refer patients with high risk behavior or symptoms to 
substance abuse health specialist, an addiction physician 
specialist, or a physician experienced in pharmacologic 
management of addiction. Also consider referral to community-
based services or an Employee Assistance Program [D] 

• Initiate treatment within 14 days of substance use disorder 
diagnosis 

• Frequent follow-up, i.e. 2 visits within 30 days supports 
behavior change.  

Michigan Quality Improvement 
Consortium. Screening, 
diagnosis and referral for 
substance use disorders. 
Southfield (MI): Michigan 
Quality Improvement 
Consortium; 2015 Aug. 1 p. 

[A] Randomized controlled trials 
[D] Opinion of expert panel 
 

VA/DoD 2015 • Offer referral to specialty SUD care for addiction treatment if 
based on willingness to engage. [B] 

• For patients with moderate-severe alcohol use disorder, we 
recommend: Acamprosate, Disulfiram, Naltrexone- oral or 
extended release, or Topiramate. [A] 

• Medications should be offered in combined with addiction-
focused counseling. offering one or more of the following 
interventions considering patient preference and provider 
training/competence: Behavioral Couples Therapy for alcohol 
use disorder, Cognitive Behavioral Therapy for substance use 
disorders, Community Reinforcement Approach, Motivational 
Enhancement Therapy, 12-Step Facilitation. [A] 
 
 
 

Department of Veteran Affairs, 
Department of Defense. 
(2015). VA/DoD Clinical 
Practice Guideline for the 
Management of Substance 
Use Disorders. Washington 
DC: Department of Veterans 
Affairs, Department of 
Defense. 

[A] “Strong For,” A strong recommendation 
that the clinicians provide the intervention to 
eligible patients. 
[B] “Weak For,” Recommend offering this 
option to eligible patients. 
Good evidence was found that the intervention 
improves important health outcomes and 
concludes that benefits substantially outweigh 
harm. 



  

  

 
 

• For patients with opioid use disorder we recommend 
buprenorphine/naloxone or methadone in an Opioid 
Treatment Program. For patients for whom agonist 
treatment is contraindicated, unacceptable, unavailable, or 
discontinued, we recommend extended-release injectable 
naltrexone. [A] 

• For patients initiated in an intensive phase of outpatient or 
residential treatment, recommend ongoing systematic relapse 
prevention efforts or recovery support, individualized on the 
basis of treatment response. [A] 

USPSTF 2013 • Clinicians should screen adults aged 18 years or older for 
alcohol misuse and provide brief behavioral counseling 
interventions to patients engaged in risky or hazardous 
drinking.  

Final Recommendation 
Statement: Alcohol Misuse: 
Screening and Behavioral 
Counseling Interventions in 
Primary Care. U.S. Preventive 
Services Task Force. May 
2013. 
https://www.uspreventiveservic
estaskforce.org/Page/Docume
nt/RecommendationStatement
Final/alcohol-misuse-
screening-and-behavioral-
counseling-interventions-in-
primary-care 

[B] The USPSTF recommends the service. 
There is high certainty that the net benefit is 
moderate or there is moderate certainty that 
the net benefit is moderate to substantial. 



Proposed Changes to Existing Measure for HEDIS®1 MY 2022: 
Initiation and Engagement of Alcohol and  

Other Drug Abuse or Dependence Treatment (IET) 

NCQA seeks public comment on proposed revisions to the HEDIS measure Initiation and Engagement of 
Alcohol and Other Drug Abuse or Dependence Treatment. 

NCQA believes that the proposed revisions, outlined below and supported by NCQA expert panels, will 
improve the current measure and bring it into closer alignment with current clinical practice guidelines, 
expert consensus on the treatment of substance use disorders (SUD) and user input about how the 
measure can help health plans identify and evaluate early SUD treatment for select subpopulations.   

NCQA proposes the following revisions to the IET measure for HEDIS Measurement Year 2022: 

1. Change the measure from “member-based” to “episode-based.” This change will allow multiple 
treatment episodes to be measured independently, aligning with similar HEDIS measures of early 
treatment adherence. 

2. Lengthen the negative SUD look-back period from 60 days to 180 days for defining a “new 
episode of SUD treatment.” A longer look-back period in the denominator will improve the 
measure’s validity by limiting the number of members receiving ongoing treatment who inadvertently 
fall into the denominator due to the length of time between SUD services. 

3. Remove the measure numerator requirement that psychosocial treatment accompany 
pharmacotherapy for treatment of opioid and alcohol use disorders. Updated clinical practice 
guidelines and expert consensus no longer support this requirement.  

4. Add stratification for “behavioral health complexity” (co-occurring mental health or SUD 
diagnosis) to total SUD stratification rates and total rate (not all age stratifications). Members 
with co-occurring mental health or SUD conditions are a common and complex patient population that 
has been found to initiate and engage in treatment more frequently than those without these  
co-occurring conditions. Stratification can help HEDIS users identify and evaluate early SUD 
treatment for select subpopulations.  

5. Split the current adult age stratification (18+ years of age) into 18–64 and 65+. A more granular 
assessment of early SUD treatment for younger and older adults is consistent with other HEDIS SUD 
and mental health measures.   

In addition to the revisions above, NCQA seeks feedback on the following proposed revisions: 

1. Include members 13–17 in the proposed 18–64 age stratification, given that health plans 
demonstrate limited ability to report the 13–17 stratification. 

2. Count each new episode of SUD treatment in only one SUD diagnosis cohort (principal 
diagnosis position on the index/identification claim or in the position closest to the principal position), 
in cases of dual SUD diagnosis. Currently, members with a dual SUD diagnosis on their identification 
event are included in all relevant SUD stratifications (opioid, alcohol, other drug use disorders). For 
example, for a diagnosis of both opioid use disorder (OUD) and alcohol use disorder (AUD), the 
health plan submits the denominator, numerator and performance data for the OUD stratification, the 
AUD stratification and an SUD “total.” However, both diagnoses may not be reflected on each 
subsequent treatment encounter and the validity of each stratified SUD performance rate may be 
compromised. Additionally, how the current measure collects data does not allow for systematic 
tracking of differences in treatment initiation and engagement for members with dual diagnoses.  

With the proposed addition of the “behavioral health complexity” stratification to identify individuals 
with co-occurring mental health and SUD conditions, the measure would allow each SUD treatment 
episode to contribute to only one SUD stratification.  

 
1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 



3. Remove emergency department (ED) visits or detoxification events for a diagnosis of SUD 
from the negative look-back period. In this and other HEDIS measures, ED visits and detoxification 
events are not considered comprehensive treatment but indications of acute care and stabilization 
services. This potential modification could help identify additional new episodes of SUD treatment in 
the denominator for high-risk members who previously only had acute ED visits or detoxification 
events, rather than more comprehensive SUD treatment. 

Supporting documents include draft measure specifications and evidence workup. 
 

NCQA acknowledges the contributions of the Geriatric, Behavioral Health and Technical Measurement Advisory 
Panels. 



 

 

Initiation and Engagement of Alcohol and  
Other Drug Abuse or Dependence Substance Use Disorder Treatment 

(IET) 

SUMMARY OF CHANGES TO HEDIS MY 2022 

• Removed “AOD” language and replaced with “SUD,” removed “abuse or dependence” language and 
replaced with “use disorder.” 

• Updated Intake Period to July 2 of the year prior to the measurement year -— November 14 of the 
measurement year. 

• Updated to an episode-based measure, allowing members to contribute multiple episodes within the 
measurement year; changed language to “Treatment Period” and “Treatment Period Start Date.” 

• Removed 18+ age stratification, added 18-64 and 65+ age stratifications. 
• Added Behavioral Health Complexity stratification. 
• Revised Negative SUD History in measure denominator from 60 days to 180 days. 
• Revised Continuous Enrollment criteria from 108 to 228 days. 
• Removed rule that only one of the two required criteria for the Engagement numerator could be 

satisfied by the dispensing or administration of pharmacotherapy. 
• Revised rules for SUD diagnosis stratifications. 
• Clarified members receiving hospice care are a required exclusion.  

Description 

The percentage of adolescent and adult members with a new episode of alcohol or other drug (AOD) 
abuse or dependence who received the following. The percentage of new substance use disorder (SUD) 
treatment episodes that result in treatment initiation and engagement. Two rates are reported: 

• Initiation of AOD SUD Treatment. The percentage of new SUD treatment episodes that result in 
treatment initiation members who initiate treatment through an inpatient AOD  SUD admission, 
outpatient visit, intensive outpatient encounter or partial hospitalization, telehealth or medication 
treatment within 14 days of the SUD diagnosis. 

• Engagement of AOD SUD Treatment. The percentage of new SUD treatment episodes that result 
in treatment engagement members who initiated treatment and who were engaged in ongoing 
AOD treatment within 34 days of the SUD treatment initiation visit. 

Definitions 

Intake Period January 1–November 14 July 2 of the year prior to the measurement year – 
November 14 of the measurement year. The Intake Period is used to capture 
new SUD treatment episodes of AOD abuse and dependence.  

Date of service 
for services 
billed weekly or 
monthly 

For an opioid treatment service that bills monthly or weekly (OUD Weekly Non 
Drug Service Value Set; OUD Monthly Office Based Treatment Value Set; OUD 
Weekly Drug Treatment Service Value Set), if the service includes a range of 
dates, then use the earliest date as the date of service. Use this date for all 
relevant events (the IESD Treatment Period Start Date, negative diagnosis  
SUD history and numerator events). 

 



 

 

IESD Treatment 
Period Start Date Index Episode Start Date. The earliest date of service for an eligible encounter 

during the Intake Period with a diagnosis of AOD abuse or dependence. 
An eligible encounter during the Intake Period with a diagnosis of SUD with a 
negative SUD history. 

For an outpatient, intensive outpatient, partial hospitalization, observation, 
telehealth, or ED visit (not resulting in an inpatient stay), the IESD Treatment 
Period Start Date is the date of service.  

For an inpatient stay or for detoxification that occurred during an inpatient stay, 
the IESD Treatment Period Start Date is the date of discharge.  

For detoxification (other than detoxification that occurred during an inpatient 
stay), the IESD  Treatment Period Start Date is the date of service. 

For ED, or observation visits, outpatient, intensive outpatient, partial 
hospitalization, detoxification or telehealth visits that result in an inpatient stay, 
the IESD Treatment Period Start Date is the date of the inpatient discharge (an 
AODSUD diagnosis is not required for the inpatient stay; use the diagnosis from 
the ED or observation visit outpatient, intensive outpatient, partial 
hospitalization, observation, telehealth, detoxification or ED visit to determine 
the diagnosis cohort). 

For direct transfers, the IESD Treatment Period Start Date is the discharge date 
from the last admission (an AOD SUD diagnosis is not required for the transfer; 
use the diagnosis from the initial admission to determine the diagnosis cohort). 

AUD or OUD 
medication 
dispensing 
event 

Alcohol use disorder (AUD) or opioid use disorder (OUD) pharmacotherapy 
identified using pharmacy data (Alcohol Use Disorder Treatment Medications 
List, Opioid Use Disorder Treatment Medications Listtablemedication lists). 

AUD or OUD 
medication 
administration 
event 

AUD or OUD pharmacotherapy identified using medical claims data (Naltrexone 
Injection Value Set, Buprenorphine Oral Value Set, Buprenorphine Oral Weekly 
Value Set, Buprenorphine Injection Value Set, Buprenorphine Implant Value 
Set, Buprenorphine Naloxone Value Set, Methadone Oral Value Set, 
Methadone Oral Weekly Value Set, OUD Weekly Drug Treatment Service Value 
Set)value sets). 

Negative 
Diagnosis SUD  
History 

A period of 60 days (2 months) before the IESD when the member had no 
claims/encounters with a diagnosis of AOD abuse or dependence.  

To qualify for Negative SUD History, the following criteria must be met:  
• A period of 180 days prior to the Treatment Period Start Date when the 

member had no claims/encounters with a diagnosis of SUD (Alcohol 
Abuse and Dependence Value Set, Opioid Abuse and Dependence Value 
Set, Other Drug Abuse and Dependence Value Set). 

• A period of 180 days prior to the Treatment Period Start Date when the 
member had no AUD or OUD medication dispensing events or AUD or 
OUD medication administration events.  

• A period of 180 days prior to the Treatment Period Start Date when the 
member was not already receiving AUD or OUD pharmacotherapy. For 
example, if an OUD dispensing event has a date of service ofthe 
Treatment Period Start Date is on January 1, then the 180 days prior 
includes July 5– December 31. If the member had received a 



 

 

buprenorphine implant (180 days supply) any time during the 180 days 
prior to January 1, the member is already receiving OUD 
pharmacotherapy on January 1 and does not have a negative SUD 
history. 

To determine if a member was receiving AUD or OUD pharmacotherapy during 
the lookback period, identify the start and end dates for each medication. The 
start date is the date of service of the dispensing event or administration event 
and the end date is the start date plus the days supply minus one. For 
pharmacotherapy dispensing events identified using a medication list (AUD or 
OUD medication dispensing events), use days supply in the pharmacy data. If 
days supply is not available in the pharmacy data, then use the days supply 
listed for the corresponding value set. If the pharmacy data for a buprenorphine 
oral medication does not contain days supply, count as a 7-days supply. No 
adjustments for overlapping days supply are required for the negative lookback 
period. 

For an inpatient stay, use the admission date to determine the Negative 
Diagnosis SUD History.  

For ED or observation visits  an outpatient, intensive outpatient, partial 
hospitalization, observation, telehealth, detoxification or ED visit that result in an 
inpatient stay, use the earliest date of service (either the ED/observation date  
outpatient, intensive outpatient, partial hospitalization, observation, telehealth 
detoxification, or ED date of service or the inpatient admission date) to 
determine the Negative Diagnosis SUD History.  

For direct transfers, use the first admission to determine the Negative Diagnosis 
SUD History. 

Treatment 
Period 

A period of 48 calendar days beginning on the Treatment Period Start Date 
through the 47 days after the Treatment Period Start Date. 
Note: Members can have multiple Treatment Period Start Dates and Treatment 
Periods during the measurement year. 

Direct transfer A direct transfer is when the discharge date from the first inpatient setting 
precedes the admission date to a second inpatient setting by one calendar day 
or less. For example:  

• An inpatient discharge on June 1, followed by an admission to another 
inpatient setting on June 1, is a direct transfer. 

• An inpatient discharge on June 1, followed by an admission to an 
inpatient setting on June 2, is a direct transfer. 

• An inpatient discharge on June 1, followed by an admission to another 
inpatient setting on June 3, is not a direct transfer; these are two distinct 
inpatient stays. 

Use the following method to identify admissions to and discharges from inpatient 
settings. 

1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set). 
2. Identify the admission and discharge dates for the stay. 

  



 

 

Eligible Population 

Note: Members in hospice are excluded from the eligible population. Refer to General Guideline 17: Members 
in Hospice. 

Product lines Commercial, Medicaid, Medicare (report each product line separately). 

Age 13 years and older as of the Treatment Period Start DateDecember 31 of the 
measurement year. Report two three age stratifications and a total rate: 

• 13–17 years. 
• 18+ 18-64 years. 
• 65+ years. 
• Total. 

The total is the sum of the age stratifications. 

 

AOD SUD 
diagnosis 
cohorts  

Report the following diagnosis cohorts for each age stratification and the total 
rate:  

• Alcohol abuse or dependence use disorder. 
• Opioid abuse or dependence use disorder. 
• Other drug abuse or dependence use disorder. 
• Total. 

The total is the sum of the SUD diagnosis stratifications. 
 

Behavioral 
health 
complexity 

For this measure, each SUD diagnosis cohort total rate (total age stratification 
only) will be stratified by a proxy variable for behavioral health complexity, 
defined as a co-occurring SUD or mental health (MH) condition during the 
measurement year or the year prior to the measurement year. The two 
stratifications are: 

• No co-occurring MH or SUD. 
• Co-occurring MH or SUD. 

Continuous 
enrollment 

60 180 days (2 6 months) prior to the IESD Treatment Period Start Date through 
47 days after the IESD Treatment Period Start Date (108 228 total days).  

Allowable gap None. 

Anchor date None. 

Benefits Medical, pharmacy and chemical dependency (inpatient and outpatient). 
Note: Members with detoxification-only chemical dependency benefits do not meet 
these criteria. 

Event/diagnosis New episode of AOD abuse or dependence SUD during the Intake Period.  

Follow the steps below to identify the eligible population, which is the 
denominator for both rates.  

Step 1  Identify eligible events. the Index Episode. Identify all members Identify all 
claims/encounters with a diagnosis of SUD for members in the specified age 
range who during the Intake Period where the member had one of the following:  



 

 

• An outpatient visit, telehealth, intensive outpatient visit or partial 
hospitalization with a diagnosis of AOD abuse or dependenceSUD. Any of 
the following code combinations meet criteria: 
– IET Stand Alone Visits Value Set with one of the following: Alcohol 

Abuse and Dependence Value Set, Opioid Abuse and Dependence 
Value Set, Other Drug Abuse and Dependence Value Set.  

– IET Visits Group 1 Value Set with IET POS Group 1 Value Set and with 
one of the following: Alcohol Abuse and Dependence Value Set, Opioid 
Abuse and Dependence Value Set, Other Drug Abuse and Dependence 
Value Set. 

– IET Visits Group 2 Value Set with IET POS Group 2 Value Set and 
with one of the following: Alcohol Abuse and Dependence Value Set, 
Opioid Abuse and Dependence Value Set, Other Drug Abuse and 
Dependence Value Set. 

– OUD Weekly Non Drug Service Value Set with Opioid Abuse and 
Dependence Value Set. 

– OUD Monthly Office Based Treatment Value Set with Opioid Abuse 
and Dependence Value Set. 

– OUD Weekly Drug Treatment Service Value Set with Opioid Abuse and 
Dependence Value Set.  

• A detoxification visit (Detoxification Value Set) with one of the following: 
Alcohol Abuse and Dependence Value Set, Opioid Abuse and 
Dependence Value Set, Other Drug Abuse and Dependence Value Set. 

• An ED visit (ED Value Set) with one of the following: Alcohol Abuse and 
Dependence Value Set, Opioid Abuse and Dependence Value Set, Other 
Drug Abuse and Dependence Value Set.  

• An observation visit (Observation Value Set) with one of the following: 
Alcohol Abuse and Dependence Value Set, Opioid Abuse and 
Dependence Value Set, Other Drug Abuse and Dependence Value Set.  

• An acute or nonacute inpatient discharge with one of the following on the 
discharge claim: Alcohol Abuse and Dependence Value Set, Opioid 
Abuse and Dependence Value Set, Other Drug Abuse and Dependence 
Value Set. To identify acute and nonacute inpatient discharges: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set). 
2. Identify the discharge date for the stay. 

• A telephone visit (Telephone Visits Value Set) with one of the following: 
Alcohol Abuse and Dependence Value Set, Opioid Abuse and 
Dependence Value Set, Other Drug Abuse and Dependence Value Set.  

• An e-visit or virtual check-in (Online Assessments Value Set) with one of 
the following: Alcohol Abuse and Dependence Value Set, Opioid Abuse 
and Dependence Value Set, Other Drug Abuse and Dependence Value 
Set. 

• An opioid treatment service (OUD Weekly Non Drug Service Value Set; 
OUD Monthly Office Based Treatment Value Set; OUD Weekly Drug 
Treatment Service Value Set) with a diagnosis of opioid abuse of 
dependence (Opioid Abuse and Dependence Value Set). 



 

 

For members with more than one episode of AOD abuse or dependence, use 
the first episode.  

For members whose first episode was an ED or observation visit that resulted in 
an inpatient stay, use the diagnosis from the ED or observation visit to 
determine the diagnosis cohort and use the inpatient discharge date as the 
IESD.  

Step 2 For each eligible event identified in step 1, identify the SUD diagnosis cohort to 
which it belongs for measure calculation. Select the Index Episode and stratify 
based on age and AOD diagnosis cohort.  

• If the eligible event includesmember has a diagnosis of AUD (Alcohol 
Abuse and Dependence Value Set), place the corresponding Treatment 
Periodmember in the alcohol cohort.  

• If the eligible event includesmember has a diagnosis of OUD (Opioid 
Abuse and Dependence Value Set), place the corresponding Treatment 
Periodmember in the opioid cohort.  

• If the eligible event includesmember has a diagnosis for a drug use 
disorderdrug abuse or dependence that is neither for opioid or alcohol 
(Other Drug Abuse and Dependence Value Set), place the corresponding 
Treatment Periodmember in the other drug cohort.  

If the eligible event includesmember has multiple substance use diagnoseis for 
the visit, report the corresponding eligible eventmember in all AOD the SUD 
diagnosis stratifications for which there is a primary diagnosis. If neither 
substance use diagnosis is in a primary position on the claim, place the 
Treatment Period in the stratification that reflects the diagnosis in the position 
closest to the principal diagnosis on the claimmeet criteria.  

The total is not a sum of the diagnosis cohorts. Count members in the total 
denominator rate if they had at least one alcohol, opioid or other drug abuse or 
dependence diagnosis during the measurement period. Report member with 
multiple diagnoses during the Index Episode only once for the total rate for the 
denominator.  

Step 3 Test for Negative Diagnosis SUD History. For reach eligible event identified in 
step 1, test for a Negative SUD History. Exclude events that do not have a 
nNegative SUD Hhistory. All remaining events with a Negative SUD History are 
considered Treatment Period Start Dates. members who had a claim/ encounter 
with a diagnosis of AOD abuse or dependence (AOD Abuse and Dependence 
Value Set), AOD medication treatment (AOD Medication Treatment Value Set) 
or an alcohol or opioid dependency treatment medication dispensing event 
(Alcohol Use Disorder Treatment Medications List; Opioid Use Disorder 
Treatment Medications List) during the 60 days (2 months) before the IESD.  

For an inpatient IESD Treatment Period Start Date, use the admission date to 
determine the 60180-day Negative Diagnosis SUD History period.  

For ED or observation visits outpatient, intensive outpatient, partial 
hospitalization, observation, telehealth, detoxification or ED visit that result in an 
inpatient stay, use the earliest date of service (the ED/observation outpatient, 
intensive outpatient, partial hospitalization, observation, telehealth, detoxification 
or ED date of service or the inpatient admission date) to determine the Negative 
Diagnosis SUD History.  



 

 

Step 4 Identify all Treatment Periods and Ccalculate continuous enrollment. Members 
must be continuously enrolled for 6180 days (26 months) before the IESD 
Treatment Period Start Date through 47 days after the IESD Treatment Period 
Start Date (10228 total days), with no gaps. 

Step 5 Select the Index Episode and stratify based on age and AOD diagnosis cohort.  
• If the member has incudes a diagnosis of alcohol abuse or dependence 

(Alcohol Abuse and Dependence Value Set), place the member in the 
alcohol cohort.  

• If the member has a diagnosis of opioid abuse of dependence (Opioid 
Abuse and Dependence Value Set), place the member in the opioid 
cohort.  

• If the member has a diagnosis for a drug abuse or dependence that is 
neither for opioid or alcohol (Other Drug Abuse and Dependence Value 
Set), place the member in the other drug cohort.  

If the member has multiple substance use diagnosis for the visit, report the 
member in the AOD diagnosis stratifications for which they it meets criteria.   

The total is not a sum of the diagnosis cohorts. Count member Each Treatment 
Period is counted in the total denominator rate once, even if a single Treatment 
Period includes a Treatment Period Start Date with multiple diagnoses.  if they 
had at least one alcohol, opioid or other drug abuse or dependence use disorder 
diagnosis during the measurement period. Report member Treatment Periods 
with multiple diagnoses during the Index Episode only once for the total rate for 
the denominator.  

 



 

 

 For each Treatment Period identified in step 4, identify if the member has a 
history of SUD or another MH condition during the measurement year or the 
year prior to the measurement year, and stratify based on behavioral health 
complexity.  

• For Treatment Periods for a diagnosis of AUD (Alcohol Abuse and 
Dependence Value Set), identify if the member has a diagnosis of an 
additional SUD or MH condition (Opioid Abuse and Dependence Value 
Set; Other Drug Abuse and Dependence Value Set; Mental Illness Value 
Set) during the measurement year or the year prior to the measurement 
year. If they do, place the Treatment Period in the Co-occurring MH/SUD 
Behavioral Health Complexity cohort.  

• For Treatment Periods for a diagnosis of OUD (Opioid Abuse and 
Dependence Value Set), identify if the member has a diagnosis of an 
additional SUD or MH condition (Alcohol Abuse and Dependence Value 
Set; Other Drug Abuse and Dependence Value Set; Mental Illness Value 
Set) during the measurement year or the year prior to the measurement 
year. If they do, place the Treatment Period in the Co-occurring MH/SUD 
Behavioral Health Complexity cohort. 

• For Treatment Periods for a diagnosis of another drug use disorder other 
than opioid or alcohol (Other Drug Abuse and Dependence Value Set), 
identify if the member has a diagnosis of an additional SUD or MH 
condition (Alcohol Abuse and Dependence Value Set; Opioid Drug Abuse 
and Dependence Value Set; Mental Illness Value Set) during the 
measurement year or the year prior to the measurement year. If they do, 
place the Treatment Period inf the Co-occurring MH/SUD Behavioral 
Health Complexity cohort. 

For all Treatment Periods that do not meet the criteria for placement in the Co-
occurring MH/SUD cohort, place the Treatment Period in the No Co-occurring 
MH/SUD Behavioral Health Complexity cohort. 

Required exclusion Members receiving hospice care. (Refer to General Guideline 17: Members in 
Hospice.) 

Administrative Specification 

Denominator The eligible population. 

Numerator  

Initiation of AOD 
SUD Treatment 

Initiation of AOD SUD treatment within 14 days of the IESD Treatment Period 
Start Date. 

If the Index EpisodeTreatment Period Start Date was an inpatient discharge (or 
an ED/observationoutpatient, intensive outpatient, partial hospitalization, 
observation, telehealth, detoxification or ED visit that resulted in an inpatient 
stay), the inpatient stay is considered initiation of treatment and the member 
Treatment Period is compliant. 

If the Index Episode Treatment Period Start Date was an opioid treatment 
service that bills monthly or weekly (OUD Monthly Office Based Treatment 
Value Set; OUD Weekly Non Drug Service Value Set; OUD Weekly Drug 



 

 

Treatment Service Value Set), the opioid treatment service is considered 
initiation of treatment and the member Treatment Period is compliant. 

If the Index Episode Treatment Period Start Date was not an inpatient 
discharge, the member must initiate treatment must be initiated on the 
IESDTreatment Period Start Date or in the 13 days after the IESDTreatment 
Period Start Date (14 total days). Any of the following code combinations meet 
criteria for initiation: 

• An acute or nonacute inpatient admission with a diagnosis (on the 
discharge claim) matching the IESDTreatment Period Start Date diagnosis 
cohort using one of the following: Alcohol Abuse and Dependence Value 
Set, Opioid Abuse and Dependence Value Set, Other Drug Abuse and 
Dependence Value Set. To identify acute and nonacute inpatient 
admissions: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set). 
2. Identify the admission date for the stay. 

• IET Stand Alone Visits Value Set with a diagnosis matching the 
IESDTreatment Period Start Date diagnosis cohort using one of the 
following: Alcohol Abuse and Dependence Value Set, Opioid Abuse and 
Dependence Value Set, Other Drug Abuse and Dependence Value Set. 

• Observation Value Set with a diagnosis matching the IESDTreatment 
Period Start Date diagnosis cohort using one of the following: Alcohol 
Abuse and Dependence Value Set, Opioid Abuse and Dependence Value 
Set, Other Drug Abuse and Dependence Value Set. 

• IET Visits Group 1 Value Set with IET POS Group 1 Value Set and a 
diagnosis matching the IESDTreatment Period Start Date diagnosis cohort 
using one of the following: Alcohol Abuse and Dependence Value Set, 
Opioid Abuse and Dependence Value Set, Other Drug Abuse and 
Dependence Value Set. 

• IET Visits Group 2 Value Set with IET POS Group 2 Value Set and a 
diagnosis matching the IESDTreatment Period Start Date diagnosis cohort 
using one of the following: Alcohol Abuse and Dependence Value Set, 
Opioid Abuse and Dependence Value Set, Other Drug Abuse and 
Dependence Value Set.  

• A telephone visit (Telephone Visits Value Set) with a diagnosis matching 
the IESDTreatment Period Start Date diagnosis cohort using one of the 
following: Alcohol Abuse and Dependence Value Set, Opioid Abuse and 
Dependence Value Set, Other Drug Abuse and Dependence Value Set.  

• An e-visit or virtual check-in (Online Assessments Value Set) with a 
diagnosis matching the IESDTreatment Period Start Date diagnosis cohort 
using one of the following: Alcohol Abuse and Dependence Value Set, 
Opioid Abuse and Dependence Value Set, Other Drug Abuse and 
Dependence Value Set.  

• If the Index EpisodeTreatment Period Start Date was for a diagnosis of 
OUD (Opioid Abuse and Dependence Value Set) or an opioid treatment 
service (OUD Weekly Non Drug Service Value Set). 

• If the Index EpisodeTreatment Period Start Date was for a diagnosis of 
OUD (Opioid Abuse and Dependence Value Set) or an opioid treatment 
service (OUD Monthly Office Based Treatment Value Set). 



 

 

• If the Index EpisodeTreatment Period Start Date was for a diagnosis of 
AUD (Alcohol Abuse and Dependence Value Set), a medication treatment 
dispensing event (Alcohol Use Disorder Treatment Medications List) or 
medication treatment during a visit (AOD Medication Treatment Value Set 
Naltrexone Injection Value Set).  

• If the Index EpisodeTreatment Period Start Date was for a diagnosis of 
OUD (Opioid Abuse and Dependence Value Set), a medication treatment 
dispensing event (Opioid Use Disorder Treatment Medications Listtable) 
or medication treatment during a visit (AOD Medication Treatment Value 
Naltrexone Injection Value Set, Buprenorphine Oral Value Set, 
Buprenorphine Oral Weekly Value Set, Buprenorphine Injection Value Set, 
Buprenorphine Implant Value Set, Buprenorphine Naloxone Value Set, 
Methadone Oral Value Set, Methadone Oral Weekly Value Set, OUD 
Weekly Drug Treatment Service Value Set)SetBuprenorphine Implant 
Value Set; Buprenorphine Injection Value Set; Buprenorphine Naloxone 
Value Set; Buprenorphine Oral Value Set; Methadone Oral Value Set; 
Naltrexone Injection Value Set; OUD Weekly Drug Treatment Service 
Value Set). 

For all initiation events except medication treatment (AOD Medication Treatment 
Value Naltrexone Injection Value Set, Buprenorphine Oral Value Set, 
Buprenorphine Oral Weekly Value Set, Buprenorphine Injection Value Set, 
Buprenorphine Implant Value Set, Buprenorphine Naloxone Value Set, 
Methadone Oral Value Set, Methadone Oral Weekly Value Set, OUD Weekly 
Drug Treatment Service Value Set)SetBuprenorphine Implant Value Set; 
Buprenorphine Injection Value Set; Buprenorphine Naloxone Value Set; 
Buprenorphine Oral Value Set; Methadone Oral Value Set; Naltrexone Injection 
Value Set; OUD Weekly Drug Treatment Service Value Set;, Alcohol Use 
Disorder Treatment Medications List, Opioid Use Disorder Treatment 
Medications Listtable), initiation on the same day as the IESDTreatment Period 
Start Date must be with different providers in order to count. 

If a member is compliant for the Initiation numerator for any diagnosis cohort 
(alcohol, opioid, other drug) or for multiple cohorts, count the member only once 
in the Total Initiation numerator. The “Total” column is not the sum of the 
diagnosis columns. 

Exclude the memberTreatment Period from the denominator for both indicators 
(Initiation of AODSUD Treatment and Engagement of AODSUD Treatment) if 
the initiation of treatment event is an inpatient stay with a discharge date after 
November 27 of the measurement year. 

Engagement of 
AODSUD 

Treatment 

 

Step 1 Identify all members Treatment Periods compliant for the Initiation of AODSUD 
Treatment numerator.  

For members who Treatment Periods that initiated treatment via an inpatient 
admission, the 34-day period for engagement begins the day after discharge. 

Step 2 If the Treatment Period Start Date Diagnosis cohort was a diagnosis of OUD 
(Opioid Abuse and Dependence Value Set), the Treatment Period is numerator 
compliant for Engagement of SUD Treatment if any of the following criteria are 



 

 

met beginning on the day after the initiation encounter through 34 days after the 
initiation event. 

• Identify members who Treatment Periods that had an oA claim for an 
opioid treatment service that bills monthly (OUD Monthly Office Based 
Treatment Value Set).  or who ha 

• An d a OUD medication administration eventvisit that included medication 
administration of 31 days or greater (OUD Weekly Drug Treatment 
Service Naltrexone Injection Value Set; Buprenorphine Oral Weekly Value 
Set; Buprenorphine Injection Value Set; Buprenorphine Implant Value 
Set). 

• An OUD medication dispensing event;  with a days supply of 31 or more 
days. Methadone Oral Weekly Value Set)Value Set)  beginning on the day 
after the initiation encounter through 34 days after the initiation event.  

• For these membersTreatment Periods, if the IESD Treatment Period Start 
Date Diagnosis cohort was a diagnosis of opioid abuse or dependenceuse 
disorder (Opioid Abuse and Dependence Value Set), the 
memberTreatment Period is numerator compliant for Engagement of 
AODSUD Treatment. 

If the Treatment Period Start Date Diagnosis cohort was a diagnosis of AUD 
(Alcohol Abuse and Dependence Value Set), the Treatment Period is numerator 
compliant for Engagement of SUD Treatment if any of the following criteria are 
met beginning on the day after the initiation encounter through 34 days after the 
initiation event. 

• An AUD medication administration event of 31 days or greater (Naltrexone 
Injection Value Set). 

• An AUD medication dispensing event with a days supply of 31 or more 
days. 

Step 3 Identify the remaining Treatment Periods where initiation of SUD treatment was 
not a medication treatment or monthly service of 31 days in duration or longer 
(step 2).  

These Treatment Periods are numerator compliant if there are two of the 
following events, in any combination:  

• Engagement visits. 
• Engagement medication treatment events. 

Two engagement visits can be on the same date of service, but they must be 
with different providers in order to count as two events. An engagement visit on 
the same date of service as an engagement medication treatment event meets 
criteria (there is no requirement that they be with different providers).   

Refer to the descriptions below to identify engagement visits and engagement 
medication treatment events. 

Identify members whose initiation of AOD treatment was a medication treatment 
event (Alcohol Use Disorder Treatment Medications List; Opioid Use Disorder 
Treatment Medications List; AOD Medication Treatment Value Set).  

These members are numerator compliant if they have two or more engagement 
events, where only one can be an engagement medication treatment event, 



 

 

beginning on the day after the initiation encounter through 34 days after the 
initiation event (total of 34 days).  

Step 4 Identify the remaining members whose initiation of AOD treatment was not a 
medication treatment event (members not identified in step 3).  

These members are numerator compliant if they meet either of the following: 
• At least one engagement medication treatment event. 
• At least two engagement visits.  

Two engagement visits can be on the same date of service but they must be 
with different providers in order to count as two events. An engagement visit on 
the same date of service as an engagement medication treatment event meets 
criteria (there is no requirement that they be with different providers).   

Refer to the descriptions below to identify engagement visits and engagement 
medication treatment events. 

Engagement visits Any of the following beginning on the day after the initiation encounter through 
34 days after the initiation event (total of 34 days) meet criteria for an 
engagement visit: 

• An acute or nonacute inpatient admission with a diagnosis (on the 
discharge claim) matching the IESDTreatment Period Start Date diagnosis 
cohort using one of the following: Alcohol Abuse and Dependence Value 
Set, Opioid Abuse and Dependence Value Set, Other Drug Abuse and 
Dependence Value Set. To identify acute or nonacute inpatient 
admissions: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set). 
2. Identify the admission date for the stay.  

• IET Stand Alone Visits Value Set with a diagnosis matching the 
IESDTreatment Period Start Date diagnosis cohort using one of the 
following: Alcohol Abuse and Dependence Value Set, Opioid Abuse and 
Dependence Value Set, Other Drug Abuse and Dependence Value Set. 

• Observation Value Set with a diagnosis matching the IESDTreatment 
Period Start Date diagnosis cohort using one of the following: Alcohol 
Abuse and Dependence Value Set, Opioid Abuse and Dependence Value 
Set, Other Drug Abuse and Dependence Value Set. 

• IET Visits Group 1 Value Set with IET POS Group 1 Value Set with a 
diagnosis matching the IESDTreatment Period Start Date diagnosis cohort 
using one of the following: Alcohol Abuse and Dependence Value Set, 
Opioid Abuse and Dependence Value Set, Other Drug Abuse and 
Dependence Value Set. 

• IET Visits Group 2 Value Set with IET POS Group 2 Value Set with a 
diagnosis matching the IESDTreatment Period Start Date diagnosis cohort 
using one of the following: Alcohol Abuse and Dependence Value Set, 
Opioid Abuse and Dependence Value Set, Other Drug Abuse and 
Dependence Value Set. 

• A telephone visit (Telephone Visits Value Set) with a diagnosis matching 
the IESDTreatment Period Start Date diagnosis cohort using one of the 



 

 

following: Alcohol Abuse and Dependence Value Set, Opioid Abuse and 
Dependence Value Set, Other Drug Abuse and Dependence Value Set.  

• An e-visit or virtual check-in (Online Assessments Value Set) with a 
diagnosis matching the IESDTreatment Period Start Date diagnosis cohort 
using one of the following: Alcohol Abuse and Dependence Value Set, 
Opioid Abuse and Dependence Value Set, Other Drug Abuse and 
Dependence Value Set. 

• If the IESDTreatment Period Start Date Diagnosis cohort was a diagnosis 
of OUD (Opioid Abuse and Dependence Value Set) or an opioid treatment 
service (OUD Weekly Non Drug Service Value Set). 

Engagement 
medication 

treatment events 

Either of the following meets criteria for an engagement medication treatment 
event: 

• If the IESDTreatment Period Start Date diagnosis was a diagnosis of AUD 
(Alcohol Abuse and Dependence Value Set), a one or more medication 
treatment dispensing events (Alcohol Use Disorder Treatment 
Medications List) or medication treatment during a visit (AOD Medication 
Treatment Value SetNaltrexone Injection Value Set), beginning on the day 
after the initiation encounter through 34 days after the initiation event (total 
of 34 days), meets criteria for AUD Treatment.  

• If the IESDTreatment Period Start Date diagnosis was a diagnosis of OUD 
(Opioid Abuse and Dependence Value Set), aone or more medication 
dispensing events (Opioid Use Disorder Treatment Medications Listtable) 
or medication treatment during a visit (AOD Medication Treatment Value 
SetBuprenorphine Oral Value Set, Buprenorphine Oral Weekly Value Set, 
Buprenorphine Implant Value Set; Buprenorphine Injection Value Set; 
Buprenorphine Naloxone Value Set, Buprenorphine Oral Value Set; 
Methadone Oral Value Set, Naltrexone Injection Value Set, Methadone 
Oral Weekly Value Set, OUD Weekly Drug Treatment Service Value Set)), 
beginning on the day after the initiation encounter through 34 days after 
the initiation event (total of 34 days), meets criteria for OUD Treatment. 

If the member is compliant for multiple cohorts, only count the member once for 
the Total Engagement numerator. The Total column is not the sum of the 
Diagnosis columns.  

 
  



 

 

Alcohol Use Disorder Treatment Medications 

Description Prescription 
Aldehyde dehydrogenase inhibitor • Disulfiram (oral) 

Antagonist • Naltrexone (oral and injectable) 

Other • Acamprosate (oral; delayed-release tablet) 

Alcohol Use Disorder Treatment Medications  

Description Prescription Medication Lists Value Sets and Days Supply 
Metabolic 
disruptor • Disulfiram (oral) 

Alcohol Use Disorder 
Treatment Medications List 

• NA—Codes do not exist 

Antagonist  • Naltrexone (oral)  • NA—Codes do not exist 

Antagonist • Naltrexone (injectable) • Naltrexone Injection Value Set  
(31 days supply) 

Neuromodulator • Acamprosate (oral)  • NA—Codes do not exist 

Neuromodulator • Acamprosate (delayed-
release tablet) • NA—Codes do not exist 

 

Opioid Use Disorder Treatment Medications 

Description Prescription 
Antagonist • Naltrexone (oral and injectable) 

Partial agonist • Buprenorphine (sublingual tablet, injection, implant) 
• Buprenorphine/naloxone (sublingual tablet, buccal film, sublingual film) 

 

 

 

 

 

 

 

 

 



 

 

Opioid Use Disorder Treatment Medications  

Description  Prescription  Medication Lists  Value Sets and Days Supply  
Antagonist  • Naltrexone (oral)  • Naltrexone Oral Medications 

List  
• NA—Codes do not exist  

Antagonist  • Naltrexone (injectable)  • Naltrexone Injection 
Medications List  

• Naltrexone Injection Value Set  
(31 days supply)  

Partial agonist  • Buprenorphine (sublingual 
tablet)  

• Buprenorphine Oral 
Medications List  

• Buprenorphine Oral Value Set  
(1 day supply)  

• Buprenorphine Oral Weekly 
Value Set (7 days supply)  

Partial agonist  • Buprenorphine (injection)  • Buprenorphine Injection 
Medications List  

• Buprenorphine Injection Value 
Set (31 days supply)  

Partial agonist  • Buprenorphine (implant)  • Buprenorphine Implant 
Medications List  

• Buprenorphine Implant Value 
Set (180 days supply)  

Partial agonist  • Buprenorphine/ naloxone 
(sublingual tablet, buccal film, 
sublingual film)  

• Buprenorphine Naloxone 
Medications List  

• Buprenorphine Naloxone 
Value Set (1 day supply)  

Agonist  • Methadone (oral)  • NA (refer to Note below)  • Methadone Oral Value Set  
(1 day supply)  

• Methadone Oral Weekly Value 
Set (7 days supply)  

 

 

Note 

• Organizations may have different methods for billing intensive outpatient encounters and partial 
hospitalizations. Some organizations may bill comparable to outpatient billing, with separate claims for 
each date of service; others may bill comparable to inpatient billing, with an admission date, a 
discharge date and units of service. Organizations whose billing is comparable to inpatient billing may 
count each unit of service as an individual visit. The unit of service must have occurred during the 
required time frame for the rate. 

• For members in the “other drug abuse or dependence use disorder” cohort, medication treatment 
does not meet numerator criteria for Initiation of AODSUD Treatment or Engagement of AODSUD 
Treatment.  
Methadone is not included on the medication lists for this measure. Methadone for OUD administered 
or dispensed by federally certified opioid treatment programs (OTP)  is billed on a medical  claim. A 
pharmacy claim for methadone would be indicative of treatment for pain  rather  than OUD. 
Methadone is not included in the medication lists for this measure. Methadone for opioid use disorder 
is only administered or dispensed by federally certified opioid treatment programs and does not show 
up in pharmacy claims data. A pharmacy claim for methadone would be more indicative of treatment 
for pain than treatment for an opioid use disorder; therefore they are not included in the medication 
lists. The AOD Medication Treatment Methadone Oral Value Set includes some codes that identify 
methadone treatment because these codes are used on medical claims, not pharmacy claims.  
 
 
 



 

 

Data Elements for Reporting 

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table IET-1/2/3: Data Elements for Initiation and Engagement of Alcohol and Other Drug Dependence Substance 
Use Disorder Treatment 

 Administrative 
Measurement year  

Eligible population  For each age stratification, diagnosis stratification, BH complexity 
stratification and total 

Numerator events by administrative data Each rate, for each age stratification, diagnosis stratification, BH 
complexity stratification and total 

Reported rate Each rate, for each age stratification, diagnosis stratification, BH 
complexity stratification and total 

 
 



 

 

Identification of Alcohol and Other Drug Services (IAD) and  
Initiation and Engagement of Alcohol and Other Drug Abuse or 

Dependence Treatment (IET) 
Measure Workup  

Topic Overview 

The HEDIS measure Identification of Alcohol and Other Drug Services (IAD) describes the percentage of 
members diagnosed with an alcohol, opioid or other drug disorder in the year. The measure provides 
information on the diagnosed prevalence of substance use disorders (SUD) in a health plan’s population—
adding insight into the potential underdiagnosis of SUD and the approximate population size assessed by 
SUD quality measures. 

Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment (IET) assesses the 
degree to which members with an SUD initiate and engage in treatment. The measure provides health plan-
level data related to access of SUD treatment, both at an aggregate level and across different SUD 
diagnoses (opioid use disorder [OUD], alcohol use disorder [AUD], other drug use disorders). Plans may use 
this data to target education and outreach efforts and strengthen patient access to care. 

Prevalence and Importance 

Prevalence In 2018, 20.3 million individuals in the U.S. 12 years of age or older (approximately 
7.4% of the population) were classified as having an SUD within the past year 
(SAMHSA, 2019). SUD is characterized as impairment caused by recurrent use of 
alcohol or other drugs (or both), which may include health problems, disability and 
failure to meet major responsibilities (e.g., at work, school or home) (SAMHSA, 
2019). Commonly misused substances include alcohol, illicit drugs, marijuana, 
prescription pain relievers, cocaine, methamphetamine, heroin and stimulants 
(SAMHSA, 2019). SUDs can be mild, moderate or severe, according to the 
Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) 
(SAMHSA, 2015).  

The number of Americans classified with an SUD remained relatively steady from 
2015–2018 (22.7 million-20.3 million) (SAMHSA 2016; SAMHSA 2019).  

According to the National Survey on Drug Use and Health (NSDUH), in 2018, 14.8 
million individuals over 12 years of age were classified with AOD (SAMHSA, 
2019). One in 10 deaths among working adults in the U.S. is due to alcohol misuse 
(HHS, 2016).  

In 2018, 2.0 million people were classified as having an OUD, which includes two 
categories of drugs: heroin and prescription pain relievers (SAMHSA, 2019). In 
2017, drug overdose accounted for more than 70,200 deaths in the U.S. 67.8% 
were related to opioid use (NIDA, 2018b).  

Other drug use disorders include marijuana, tranquilizer, stimulant, cocaine and 
methamphetamine use disorders. In 2018, 8.1 million individuals over 12 years 
were classified with an illicit drug use disorder (SAMHSA, 2019). Of the 20.3 
million individuals with an SUD in the U.S., marijuana represents the most 
common illicit drug use disorder (4.4 million individuals) (SAMHSA, 2019).  

An estimated 2.7 million people had both an AUD and an illicit drug use disorder in 
the past year, representing about 1 out of 8 persons who had an SUD in the past 
year (SAMHSA, 2018a). 



  

  

Of the 20.3 million people 12 years and older with an SUD in 2018, 3.7 million 
received any substance use treatment in the past year; 2.4 million of these 
received treatment in a specialty SUD program (SAMHSA, 2019). 5.5% of adults 
who felt they needed SUD treatment did not receive it (SAMHSA, 2018a). The 
most common reasons for not receiving SUD treatment among those who 
identified a need for treatment were related to being unready to discontinue drug 
use and lacking health care coverage to afford SUD treatment (SAMHSA, 2018a).  

Severity and 
comorbidities 

With the release of the DSM-5, the American Psychiatric Association collapsed the 
abuse and dependence designations into a single SUD severity index (mild, 
moderate, severe) (Kopak, 2014). Mild SUDs often respond to brief motivational 
interventions and supportive monitoring (SAMHSA & Office of the Surgeon General, 
2016). In contrast, severe, complex and chronic SUDs often require specialty 
treatment and continued post-treatment support to achieve full remission and 
recovery (SAMHSA & Office of the Surgeon General, 2016). 

SUD severity is further complicated by comorbidity with other conditions. 
Comorbidity with mental health conditions is common in the SUD population and 
the presence of co-occurring conditions increases severity and complicates 
recovery (Quello, 2005; Kelly, 2013; Lai, 2015). Findings from NSDUH indicate that 
in 2018, about 47.7% of adults (9.2 million) with an SUD had a co-occurring mental 
illness (any mental illness or serious mental illness) (SAMHSA, 2019). Although 
there are fewer studies among adolescents, past research suggests that over 60% 
of adolescents in community-based SUD treatment programs meet diagnostic 
criteria for another mental illness (Hser et al., 2001). Narrowing mental illness to 
major depressive episode (MDE) alone, data from the 2018 NSDUH report indicates 
that about 44% of adolescents 12–17 with an SUD have a co-occurring MDE (1.5% 
of the adolescent population) (SAMHSA, 2019). 

Research continues to highlight the need for targeted treatment for individuals with 
polysubstance use disorder (poly SUD). Individuals with poly SUD are more likely 
to exhibit health complications and utilize high-intensity services such as 
psychiatric inpatient care and residential and rehabilitative treatment (Jeffirs, 2019; 
Bhalla, 2017). In a recent study analyzing veterans living with SUDs, about 2.7% 
of veterans lived with 4 or more SUDs and approximately 24% lived with 2–3 
SUDs (Bhalla, 2017). Studies find that multiple SUDS are more prevalent among 
males, African Americans, Native Americans, Whites and younger adults 
(McCabe, 2017).  

The National Epidemiologic Survey on Alcohol and Related Conditions found that 
the majority of past-year non-alcohol SUDs were accompanied by at least one co-
occurring SUD, ranging from about 56.8% for prescription OUD to 97.5% for 
hallucinogen use disorder (Hasin, 2016; McCAbe, 2017). One study indicated that 
approximately 12% of study participants had a high-moderate prevalence of SUDs 
for tobacco, alcohol and cannabis, while 4.3% of members had a high prevalence 
of SUDs for tobacco, opioids and cocaine (John, 2018). 

It is estimated that roughly 64% of cocaine users also engage in illicit cannabis 
use, while concurrent alcohol use among cocaine users is 77% (Liu, 2018).  

 

 



 

 

Health 
importance 

Individuals with SUD are at increased risk of overdose, injury, soft tissue infections 
and mortality (Bahorik, 2017). Treatment of medical problems caused by SUD and 
mental health comorbidities places a significant burden on the health care system, 
but interventions may help diminish the social and economic impact (SAMHSA, 
2013; HHS, 2016). 

Guidelines recommend that individuals with SUD receive patient-centered and 
timely follow-up care to reduce negative health outcomes, such as disengagement 
from the health care system and substance use relapse (Appendix). Many 
traditional forms of SUD treatment (e.g., methadone maintenance, therapeutic 
communities, outpatient drug-free treatment) have been shown to be effective. 
Benefits typically extend beyond reduction of substance misuse to reduced crime, 
reduced risk of infectious diseases and improved patient function (Pew, 2016). 

The primary goals of SUD treatment are abstinence, relapse prevention, 
rehabilitation and recovery (NIDA, 2018a). Individuals who receive timely follow-up 
care may be more likely to complete treatment or receive more days of treatment 
than those who leave care prematurely (Proctor & Herschman, 2014).  

Evidence Related to Outcomes 

Evidence 
supporting 
engagement of 
treatment 

Engaging in treatment is an intermediate step between initially accessing care and 
completing a full course of treatment. Several studies have explored the 
association between key outcomes (e.g., mortality, criminal justice involvement, 
addiction severity) and initiation, engagement and continuation of SUD treatment. 
In a study of VA beneficiaries with SUD, both initiation and engagement in 
treatment were associated with decreased odds of both 12- and 24-month 
mortality (Paddock, et al., 2017). In another study of VA beneficiaries, individuals 
with both SUD and co-occurring mental health conditions who engaged in 
treatment (defined as the Initiation and Engagement “engagement” numerator) and 
in ongoing continuity of care (defined as at least one visit per quarter over the 
measurement year) had lower odds of mortality at both 12 and 24 months 
(Watkins, et al., 2016).  

Decreased odds of mortality at both 12 and 24 months were also observed in 
another study of VA beneficiaries with SUD who engaged in ongoing continuity of 
care (quarterly visits over a year) (Watkins, et al., 2017). A cohort study among VA 
SUD program patients found that the engagement indicator of the Initiation and 
Engagement measure was modestly associated with improvement in patient 
scores on the Addiction Severity Index (Harris, et al., 2010). In a study of adult 
clients treated in publicly funded state SUD outpatient programs, engagement in 
SUD treatment (defined as the Initiation and Engagement “engagement” 
numerator) was associated with lower risk of criminal justice involvement 
(subsequent arrest and incarceration) (Garnick, et al., 2007),  

Research shows that treatment reduces drug use, improves health outcomes, 
improves job performance, reduces involvement with the criminal justice system, 
reduces family dysfunction and mortality and improves quality of life (Frederic, 
2010; SAMHSA, 2006; Garnick et al., 2007, Watkins et al., 2017).  

 

 

 



  

  

For individuals with co-occurring SUD and mental illness, evidence is lacking on 
an ideal approach to treatment (Antai-Ontong et al., 2016; Hunt et al., 2014). 
Literature suggests that although no single intervention has been shown to be 
consistently superior over another, individuals with co-occurring SMI require 
additional attention and consideration. Effective treatment includes a combination 
of medication and addiction-based psychosocial interventions, with an emphasis 
on patient retention and ongoing monitoring (Cockford and Addington, 2017).  

Treatment 
options 

Psychosocial care is regarded as standard treatment for SUD: addiction-focused 
counseling, comprehensive treatment programs that include counseling, cognitive 
behavioral therapy, other psychosocial therapies, social supports and mutual help 
groups (Appendix).  

Medication-assisted treatment (MAT) is defined as the use of medications to treat 
SUDs in conjunction with psychosocial interventions (e.g., behavioral therapy) 
(SAMHSA, 2016). The majority of guidelines recommend FDA-approved 
medications for AUD and OUD (Appendix). Table 1 includes a complete list of 
medications used for pharmacotherapy, stratified by substance dependency.  

According to a systematic review, MAT is typically categorized by intended use for 
AUD or OUD and specified by treatment stage (assessment, management, 
detoxification, maintenance) (Pietras et al., 2015).  

Pharmacotherapy for AUD can be prescribed by any treatment provider. 
Pharmacotherapy for OUD is more regulated (specifically, methadone and 
buprenorphine). Methadone is only dispensed in federally approved Opioid 
Treatment Programs (OTP) that provide comprehensive treatment services, 
including psychotherapy, for individuals with SUD (ASAM, 2014). Buprenorphine 
can be administered and prescribed in OTPs, as well as by any licensed physician 
in an office setting who has a waiver from the Substance Abuse and Mental Health 
Services Administration (SAMHSA) (Alderks, 2017; ASAM, 2014; SAMHSA, 
2016).  

Some guidelines still recommend the use of pharmacotherapy in conjunction with 
psychosocial care. Newer guidelines, such as the 2020 American Society for 
Addiction Medicine OUD guideline Focused Update (Kampman & Freedman, 
2020), as well as a growing body of evidence, recommend pharmacotherapy as an 
effective sole treatment modality for individuals with AUD and OUD (Mattick, 2009; 
Carroll, 2016; Dugosh, 2016). 

The majority of the clinical practice guideline recommendations are consensus-
based.  

 
  



 

 

Table 1: Guideline-Recommended and FDA-Approved Pharmacotherapy for Use in Treatment of Alcohol and Opioid 
Use Disorders 

Alcohol Use Disorder Treatment Medications 

Description Prescription 
Aldehyde dehydrogenase inhibitor • Disulfiram (oral) 
Antagonist • Naltrexone (oral and injectable) 
Other • Acamprosate (oral; delayed-release tablet) 

Opioid Use Disorder Treatment Medications 

Description Prescription 
Antagonist • Naltrexone (oral and injectable) 

Partial agonist • Buprenorphine (sublingual tablet, injection, implant) 
• Buprenorphine/naloxone (sublingual tablet, buccal film, sublingual film) 

Gap in Quality of Care and Disparities 

Health care 
disparities 

Illicit drug use in 2017 varied by educational status. While the rate of illicit drug use 
in the past year among adults 18 or older saw little variation by educational status, 
adults who graduated from college were more likely to have tried illicit drugs in their 
lifetime, compared with adults who had not completed high school (53.7% vs. 
39.0%) (SAMHSA, 2018b). However, the rate of illicit drug use “in the past year” 
among adults who had not completed high school increased from 16.1% in 2016 to 
17% in 2017 (SAMSHA, 2018b). 

In 2017, the rate of illicit drug use among persons 12 years of age or older differed 
by race and ethnicity. Non-Hispanic or Latino persons had higher rates of illicit drug 
use than Hispanic or Latino persons (19.3% compared to 17.5%) (SAMHSA, 2018b). 
Among non-Hispanic or Latino persons, American Indian/Alaskan Natives had the 
highest rate of illicit drug use (29.3%) compared to Blacks (20.5%), Whites (19.7%), 
Native Hawaiian/Other Pacific Islanders (12.7%) and Asians (9.5%) in the past year 
(SAMSHA, 2018b).  

The Centers for Medicare & Medicaid Services Office of Minority Health, in 
collaboration with the RAND Corporation, releases the Racial and Ethnic Disparities 
in Health Care in Medicare Advantage report each year to highlight disparities in 
national health care quality (CMS, 2018). The report includes data on Medicare 
beneficiaries collected through clinical care measures and patient experience 
measures, including IET. Clinical care data is reported for Medicare Advantage 
beneficiaries via medical records and insurance claims for hospitalizations, medical 
office visits and procedures. In 2016, IET results indicated that Asians or Pacific 
Islanders and Hispanics initiated treatment within 14 days of a new episode and 
diagnosis of SUD less frequently than Whites (CMS, 2018). Overall, 19.2% of Asians 
or Pacific Islanders, 18.2% of Hispanics and 29.5% of Whites initiated appropriate 
treatment (CMS, 2018). 

 

 

 



  

  

In 2014, Asian or Pacific Islander patients and Hispanic patients with a new episode 
of SUD and who initiated treatment were less likely than White patients to have had 
two or more additional services within 30 days of the initiation visit. Overall, 1.6% of 
Asian and Pacific Islanders,1.9% of Hispanic and 2.2% of Whites had two or more 
additional services for their new diagnosis of SUD after initiation of treatment (CMS, 
2018). Conversely, Blacks (27.0%) were more likely than Whites (26.1%) to initiate 
treatment within 14 days of an SUD diagnosis (CMS, 2018). However, Blacks (1.9%) 
were less likely than Whites (2.2%) to engage in treatment (i.e., two or more 
additional services with a diagnosis of SUD within 30 days of the initiation of 
treatment), according to 2014 findings (CMS, 2018).  

Currently, SUD is underreported in administrative data (Fairman, 2017; Thomas, 
2018). One study found that 1% of emergency department (ED) patients received a 
diagnosis of SUD recorded in administrative ED records, while 27% of ED patients 
needed treatment based on a separate assessment of substance use and toxicology 
(Rockett, 2003). Underreporting can occur due to stigma, reimbursement policies 
and confidentiality concerns (Fairman, 2017). 

Gaps in care Data from the most recent NSDUH highlights common reasons why individuals with 
an SUD do not access treatment: 40% said that they were not ready to stop using 
and 30% indicated that they did not have health care coverage or could not incur the 
expense of treatment (SAMHSA, 2018). Other frequently cited reasons for not 
receiving treatment included fear that SUD treatment could have a negative effect on 
their employment (20%), fear of stigma (17%), the feeling that they could self-treat 
their diagnosis (13%) and not knowing where to go for treatment (11%) (SAMHSA, 
2018). 

Because individuals who use substances are more likely to seek ED care than 
nonusers, the ED presents an opportunity for initiation and engagement in treatment 
(Blow, 2010). One study found that with ED-initiated buprenorphine and a brief 
negotiation interview (BNI), almost 80% of patients accessed OUD treatment within 
30 days, compared to 37% with referral only or 45% with a BNI and facilitated 
referral (D’Onofrio, 2015). Despite the promising results, literature suggests that 
even referrals from the ED to SUD treatment programs are uncommon (Samuels, 
2016). 

Although evidence-based and guideline-supported, pharmacotherapy for AUD and 
OUD is an underutilized treatment option. Studies estimate that fewer than 14% of 
individuals with AUD receive pharmacotherapy (Williams, 2019). Identified barriers to 
the use of AUD pharmacotherapy include lack of provider education on prescribing 
and stigma and bias against pharmacotherapy as a treatment modality (Williams, 
2018). Literature suggests that fewer than 40% of U.S. residents over 12 years of 
age with an OUD diagnosis receive pharmacotherapy (Volkow, 2014). Identified 
impediments to the use of OUD pharmacotherapy include gaps between treatment 
need and provider capacity, insurance coverage and reimbursement, stigma and 
bias against pharmacotherapy use and access to providers and treatment facilities 
(Jones, 2015; ASAM, 2016). 

 

 

 



 

 

While evidence underscores the benefits of integrated mental health and SUD 
treatment for those living with co-occurring SUD and mental health conditions, gaps 
in care persist. National surveys indicate that in 2018, 9.2 million adults lived with 
both a mental illness and an SUD diagnosis, yet more than 90% of these individuals 
did not receive services for both conditions (SAMHSA, 2019a). Literature shows that 
although dual-diagnosis treatments are effective in improving care outcomes, basic 
interventions such as training staff in dual-diagnosis care and developing a phased 
approach to treatment are rarely integrated into mental health programs (SAMHSA, 
2009). The 2018 National Mental Health Services Survey found that only 46% of 
mental health service facilities provided treatment for individuals with co-occurring 
conditions, despite the fact that the proportion of individuals with co-occurring 
conditions had increased in recent years (SAMHSA, 2019b). 

Financial Impact  

Total overall costs of substance misuse and SUDs in the U.S., including loss of work productivity, direct 
health care expenditures and crime-related costs, exceeds $400 billion annually (NIDA, 2017). Conservative 
estimates suggest that for every dollar invested in addiction treatment programs, between $4 and $7 are 
directly returned in decreased drug-related crime, criminal justice costs and theft (NIDA, 2018c). 

Using NSDUH data from 2009–2013, annual hospitalization costs were estimated to be $1,122 per person 
among those with an AUD (17.6 million people) and $2,783 per person among those with an SUD involving 
another illicit drug (3.5 million people) (Gryczynski et al., 2016). In 2011, Medicaid readmissions for alcohol-
related disorders and substance-related disorders cost $141 million and $103 million, respectively (Hines, et 
al., 2014). 
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Appendix A: Specific Guideline Recommendations 
 

Organization 
& Year Guideline Summary Guideline Citation Guideline Rating 

APA 2006 • Patients require long-term treatment [I] 
• Treatment should be intensified during periods when patients 

are at a high risk of relapsing [I]  
• Outpatient treatment is appropriate when patients do not 

require a more intensive level of care [I]. A comprehensive 
approach is optimal (i.e., psychotherapeutic and 
pharmacological interventions in conjunction with behavioral 
monitoring) [I] 

• Naltrexone, injectable naltrexone, acamprosate, a γ-
aminobutyric acid (GABA) are recommended for patients 
with alcohol dependence [I]. Disulfiram is also 
recommended for patients with alcohol dependence [II].  

• Methadone and buprenorphine are recommended for 
patients with opioid dependence [I]. Naltrexone is an 
alternative strategy [I].  

Kleber HD, et al. (2018). 
Treatment of patients with 
substance use disorders, 
second edition. American 
Journal of Psychiatry, 
164(4),1–276. 

[I] Recommended with substantial clinical 
confidence. 
[II] Recommended with moderate clinical 
confidence. 

APA 2018 • Patients with alcohol use disorder should have a documented 
comprehensive and person-centered treatment plan that 
includes evidence-based nonpharmacological and 
pharmacological treatments. [1C] 

• Naltrexone or acamprosate be offered to patients with 
moderate to severe alcohol use disorder who have a goal 
of reducing alcohol consumption or achieving abstinence, 
prefer pharmacotherapy or have not responded to 
nonpharmacological treatments alone, and have no 
contraindications to the use of these medications. [1B] 

• Disulfiram should be offered to patients with moderate to 
severe alcohol use disorder who have a goal of achieving 
abstinence, prefer disulfiram or are intolerant to or have not 
responded to naltrexone and acamprosate, are capable of 
understanding the risks of alcohol consumption while taking 
disulfiram, and have no contraindications to the use of this 
medication. [2C] 

Reus, V. et al. (2018). Practice 
Guideline for the 
Pharmacological Treatment of 
Patients with Alcohol Use 
Disorder. American Journal of 
Psychiatry, 175(1), 86-90. 
doi:10.1176/appi.ajp.2017.175
0101  

[1] Recommend with confidence that the 
benefits of the intervention clearly outweigh 
harms. 
[2] Suggests the that although the benefits of 
the statement are still viewed as outweighing 
the harms, the balance of benefits and harms 
is more difficult to judge, or either the benefits 
or the harms may be less clear. With a 
suggestion, patient values and preferences 
may be more variable, and this can influence 
the clinical decision that is ultimately made. 
[A] High confidence that the evidence reflects 
the true effect. Further research is very 
unlikely to change our confidence in the 
estimate of effect.  
 
 



  

  

• “Topiramate or gabapentin be offered to patients with moderate 
to severe alcohol use disorder who have a goal of reducing 
alcohol consumption or achieving abstinence, prefer topiramate 
or gabapentin or are intolerant to or have not responded to 
naltrexone and acamprosate, and have no contraindications to 
the use of these medications. [2C] 

[B] Moderate confidence that the evidence 
reflects the true effect. Further research may 
change our confidence in the estimate of effect 
and may change the estimate.  
[C] Low confidence that the evidence reflects 
the true effect. Further research is likely to 
change our confidence in the estimate of effect 
and is likely to change the estimate.  

ASAM 2020 • All FDA approved medications for the treatment of opioid use 
disorder should be available to all patients. Clinicians should 
consider the patient’s preferences, past treatment history, 
current state of illness, and treatment setting when deciding 
between the use of methadone, buprenorphine, and 
naltrexone. 

• There is no recommended time limit for pharmacological 
treatment 

• Patients’ psychosocial needs should be assessed, and patients 
should be offered or referred to psychosocial treatment based 
on their individual needs. However, a patient’s decision to 
decline psychosocial treatment or the absence of available 
psychosocial treatment should not preclude or delay 
pharmacotherapy, with appropriate medication management. 
Motivational interviewing or enhancement can be used to  
encourage patients to engage in psychosocial treatment 
services appropriate for addressing individual needs. 

Kampman, K., Freedman, K. 
(2020). American Society of 
Addiction Medicine (ASAM) 
National Practice Guideline for 
the Treatment of Opioid Use 
Disorder: 2020 Focused 
Update. Journal of Addiction 
Medicine; 14, no. 2S: 1–91, 
https://doi.org/10.1097/ADM.00
00000000000633. 

The methods used to search the literature and 
subsequently develop guideline statements 
were consistent with the RAM methodology 
employed for the 2015 publication. Criteria for 
inclusion in the focused update included new 
evidence and guidelines that were considered 
a) clinically meaningful and applicable to a 
broad range of clinicians treating addiction 
involving opioid use, and b) urgently needed to 
ensure the guideline reflects the current state 
of the science for the existing 
recommendations, aligns with other relevant 
practice guidelines, and reflects newly 
approved medications and formulations. 
Relevant evidence and current practices not 
meeting these criteria will be reviewed and 
incorporated into the full update as 
appropriate. 

ASAM 2015 • Methadone and buprenorphine are recommended for opioid 
use disorder treatment and withdrawal management. 

• Naltrexone (oral; extended-release injectable) is recommended 
for relapse prevention. 

Kampman, K., Jarvis, M. 
(2015). American Society of 
Addiction Medicine (ASAM) 
National Practice Guideline for 
the Use of Medications in the 
Treatment of Addiction 
Involving Opioid Use. Journal 
of Addiction Medicine; 9(5): 
358–367. DOI: 
10.1097/ADM.0000000000000
166. 

All statements required to meet criteria for 
both appropriateness and necessity as defined 
by expert group.  
Appropriateness was defined as “a statement, 
procedure or treatment is considered to be 
appropriate if the expected health benefit) e.g. 
increased life expectancy, relief of pain, 
reduction in anxiety, improved functional 
capacity) exceeds the expected negative 
consequences (e.g. mortality, morbidity, 
anxiety, pain) by a sufficiently wide margin that 
the procedure is worth doing, exclusive of 
cost.” 



 

 

A statement was considered necessary when 
all the following criteria were met: 

1. It would be considered improper care 
not to provide this service 

2. Reasonable chance exists that this 
procedure and/or service will benefit 
the patient 

3. The benefit to the patient is of 
significance and certainty 

Michigan 
Quality 

Improvement 
Consortium 

2015 

• Patient education and brief intervention should be conducted 
by the Primary Care Physician (PCP) or trained staff (e.g., RN, 
MSW) [A] 

• Refer patients with high risk behavior or symptoms to 
substance abuse health specialist, an addiction physician 
specialist, or a physician experienced in pharmacologic 
management of addiction. Also consider referral to community-
based services or an Employee Assistance Program [D] 

• Initiate treatment within 14 days of substance use disorder 
diagnosis 

• Frequent follow-up, i.e. 2 visits within 30 days supports 
behavior change.  

Michigan Quality Improvement 
Consortium. Screening, 
diagnosis and referral for 
substance use disorders. 
Southfield (MI): Michigan 
Quality Improvement 
Consortium; 2015 Aug. 1 p. 

[A] Randomized controlled trials 
[D] Opinion of expert panel 
 

VA/DoD 2015 • Offer referral to specialty SUD care for addiction treatment if 
based on willingness to engage. [B] 

• For patients with moderate-severe alcohol use disorder, we 
recommend: Acamprosate, Disulfiram, Naltrexone- oral or 
extended release, or Topiramate. [A] 

• Medications should be offered in combined with addiction-
focused counseling. offering one or more of the following 
interventions considering patient preference and provider 
training/competence: Behavioral Couples Therapy for alcohol 
use disorder, Cognitive Behavioral Therapy for substance use 
disorders, Community Reinforcement Approach, Motivational 
Enhancement Therapy, 12-Step Facilitation. [A] 
 
 
 

Department of Veteran Affairs, 
Department of Defense. 
(2015). VA/DoD Clinical 
Practice Guideline for the 
Management of Substance 
Use Disorders. Washington 
DC: Department of Veterans 
Affairs, Department of 
Defense. 

[A] “Strong For,” A strong recommendation 
that the clinicians provide the intervention to 
eligible patients. 
[B] “Weak For,” Recommend offering this 
option to eligible patients. 
Good evidence was found that the intervention 
improves important health outcomes and 
concludes that benefits substantially outweigh 
harm. 



  

  

 
 

• For patients with opioid use disorder we recommend 
buprenorphine/naloxone or methadone in an Opioid 
Treatment Program. For patients for whom agonist 
treatment is contraindicated, unacceptable, unavailable, or 
discontinued, we recommend extended-release injectable 
naltrexone. [A] 

• For patients initiated in an intensive phase of outpatient or 
residential treatment, recommend ongoing systematic relapse 
prevention efforts or recovery support, individualized on the 
basis of treatment response. [A] 

USPSTF 2013 • Clinicians should screen adults aged 18 years or older for 
alcohol misuse and provide brief behavioral counseling 
interventions to patients engaged in risky or hazardous 
drinking.  

Final Recommendation 
Statement: Alcohol Misuse: 
Screening and Behavioral 
Counseling Interventions in 
Primary Care. U.S. Preventive 
Services Task Force. May 
2013. 
https://www.uspreventiveservic
estaskforce.org/Page/Docume
nt/RecommendationStatement
Final/alcohol-misuse-
screening-and-behavioral-
counseling-interventions-in-
primary-care 

[B] The USPSTF recommends the service. 
There is high certainty that the net benefit is 
moderate or there is moderate certainty that 
the net benefit is moderate to substantial. 



  

  

Proposed Changes to Existing Measure for HEDIS®1 MY 2022:  
Follow-Up After Emergency Department Visit for Alcohol and  

Other Drug Abuse or Dependence (FUA) 

NCQA seeks comments on proposed modifications to the HEDIS measure Follow-Up After Emergency 
Department Visit for Alcohol and Other Drug Abuse or Dependence.  

The current measure assesses the percentage of emergency department (ED) visits for members 13 years 
of age and older with a principal diagnosis of substance use disorder (SUD), with a follow-up visit with a 
principal diagnosis of SUD. Two rates are reported: 

1. The percentage of ED visits for which the member received follow-up within 30 days. 

2. The percentage of ED visits for which the member received follow-up within 7 days. 

The intent of this measure is to ensure coordinated care for members discharged from the ED who are at 
high risk due to a drug misuse event. To align the measure with the measure’s intent and current evidence, 
NCQA proposes the following revisions:  

• Expand the denominator to include ED visits due to overdose of drugs with common abuse potential in 
“any” diagnosis position. 
Individuals who experience drug overdose are a particularly high-risk population that would benefit 
from timely follow-up. The addition of overdoses due to unintentional and undetermined intent fills an 
existing gap in the HEDIS care coordination measure suite.2  

• Expand the numerator to allow follow-up visits with SUD indicated in “any” diagnosis position.  
Recent qualitative analyses indicate that the order of listed diagnoses does not necessarily indicate 
the primary reason for the visit outside inpatient settings. NCQA wants to ensure that follow-up 
encounters where a diagnosis of substance use is included in any position on the claim is captured as 
appropriate follow-up. 

• Expand the numerator to include additional follow-up options that do not require a diagnosis of SUD.  
NCQA recommends adding additional follow-up options to align with updated clinical practice 
guidelines and account for individuals who may not have been diagnosed with SUD prior to or within 
30 days of discharge from the ED: 
– Dispensing or administration of pharmacotherapy for alcohol or opioid use disorder. 
– Visits where a behavioral health assessment or screening is performed. 
– Outpatient, observation or telehealth visits with a mental health provider. 
– Any service defined as addressing substance use. (See the Alcohol and Drug Abuse Services 

Value Set, provided in the Value Set Directory, for the service codes and descriptions.) 
– Any outpatient, intensive outpatient, partial hospitalization, observation and telehealth visit option 

currently included in the numerator specification for a diagnosis of drug “use” or overdose. 
– Services provided by a peer recovery support specialist. 

  

 
1 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2 Intentional overdoses are currently included in the Follow-Up After Emergency Department Visit for Mental Illness measure 
because they are considered intentional self-harm events. 



  

  

Our expert panels supported the proposed changes. NCQA seeks general feedback on the measure 
revisions and on the following questions:  

1. The addition of ED visits due to drug overdose intends to capture events that may be evidence of 
SUD. NCQA seeks feedback on recommended drugs for inclusion in the Drug Overdose Value Set. 
(Appendix, Table 1) 

2. Stakeholders and literature support the addition of peer recovery support services as appropriate 
follow-up, as available evidence indicates that these services are associated with improved 
outcomes.3 Given the varying certification qualifications and billing practices across states, NCQA 
seeks additional feedback on the appropriateness of these encounters as follow-up, as well as on 
the service and diagnosis codes to bill for peer recovery support services. (Appendix, Table 2) 

3. An example from a recent study indicates that the diagnosis of substance “use” on claims in 
outpatient or inpatient settings may be an appropriate way to identify follow-up services after 
overdose.4 NCQA seeks comment on the inclusion of substance “use” diagnoses to identify 
appropriate substance use follow-up when attached to outpatient, intensive outpatient, partial 
hospitalization, observation visit or telehealth visit claims. (See the AOD Use Disorders Value Set, 
provided in the Value Set Directory, for ICD-10 codes for substance “use.”) 

4. Exclusion of ED visits followed by an inpatient admission uses the Inpatient Stay Value Set and is 
intended to capture inpatient stays as well as behavioral health residential treatment stays. NCQA 
seeks feedback on whether the Inpatient Stay Value Set currently captures residential behavioral 
health treatment stays and if NCQA should consider additional codes to specify this exclusion. 

Supporting documents include draft measure specifications, evidence workup and performance data.  

NCQA acknowledges the contributions of the Geriatric, Technical and Behavioral Health Measurement Advisory 
Panels and the Care Coordination Workgroup. 

  

 
3 Eddie, D., L. Hoffman, C. Vilsaint, A. Abry, B. Bergman, B. Hoeppner, C. Weinstein, & J.F. Kelly. 2019. “Lived Experience in 
New Models of Care for Substance Use Disorder: A Systematic Review of Peer Recovery Support Services and Recovery 
Coaching.” Frontiers in Psychology 10, 1052. https://doi.org/10.3389/fpsyg.2019.01052 

4 Kilaru, A.S., et al. 2020. “Incidence of Treatment for Opioid Use Disorder Following Nonfatal Overdose in Commercially 
Insured Patients.” JAMA Network Open 3(5). doi:10.1001/jamanetworkopen.2020.5852. 



  

  

Appendix 
 

Table 1. Proposed Drugs for Overdose Value Set 

Note: This list captures unintentional and undetermined overdose events that may be evidence of SUD. Refer to the Drug 
Overdose Value Set, provided in the Value Set Directory, for associated ICD-10 codes. 

ICD-10 Group Substance ICD-10 Group Substance 
T51 Ethanol T41 Inhaled anesthetics 

T40 

Opium Intravenous anesthetics 
Heroin Unspecified general anesthetics 
Other opioids Other general anesthetics 
Methadone Local anesthetics 
Fentanyl or fentanyl analogs Unspecified anesthetic 
Tramadol Therapeutic gases 
Other synthetic narcotics T42 Barbiturates 
Cocaine Benzodiazepines 
Unspecified narcotics T43 Unspecified psychostimulants 
Other narcotics Amphetamines 
Cannabis Methylphenidate 
Lysergide (LSD) Ecstasy 
Unspecified psychodysleptics Other psychostimulants 

Table 2. Proposed Service Codes to Identify Peer Support Services 

Code Definition Code 
System 

G0177 Training and educational services related to the care and treatment of patient’s disabling mental 
health problems per session (45 minutes or more) (G0177) 

HCPCS 

H0024 Behavioral health prevention information dissemination service (one-way direct or non-direct 
contact with service audiences to affect knowledge and attitude) (H0024) 

HCPCS 

H0025 Behavioral health prevention education service (delivery of services with target population to 
affect knowledge, attitude and/or behavior) (H0025) 

HCPCS 

H0038 Self-help/peer services, per 15 minutes (H0038) HCPCS 
H0039 Assertive community treatment, face-to-face, per 15 minutes (H0039) HCPCS 
H0040 Assertive community treatment program, per diem (H0040) HCPCS 
H0046 Mental health services, not otherwise specified (H0046) HCPCS 
H2014 Skills training and development, per 15 minutes (H2014) HCPCS 
H2023 Supported employment, per 15 minutes (H2023) HCPCS 
S9445 Patient education, not otherwise classified, non-physician provider, individual, per session 

(S9445) 
HCPCS 

T1012 Alcohol and/or substance abuse services, skills development (T1012) HCPCS 
T1016 Case management, each 15 minutes (T1016) HCPCS 

 



 

Follow-Up After Emergency Department Visit for Alcohol and  
Other Drug Abuse or DependenceSubstance Use (FUA) 

SUMMARY OF CHANGES TO HEDIS MY 2022 

• Revised terminology from “alcohol or other drug abuse or dependence (AOD)” to “substance use” or 
substance use disorder (SUD)”. 

• Added ED visits with a diagnosis of unintentional and undetermined drug overdose in the 
denominator. 

• Revised diagnosis position requirement from a “principal” diagnosis to “any” diagnosis of SUD in the 
numerator. 

• Added pharmacotherapy for alcohol and opioid use disorder follow-up options in the numerator. 
• Allowed outpatient, observation visit and telehealth follow-up visits provided by a mental health 

provider, without a diagnosis of SUD, in the numerator. 
• Allowed services defined as behavioral health assessments or substance use services, without a 

diagnosis of SUD, in the numerator. 
• Added additional diagnosis options in the numerator to allow outpatient, intensive outpatient, partial 

hospitalization, observation and telehealth visits with a diagnosis of substance “use” or drug overdose. 
• Added additional codes for partial hospitalization and intensive outpatient services in the numerator. 
• Added peer support services, with a diagnosis for SUD, substance use or overdose, in the numerator. 
• Clarified that members receiving hospice care are a required exclusion.  

Description 

The percentage of emergency department (ED) visits for members 13 years of age and older with a 
principal diagnosis of alcohol or other drugsubstance use disorder (SUDAOD), abuse or dependenceor 
any diagnosis of drug overdose, who hadthat received  a follow- up visit for AOD. Two rates are 
reported: 

1. The percentage of ED visits for which the member received follow-up within 30 days of the ED 
visit (31 total days). 

2. The percentage of ED visits for which the member received follow-up within 7 days of the ED visit 
(8 total days).  

Eligible Population  

Note: Members in hospice are excluded from the eligible population. Refer to General Guideline 17: Members 
in Hospice. 

Product lines Commercial, Medicaid, Medicare (report each product line separately). 

Ages 13 years and older as of the ED visit. Report two age stratifications and a total 
rate: 

• 13–17 years. 
• 18 and older. 
• Total. 

The total is the sum of the age stratifications.  



 

Continuous 
enrollment 

Date of the ED visit through 30 days after the ED visit (31 total days).  

Allowable gap No gaps in enrollment.None.  

Anchor date None. 

Benefit Medical,  and chemical dependency and pharmacy. 
Note: Members with detoxification-only chemical dependency benefits do not meet 
these criteria.  

Event/diagnosis An ED visit (ED Value Set) with a principal diagnosis of AOD abuse or 
dependenceSUD (AOD Abuse and Dependence Value Set) or any diagnosis of 
drug overdose (Drug Overdose Value Set) on or between January 1 and 
December 1 of the measurement year, where the member was 13 years or older 
on the date of the visit.  

The denominator for this measure is based on ED visits, not on members. If a 
member has more than one ED visit, identify all eligible ED visits between 
January 1 and December 1 of the measurement year and do not include more 
than one visit per 31-day period, as described below. 

Multiple visits in 
a 31-day period 

If a member has more than one ED visit in a 31-day period, include only the first 
eligible ED visit. For example, if a member has an ED visit on January 1, include 
the January 1 visit and do not include ED visits that occur on or between 
January 2 and January 31; then, if applicable, include the next ED visit that 
occurs on or after February 1. Identify visits chronologically, including only one 
per 31-day period.   
Note: Removal of multiple visits in a 31-day period is based on eligible visits. 
Assess each ED visit for exclusions before removing multiple visits in a 31-day 
period. 

ED visits 
followed by 

inpatient 
admission 

Exclude ED visits that result in an inpatient stay and ED visits followed by an 
admission to an acute or nonacute inpatient care setting on the date of the ED 
visit or within the 30 days after the ED visit, regardless of the principal diagnosis 
for the admission. To identify admissions to an acute or nonacute inpatient care 
setting: 

1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set).   

2. Identify the admission date for the stay. 

These events are excluded from the measure because admission to an acute or 
nonacute inpatient setting may prevent an outpatient follow-up visit from taking 
place.  

Required 
exclusions 

Members receiving hospice care are excluded from the eligible population (refer 
to General Guideline 17: Members in Hospice). 

  



 

Administrative Specification 

Denominator The eligible population. 

Numerators  

30-Day 
Follow-Up 

A follow-up visit with any practitioner, with a principal diagnosis of AOD or a 
pharmacotherapy dispensing event within 30 days after the ED visit (31 total 
days). Include visits and pharmacotherapy events that occur on the date of the 
ED visit.  

7-Day  
Follow-Up 

A follow-up visit with any practitioner, with a principal diagnosis of AOD or a 
pharmacotherapy dispensing event within 7 days after the ED visit (8 total days). 
Include visits and pharmacotherapy events that occur on the date of the ED visit. 

For both indicators, any of the following meet criteria for a follow-up visit:  
• IET Stand Alone Visits Value Set, with any  principal diagnosis of SUD 

AOD abuse or dependence (AOD Abuse and Dependence Value Set), 
drugsubstance use (AOD Use Disorder Value Set) or drug overdose (Drug 
Overdose Value Set) or a mental health provider. 

• OUD Weekly Non Drug Service Value Set with any principal diagnosis of 
SUD AOD abuse or dependence (AOD Abuse and Dependence Value 
Set), substance use (AOD Use Disorder Value Set) or drug overdose 
(Drug Overdose Value Set). 

• OUD Monthly Office Based Treatment Value Set with any principal 
diagnosis of SUD AOD abuse or dependence (AOD Abuse and 
Dependence Value Set), substance use (AOD Use Disorder Value Set) or 
drug overdose (Drug Overdose Value Set). 

•  
• IET Visits Group 1 Value Set with IET POS Group 1 Value Set, with and 

any principal diagnosis of SUD AOD abuse or dependence (AOD Abuse 
and Dependence Value Set), substance use (AOD Use Abuse Disorder 
Value Set) or drug overdose (Drug Overdose Value Set) or a mental health 
provider. 

• IET Visits Group 2 Value Set with IET POS Group 2 Value Set, with and 
any principal diagnosis of SUD AOD abuse or dependence (AOD Abuse 
and Dependence Value Set), substance use (AOD Use Disorder Value 
Set) or drug overdose (Drug Overdose Value Set) or a mental health 
provider. 

• An intensive outpatient encounter or partial hospitalization (Visit Setting 
Unspecified Value Set) with (Partial Hospitalization POS Value Set) with 
any diagnosis of SUD (AOD Abuse and Dependence Value Set), 
substance use (AOD Use Disorder Value Set) or drug overdose (Drug 
Overdose Value Set). 

• An intensive outpatient encounter or partial hospitalization (Partial 
Hospitalization or Intensive Outpatient Value Set) with any diagnosis of 
SUD (AOD Abuse and Dependence Value Set), substance use (AOD Use 
Disorder Value Set) or drug overdose (Drug Overdose Value Set). 

• An observation visit (Observation Value Set) with any a principal diagnosis 
of SUD AOD abuse or dependence (AOD Abuse and Dependence Value 
Set), substance use (AOD Use Disorder Value Set) or drug overdose 
(Drug Overdose Value Set) or a mental health provider.  



 

• A telephone visit (Telephone Visits Value Set), with any principal diagnosis 
of SUD AOD abuse or dependence (AOD Abuse and Dependence Value 
Set), substance use (AOD Use Disorder Value Set) or drug overdose 
(Drug Overdose Value Set) or a mental health provider.  

• An e-visit or virtual check-in (Online Assessments Value Set), with any 
principal diagnosis of SUD AOD abuse or dependence (AOD Abuse and 
Dependence Value Set), substance use (AOD Use Disorder Value Set) or 
drug overdose (Drug Overdose Value Set) or a mental health provider. 

• A pharmacotherapy dispensing event (Alcohol Use Disorder Treatment 
Medications List; Opioid Use Disorder Treatment Medications List) or 
medication treatment event (AOD Medication Treatment Value Set; OUD 
Weekly Drug Treatment Service Value Set). 

• A peer support service (Peer Support Services Value Set) with any 
diagnosis of SUD (AOD Abuse and Dependence Value Set), substance 
use (AOD Use Disorder Value Set) or drug overdose (Drug Overdose 
Value Set) 

 

 • A behavioral health screening or assessment for SUD or mental health 
disorders (Behavioral Health Assessments Value Set). 

• Substance use treatment (Alcohol and Drug Abuse Services Value Set). 
 

Note 

• Organizations may have different methods for billing intensive outpatient visits and partial 
hospitalizations. Some methods may be comparable to outpatient billing, with separate claims for 
each date of service; others may be comparable to inpatient billing, with an admission date, a 
discharge date and units of service. Organizations whose billing methods are comparable to inpatient 
billing may count each unit of service as an individual visit. The unit of service must have occurred 
during the required period for the rate (within 30 days after the ED visit or within 7 days after the ED 
visit). 

Data Elements for Reporting  

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table FUA-1/2/3: Data Elements for Follow-Up After Emergency Department Visit for  
Alcohol and Other Drug Abuse or DependenceSubstance Use 

 Administrative 
Measurement year  
Eligible population  For each age stratification and total 
Number of required exclusions  
Numerator events by 
administrative data 

Each of the 2 rates for each age stratification and total 

Numerator events by 
supplemental data 

Each of the 2 rates for each age stratification and total 

Reported rate Each of the 2 rates for each age stratification and total 
 
 



Follow-Up After Emergency Department Visit for Alcohol or Other Drug 
Dependence (FUA) 

Measure Workup 

Topic Overview 

Measure Description  

The Follow-Up After Emergency Department for Alcohol or Other Drug Dependence (FUA) measure 
assesses the percentage of emergency department (ED) visits for members age 13 years of age and older 
with a principal diagnosis of substance use disorder (SUD) or any diagnosis of drug overdose, with a follow-
up visit to address substance use within 30 days and 7 days. The intent of the measure is to ensure 
coordinated care for members discharged from the ED who are at high risk due to their drug misuse event. 

Prevalence and Importance 

SUDs are a serious public health issue and if left untreated, can lead to damaging effects on an individual’s 
health, finances and overall well-being. SUD is characterized as impairment caused by the recurrent use of 
alcohol and/or other drugs, which may include health problems, disability and failure to meet major 
responsibilities (e.g., at work, school or home) (SAMHSA, 2020b). Commonly misused substances include 
alcohol, illicit drugs, marijuana, prescription pain relievers, cocaine, methamphetamine and heroin or other 
opioids (SAMHSA, 2020b). 

Prevalence of 
SUD 

In 2019, 20.4 million individuals in the U.S. age 12 or older (approximately 
7.4% of the population) reported having an SUD within the past year 
(SAMHSA, 2020b). The overall prevalence of SUD among individuals 12 and 
older has remained relatively stable between 2015 and 2019 (SAMHSA 
2020a; SAMHSA, 2020b).  

Out of the 20.4 million people age 12 and older who reported having an SUD 
in 2018, 71.1% (14.5 million) had an alcohol use disorder, 40.7% (8.3 million) 
had an illicit drug use disorder and 11.8% (2.4 million) had a co-occurring 
alcohol and illicit drug use disorder (SAMHSA, 2020b).  

ED use for drug 
use disorders or 
drug misuse  

The use of ED services among individuals with an SUD or who have misused 
drugs is common and is growing among certain subpopulations. In 2007, one 
in eight ED visits in the U.S. were found to be related to SUDs and mental 
health disorders (Weiss et al. 2016). The Centers for Disease Control and 
Prevention (CDC) reports that between 2008 and 2017, the rate of ED visits 
for a primary diagnosis of substance abuse or dependence increased among 
patients 18–34 (from 45.4 visits per 10,000 individuals in 2008–2009 to 76.0 
visits in 2016–2017) and remained relatively stable among patients 35 and 
older (27.2 visits per 10,000 in 2008–2009 to 24.6 visits in 2016–2017) (CDC, 
2019b). Experts believe that many ED visits for people with SUD could be 
avoided if they had access to adequate outpatient care (Weiss et al. 2016). 

In addition to ED visits for a documented SUD, many ED visits each year 
result from drug misuse. According to national surveillance data on ED visits 
due to overdoses of all drug types, excluding alcohol, there were 435,983 ED 
visits for nonfatal drug overdoses of unintentional or undetermined intent in 
2016 (age-adjusted rate of 137.2 visits per 100,000 population) (CDC, 
2019a). Notably, the most frequently occurring drug overdose events in the 
ED setting are related to opioids (183,147 visits per 100,000) (CDC, 2019a).  

 



National syndromic surveillance data examining ED visits from 2017–2018 
found that of suspected drug overdose-related visits, 42.5% were heroin-
related, 27.3% were non-heroin opioid-related and 11.0% were due to opioid 
polysubstance misuse (Liu & Vivolo-Kantor, 2020).  

Health 
importance 

SUD can have serious, irreversible effects on a person’s health and well-
being. Substance use is associated with higher rates of motor vehicle 
accidents, HIV infection, interpersonal violence, unintentional injury and both 
intentional and accidental overdose (Hawk & D’Onofrio, 2018). The ED is an 
especially important care setting for individuals with an SUD or who have 
experienced a drug overdose event, as it represents an opportunity to 
connect individuals to appropriate services and supports following an acute 
event (Hawk et al. 2019).  

Literature indicates that individuals who overdose once are at risk of having at 
least one additional overdose within a year (Suffoletto & Zeigler, 2020; 
Karmali et al. 2020). One study examining adult patients 18 and older from 
Kaiser Permanente Northern California found that from 2009–2016, 
approximately 7.2% of patients with an index nonfatal opioid overdose 
experienced a repeat opioid overdose within the following year (Karmali et al. 
2020). Risk of subsequent death among ED patients seen for drug overdose 
is also high (Goldman-Mellor et al. 2020; Weiner et al. 2020). ED patients with 
nonfatal opioid or sedative/hypnotic drug overdose have increased mortality 
within the following year due to subsequent unintentional overdose, suicide 
and other causes (Goldman-Mellor et al. 2020).  

A recent study found that approximately 1 in 20 patients treated in 
Massachusetts in the ED for a nonfatal opioid overdose died within one year 
of their visit (Weiner et al. 2020). One in 5 patients who died within a year did 
so within the first month, and patient deaths clustered around the first 2 days 
after being discharged (Weiner et al. 2020). Two-thirds of these deaths were 
directly attributed to subsequent opioid-related overdoses (Weiner et al. 
2020). 

The COVID-19 pandemic has created significant challenges for individuals 
with SUD, with many public health experts anticipating that the measures 
taken to manage the spread of the virus will exacerbate the opioid crisis. 
Though data for 2020 are limited, one study examined drug testing patterns at 
a national clinical laboratory before and after the pandemic began and found 
a 35% increase in positivity for non-prescribed fentanyl and a 44% increase in 
positivity for heroin (Niles et al. 2020). The Overdose Detection Mapping 
Application Program released a report in May 2020, describing a 20% 
increase in suspected overdose since the first reported case of COVID-19 
when compared to the same period in the previous year (ODMAP, 2020). 

Together, data indicate that individuals who are seen in the ED due to 
substance misuse are at high risk of adverse events, especially within the 
weeks and months following their ED visit. Individuals with SUD may require 
ongoing health services and supports following discharge from the ED care 
setting, and loss of contact with health care may begin a cycle of symptom 
deterioration, necessitating further crisis intervention in emergency settings 
(Kilaspy, 2007; Fischer, 2008; Jencks, 2009; Weiner et al. 2000). Health plans 
play a unique role facilitating care coordination for members following acute 
events and ensuring that members have access to high-quality post-ED care 
for the treatment of SUD. 

  



Evidence 

Evidence for ED 
follow-up 

A strong body of evidence indicates that coordinated care for complex chronic 
conditions, such as SUD, positively influences disease trajectory (Duber et al. 
2018). Multiple studies support the need for immediate treatment following ED 
discharge for patients with SUD and indicate that treatment engagement for SUD 
is linked to improved outcomes (Hawk & D’Onofrio, 2018; Weiner et al. 2020; 
Kilaru et al. 2020). As the primary provider of acute illness stabilization, timely 
diagnosis and links to appropriate care, the ED is uniquely positioned to improve 
care for patients with SUD and prevent overdose death (Samuels et al. 2019). 

Studies have found that follow-up care is associated with remaining in the 
community for a longer period and avoidance of future emergency visits. A study 
of ED visits for patients with substance abuse and mental illness at a single 
hospital found that patients who failed to receive aftercare following their 
emergency psychiatric visit had six times higher odds of coming back to the ED 
within two months, compared with patients who received aftercare (Bruffaerts, 
2005). 

Medication-
assisted therapy 

For patients with opioid overdose and opioid use disorder (OUD), transitioning 
from the ED to outpatient settings requires carefully coordinated care to minimize 
potential opioid withdrawal and relapse. An important follow-up option to consider 
for this population includes medication-assisted therapy, often after initiation within 
the ED (Duber et al. 2018). Patients receiving maintenance buprenorphine for at 
least one year require fewer ED visits and hospitalizations compared to those who 
discontinue buprenorphine (Lo-Ciganic et al. 2016). Early initiation and 
maintenance of medication-assisted therapy for OUD patients can therefore 
significantly affect their health and acute health care use (Duber et al. 2018; Lo-
Ciganic et al. 2016). Providing or coordinating appropriate counseling and social 
services is also important, as both are likely to lead to compliance with treatment 
and improved health outcomes (Duber et al. 2018). 

Peer recovery 
support services 

Use of peer recovery support services, including peer recovery coaches, is a 
growing trend for populations affected by SUD (Eddie et al. 2019). These 
individuals, who are paid staff or volunteers employed in a range of health care 
and social-service settings, are defined as individuals with “lived experience” of 
addiction and recovery, providing critical assistance and social support to 
underserved and vulnerable patients (McDaid, 2011). Although peer mentors 
typically do not have clinical training, they are uniquely positioned to help patients 
navigate the health system, access treatment and overcome barriers to recovery 
due to their own experience with SUD (Eddie et al. 2019). Existing research to 
date supports the use of peer recovery coaches in different SUD treatment 
settings, including hospital and medical settings, linking their services to improved 
outcomes such as reduced substance use and relapse rates, greater treatment 
satisfaction, higher treatment retention, greater housing stability and decreased 
criminal justice involvement (Eddie et al. 2019; ASTHO, 2020). 

Timeliness of 
follow-up 

Timeliness of follow-up and referral is also an important element of care transition 
from the ED, as delays are more likely to result in poor outcomes and entry into 
treatment (Duber et al. 2018). An observational study of patients with unhealthy 
alcohol and drug use in an urban ED found that patients who received direct 
referral were 30 times more likely to enroll in treatment compared to those who 
were discharged from the ED with an indirect referral (D’Onofrio and Degutis, 
2010).  

 



Literature indicates that follow-up may even be initiated within the ED, including 
screening, initiating psychosocial or pharmacotherapy treatment and directly 
linking patients to ongoing treatment (Hawk, D’Onofrio, 2018). One study found 
that with ED-initiated buprenorphine and brief negotiation interview (BNI), almost 
80% of patients accessed OUD treatment within 30 days, compared to 37% with 
referral only or 45% with a BNI and facilitated referral (i.e., direct link to referral, 
including review of eligibility for services, insurance coverage and transportation 
arrangement) (D’Onofrio, 2015). ED-initiated buprenorphine is linked to better 
outcomes, including greater engagement in addiction treatment and decreased 
use of illicit opioids (D’Onofrio et al. 2017).  

Evidence also indicates that a technique of Screening, Brief Intervention and 
Referral to Treatment (SBIRT) for SUD patients in the ED can lead to better 
outcomes (Bernstein & D’Onofrio, 2013). A study evaluating the effectiveness of 
this technique for excessive drinking found that patients who received this 
intervention reported less binge drinking and lower rates of drinking and driving 
than patients who received standard care (D’Onofrio et al. 2012).  

Health Care Disparities and Quality Gap 

Health care 
disparities 

 

Age In 2016, nonfatal drug overdose-related ED visits (excluding alcohol) were highest 
among individuals 25–34 years of age (238.1 visits per 100,000) and individuals 
20–24 years (219.3) (CDC, 2019a). For adults 65 and older, there were an 
estimated 77.1 per 100,000 ED visits for nonfatal drug overdose (CDC, 2019a). 

SAMHSA data indicates that in 2019, among the 21.6 million people 12 or older 
who needed substance use treatment in the past year, only 12.2% received 
substance use treatment at a specialty facility (SAMHSA 2020b). A retrospective 
cohort study of commercially insured adult patients examined follow-up after an ED 
visit for opioid overdose between 2011 and 2016, and found that for each 
additional year of age, patients were 0.2% less likely to obtain follow-up (95% CI, 
−0.3% to −0.1%) (Kilaru et al. 2020). 

Race/ethnicity 
and gender 

SAMHSA 2019 data indicates that across different racial and ethnic groups, past-
year misuse of opioids among individuals 12 and older was most common among 
individuals identifying with two or more races (5.2%), followed by American Indian 
or Alaskan Native (5.1%), White (3.8%), Black or African American (3.4%) and 
Hispanic or Latino (3.7%) (SAMHSA,2020a). Individuals identifying as Asian or 
Native Hawaiian or Other Pacific Islander reported the lowest past year misuse of 
opioids, at 1.6% and 2.8% respectively (SAMHSA, 2020a). Research has also 
shown that despite having a later age of first exposure and drinking less alcohol, 
African Americans—African American women in particular—tend to be at higher 
risk of experiencing adverse outcomes attributed to alcohol use disorders (Zapolski 
et al. 2014; Ransome et al. 2017; Williams et al. 2017).  

A study examining the incidence of follow-up treatment following an ED discharge 
for non-fatal opioid overdose among commercially insured patients found that 
between 2011 and 2016, Black patients were half as likely to obtain follow-up 
compared to non-Hispanic Whites (absolute risk difference [ARD], −5.9%; 95% CI, 
−8.6% to −3.6%) (Kilaru et al. 2020). The same study found that women (ARD, 
−1.7%; 95% CI, −3.3% to −0.5%) and Hispanic patients (ARD, −3.5%; 95% CI, 
−6.1% to −0.9%) were also less likely to obtain follow-up.  



Health 
insurance/SES 

Data from the 2017 National Survey on Drug Use and Health revealed that the 
percentage of alcohol dependence or substance use, including opioid use disorder 
and heroin use, was higher among individuals without health insurance and those 
with family income below 100% of the federal poverty level (SAMHSA, 2019a). 
Although literature has shown that the Affordable Care Act (ACA) and 
corresponding Medicaid expansion in some states have helped increase access to 
behavioral health treatment for vulnerable populations, disparities remain, 
particularly for substance use treatment (Creedon & Cook, 2016). Among 
individuals with past-year SUD, rates of SUD treatment remained low (around 7%) 
and did not change significantly before and after 2014 (when ACA-driven Medicaid 
expansion and private insurance Exchanges were initiated) (Creedon & Cook, 
2016). One study found that Hispanic and Black individuals were more likely to 
have insurance in 2014, compared to 2011–2013; however, disparities in 
insurance access compared to Whites did not decrease (Creedon & Cook, 2016). 

Gaps in care  

ED follow-up Many patients leaving the ED fail to receive follow-up care. A retrospective 
analysis of commercial claims data found that for all members who had an ED visit 
for a diagnosis of SUD in 2004, only 13% received follow-up within 14 days of their 
ED visit (Breton et al. 2007). Within this 14-day follow-up time frame, an additional 
36% of members were seen for an outpatient visit for a non-SUD behavioral health 
diagnosis (e.g., diagnosis coded included substance “use,” mental health or a 
nonpsychiatric medical disorder), which may suggest, but cannot confirm, 
appropriate follow-up care using current definitions (Breton et al. 2007). Patients 
diagnosed with alcohol abuse were less likely to receive follow-up services than 
patients diagnosed with other drug dependencies (Breton et al. 2007). A 
retrospective cohort study found that the majority of commercially insured patients 
who visited the ED for an opioid overdose did not receive timely follow-up care 
(Kilaru et al. 2020). Of the approximately 6,500 patients who visited the ED for an 
opioid overdose or other opioid-related medical complication between 2011 and 
2016, only 16.6% of patients accessed treatment within 3 months of the ED visit. 
(Kilaru et al. 2020). 

SUD treatment National survey data from 2019 indicates that of the 21.6 million people 12 years 
and older with an SUD, only 4.2 million received any substance use treatment in 
the past year (SAMHSA, 2020b). The ED is a critical access point to care for 
individuals with SUD; however, despite the promising findings around 
effectiveness of ED-initiated interventions, literature suggests that referrals from 
the ED to SUD treatment programs are uncommon (Samuels, 2016). Barriers can 
manifest at the individual, intra-organizational and cross-organizational levels 
(Blevins, Rawat, Stein, 2018).  

At the individual level, literature shows that patients not only need to be motivated 
to seek care, but that access to care is influenced by perceived efficacy of 
treatment as well as individual social support and other social determinants (e.g., 
transportation challenges, language barriers and financial concerns) (Blevins, 
Rawat, Stein, 2018). At the organizational level, hospitals and treatment centers 
may face challenges such as limited staff and funding, which can make referral 
and delivery of substance use treatment more difficult (Blevins, Rawat, Stein, 
2018).  

 

 



Qualitative findings from a study examining barriers in the referral process included 
a total of 59 interviews with stakeholders (i.e., ED and primary care physicians, 
administrators and mental health advocates, among others) and revealed four 
primary themes: patient eligibility, treatment capacity, provider knowledge and 
communication (Blevins, Rawat, Stein, 2018). Under these themes, stakeholders 
referenced a number of challenges, including difficulty determining patient 
eligibility requirements for different programs, as some treatment centers have 
different criteria for admission (Blevins, Rawat, Stein, 2018). Other factors 
commonly cited included time and resources spent on determining program 
capacity and difficulties with referral confirmations (Blevins, Rawat, Stein, 2018).  

Measure 
performance 

Performance on the current FUA measure indicates that a gap in care continues to 
exist. Across commercial, Medicare and Medicaid product lines between 
measurement years 2017 and 2019, approximately only 8%–13% of patients with 
an ED visit for SUD received follow-up within 7 days of their ED discharge and 
approximately 12%–20% of patients received follow-up within  
30 days. 

Financial Impact 

The economic burden of SUD on an individual or family can include resources spent on misused 
substances, as well as loss of income due to decreased productivity and job loss (Daley, 2013). At the 
health system level, data from the Healthcare Cost and Utilization Project indicate that in 2017, mental and 
substance use ED visits incurred a service cost of over $5.6 billion, representing approximately 7% of the 
$76.3 billion total ED costs for that year (Karaca & Moore, 2020). Alcohol-related visits to the ED were the 
costliest, representing 21.7% of total ED costs related to mental health or substance use (Karaca & Moore, 
2020). 

More broadly, the National Institute on Drug Abuse estimates the average health care costs for tobacco, 
alcohol, prescription opioids and illicit drugs to total approximately $232 billion annually (NIH, 2020). This 
estimate increases to over $820 billion when costs related to crime and lost work productivity are included 
with health care costs (NIH, 2020). This burden could potentially be decreased by “closing the treatment 
gap” and reducing costs related to hospital readmission rates, medical complications of SUDs, unintentional 
injuries and delayed or lack of interventions (Hawk & D’Onofrio, 2018; Bernstein & D’Onofrio, 2013). For 
example, SBIRT has emerged as a cost-effective option shown to be effective in ED settings for smoking, 
alcohol and marijuana use, with health care cost savings that range from $3.81 to $5.60 for every dollar 
spent (Bernstein & D’Onofrio, 2013). 
 



Guidelines 
 

Organization 
(Year) Recommendation Citation Rating 

American 
Psychiatric 
Association 
(2010) 

Assessments and Intervention: “It is clinically helpful when assessing patients to 
use a spectrum that includes use, misuse, abuse, and dependence. The latter two 
terms represent formal diagnostic categories. Use of a substance may or may not be 
clinically significant. If use of a substance is thought to be potentially clinically 
significant but does not meet diagnostic criteria for abuse or dependence, it may be 
characterized as “misuse,” although this is not a formal diagnostic category. Even 
when functional impairment is absent or limited, substance misuse can be an early 
indicator of an individual’s vulnerability to developing a chronic substance use 
disorder. Brief early interventions can effectively reduce this progression (1–3), 
although follow-up reinforcement appears necessary for sustained utility.” (15) 
Intervention After High-Risk Events: “Immediate intervention to provide safety to 
the patient in a medically monitored environment is recommended for individuals who 
present with high-risk intoxication or withdrawal states or altered mental states (e.g., 
psychosis, suicidality, agitation) that are associated with a risk of danger to self or 
others. After the patient is stabilized, the patient’s immediate needs regarding safety 
and stability should be addressed to prepare the patient to enter into comprehensive, 
long-term treatment of the substance use disorder and its associated conditions. 
Such acute interventions may be focused on goals such as preserving health, 
achieving financial security, and finding stable housing.” (15-16) 
Patients with Co-Occurring Psychiatric and SUD: “Once a patient’s acute 
psychiatric symptoms and intoxication or withdrawal states have been stabilized, the 
patient can be evaluated for treatment in an ongoing rehabilitative treatment program. 
When patients are being treated in a substance abuse treatment setting, their 
psychiatric symptoms should be monitored and addressed clinically through 
psychiatric medications, when appropriate, as well as through integrated 
psychosocial strategies (e.g., teaching patients mood management as part of relapse 
prevention therapy) and integrated treatment approaches for psychiatric disorders 
and substance use disorders (357). In a psychiatric treatment setting, it would be 
incorrect to assume that successful treatment of a psychiatric disorder will resolve the 
substance use disorder. The substance use disorder will require specific treatment 
even when it arises in the context of another psychiatric disorder, a situation that is 
quite common and that presents an opportunity for the prevention of a secondary 
disorder (358).” 

American Psychiatric Association. 
2010. “Practice Guideline for the 
Treatment of Patients With 
Substance Use Disorders, Second 
Edition.” 

 

See guideline for 
recommendation 
statements and ratings 
for the different 
substance use 
populations. 



Organization 
(Year) Recommendation Citation Rating 

National 
Institute on 
Drug Abuse 
(NIDA) 
(2018) 

“Treatment needs to be readily available: Because drug-addicted individuals may be 
uncertain about entering treatment, taking advantage of available services the 
moment people are ready for treatment is critical. Potential patients can be lost if 
treatment is not immediately available or readily accessible. As with other chronic 
diseases, the earlier treatment is offered in the disease process, the greater the 
likelihood of positive outcomes.” 

NIDA. 2020. Principles of Effective 
Treatment. 
https://www.drugabuse.gov/publicat
ions/principles-drug-addiction-
treatment-research-based-guide-
third-edition/principles-effective-
treatment Accessed on November 
23, 2020. 

NA 

Veterans 
Affairs 
(VA)/Departm
ent of Defense 
(DOD) 
(2015) 

SUD—Treatment Setting For patients with a diagnosis of a SUD, the Work Group 
suggests offering referral for specialty SUD care based on willingness to engage in 
specialty treatment. 

Department of Veteran Affairs, 
Department of Defense. (2015). 
VA/DoD Clinical Practice Guideline 
for the Management of Substance 
Use Disorders. Washington DC: 
Department of Veterans Affairs, 
Department of Defense. 

Weak For; Not 
reviewed, Amended 

Alcohol: For patients without documented alcohol use disorder who screen positive 
for unhealthy alcohol use, the Work Group recommends providing a single initial brief 
intervention regarding alcohol-related risks and advice to abstain or drink within 
nationally established age and gender-specific limits for daily and weekly 
consumption. 
AUD: For patients with moderate-severe alcohol use disorder, the Work Group 
recommends pharmacotherapy and psychosocial interventions. 

 Strong For; Reviewed, 
New-replaced 

OUD: For patients with opioid use disorder, the Work Group recommends 
pharmacotherapy, and psychosocial interventions with or without pharmacotherapy, 
considering patient preferences. 

 Strong For / Weak For / 
NA; Reviewed, New-
replaced 

Cannabis Use Disorder: For patients with cannabis use disorder, the Work Group 
recommends psychosocial interventions as initial treatment considering patient 
preference and provider/training competence.  

 Strong For; Reviewed, 
New-added 

Stimulant Use Disorder: For patients with stimulant use disorder, the Work Group 
recommends psychosocial interventions as initial treatment considering patient 
preference and provider training/competence. 

 Strong For; Reviewed, 
New-replaced 



Organization 
(Year) Recommendation Citation Rating 

ASAM (2020) “All FDA approved medications for the treatment of opioid use disorder should be 
available to all patients. Patients’ psychosocial needs should be assessed, and 
patients should be offered or referred to psychosocial treatment based on their 
individual needs. However, a patient’s decision to decline psychosocial treatment or 
the absence of available psychosocial treatment should not preclude or delay 
pharmacotherapy, with appropriate medication management. Motivational 
interviewing or enhancement can be used to encourage patients to engage in 
psychosocial treatment services appropriate for addressing individual needs.” 

Kampman, K., Freedman, K. 
(2020). American Society of 
Addiction Medicine (ASAM) 
National Practice Guideline for the 
Treatment of Opioid Use Disorder: 
2020 Focused Update. Journal of 
Addiction Medicine; 14, no. 2S: 1–
91, 
https://doi.org/10.1097/ADM.00000
00000000633. 

The methods used to 
search the literature 
and subsequently 
develop guideline 
statements were 
consistent with the RAM 
methodology employed 
for the 2015 publication. 
Criteria for inclusion in 
the focused update 
included new evidence 
and guidelines that 
were considered a) 
clinically meaningful 
and applicable to a 
broad range of 
clinicians treating 
addiction involving 
opioid use, and b) 
urgently needed to 
ensure the guideline 
reflects the current state 
of the science for the 
existing 
recommendations, 
aligns with other 
relevant practice 
guidelines, and reflects 
newly approved 
medications and 
formulations. Relevant 
evidence and current 
practices not meeting 
these criteria will be 
reviewed and 
incorporated into the full 
update as appropriate. 
 



Organization 
(Year) Recommendation Citation Rating 

Michigan 
Quality 
Improvement 
Consortium 
(2017) 

[For Patients with SUD or Risky Substance Use] 
Patient Education or Brief Intervention by PCP or Trained Staff (e.g. RN, MSW) [A]: 
If diagnosed with substance use disorder or risky substance use, initiate an 
intervention within 14 days. Frequent follow-up is helpful to support behavior change; 
preferably 2 visits within 30 days. 

Michigan Quality Improvement 
Consortium. (2017) Screening, 
diagnosis and referral for substance 
use disorders. Southfield (MI): 
Michigan Quality Improvement 
Consortium; Aug. 1p. 

[A] Randomized 
controlled trials 
 

[For Patients with SUD or Risky Substance Use] 
Referral (for high risk behavior, or symptoms): Refer to a substance abuse health 
specialist, an addiction physician specialist, or a physician experienced in 
pharmacologic management of addiction(2,3) [D]. Also consider referrals to 
community-based services (e.g. AA, NA, etc.), or an Employee Assistance Program. 

 [D] Opinion of expert 
panel 

Maryland 
Hospital 
Association 
(2018) 

Universal Screening: To the extent possible, hospitals should universally screen for 
substance use disorder(s) among patients who present in the ED. Hospitals agreed 
that screening—defined as the application of a simple test to determine whether a 
patient is at risk for, or may have, an alcohol or substance use disorder—is an 
important step within the ED admission and discharge process. Screening helps 
providers fully assess patients prior to making treatment decisions and 
recommendations for follow-up care and/or monitoring. 
Facilitated Referral: Hospitals should refer patients who screen positive for 
substance use disorder(s) to treatment, ideally using a facilitated referral approach. 
Hospitals agreed that referrals to treatment are an essential component of the 
discharge protocols for this patient population. A facilitated referral may involve a 
range of tasks designed to assist the patient to attend his or her first appointment at 
the treatment center after being discharged. 
Peer Recovery Services: To the extent possible, hospitals should incorporate peer 
recovery services into their processes for treating and discharging patients treated for 
an opioid overdose, and those identified as having a substance use disorder. Peer 
recovery coaches use their lived experiences of recovering from addiction, as well as 
skills learned in formal training, to deliver services to patients that encourage their 
recovery. Specifically, in addition to referring patients to treatment, peer recovery 
coaches or other staff could provide patients with information on safe use, assess 
their readiness to change, and advise them on potential behavior changes under the 
guidance of licensed providers. Hospital representatives found it beneficial to include 
peer recovery coaches or other staff who are designated provide these services, such 
as community health workers or hospital social workers, in the discharge process. 

Maryland Hospital Association. 
2018. Emergency Discharge 
Protocols for Patients with 
Substance Use Disorders and 
Opioid Overdoses in Maryland’s 
Hospitals.  

NA 



Organization 
(Year) Recommendation Citation Rating 

SAMHSA 
(2018) 

“Recovering from opioid overdose: If the survivor’s underlying problem is pain, 
referral to a pain specialist may be in order. If it is addiction, the patient should be 
referred to an addiction specialist for assessment and treatment by a physician 
specializing in the treatment of opioid addiction in a residential treatment program or 
in a federally certified opioid treatment program.” 

SAMHSA. 2018. SAMHSA Opioid 
Overdose Prevention Toolkit. 
https://store.samhsa.gov/sites/defa
ult/files/d7/priv/sma18-4742.pdf 

NA 

Women’s 
College 
Hospital 
(2017) 

ED Discharge & Referral Protocols for Alcohol- and Opioid-Related 
Presentations 
Alcohol Intoxication: 
• Refer to rapid access addiction medicine clinic. 
• Refer to withdrawal management services if [at risk for withdrawal, or lacks social 

supports, is in crisis, want to start immediate treatment] 
• Consider reporting to Ministry of Transportation. 
Alcohol Withdrawal: 
• Refer to rapid access addiction medicine clinic. 
• Refer to withdrawal management services if withdrawal not fully resolved, lacks 

social supports, or in crisis. 
• See family doctor in 1–2 days. 
Other Alcohol-Related Presentations: 
• Alcohol-induced anxiety, depression, and suicidal ideation: If patient is intoxicated 

and suicidal, observe patient in ED until intoxication resolves. Refer patient to 
psychiatry if [patient is at risk]. 

• Trauma caused by alcohol intoxication: Screen for alcohol disorder. Inform patient 
that risk of trauma dramatically increases with each drink. Advise patient on harm-
reduction strategies.  

• Alcohol use in the elderly: falls, confusion, depression, problematic failure to cope. 
Always ask about alcohol use in elderly patients presenting with falls, confusion, 
depression, problematic benzodiazepine use, or failure to cope. 

Opioid Withdrawal: Administer buprenorphine/ naloxone if [clinically indicated]. 
 

Women’s College Hospital. 2017. 
Emergency Department Protocols 
for Alcohol and Opioid Related 
Presentations. 
https://www.womenscollegehospital
.ca/assets/pdf/MetaPhi/Emergency
_department%20protocols_17.08.2
4.pdf 

NA 



Organization 
(Year) Recommendation Citation Rating 

Opioid Overdose: 
• Refer patient to rapid-access addiction medicine clinic. 
• Prescribe buprenorphine/naloxone total amount dispensed in the ED (max 12 mg) 

as a single daily dose. 
• Prescription should last until next rapid access addiction medicine clinic. Refer 

patient to withdrawal management if transient housing, lack of social supports 
and/or high risk for relapse.  

• Provide high-risk patients with take-home naloxone. 
Other Opioid-Related Presentations: 
• Give take-home naloxone kit. 
• Give harm reduction advice.  
• If patient is not yet in withdrawal, prescribe buprenorphine/naloxone to take at 

home.  
• Refer to rapid-access addiction medicine clinic. 
• Refer to withdrawal management if transient housing, lack of social supports, 

and/or high risk for relapse. 
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HEDIS Health Plan Performance Rates: Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or 
Dependence (FUA) 

Commercial Results: Tables 1–6 

Table 1. HEDIS FUA Measure Performance—Commercial Plans (30 Day Rate —Total, All Ages) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) Performance Rates (%) 

2019* 417 312 (74.8) 14.8 7.5 7.2 10.1 13.5 17.5 23.3 
2018 405 313 (77.3) 14.5 7.3 6.8 10.2 13.7 17.7 22.6 
2017 406 327 (80.5) 14.3 7.1 6.8 10.0 13.3 17.6 22.0 

*For measurement year 2019, the average denominator size for commercial plans was 383 individuals, with a standard deviation of 536.

Table 2. HEDIS  FUA Measure Performance—Commercial Plans (30 Day Rate—13–17 Years) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2019* 417 75 (18.0) 10.5 10.5 2.9 5.2 8.5 13.9 17.3 
2018 405 76 (18.8) 9.0 11.1 1.6 3.6 6.7 10.6 16.0 
2017 406 96 (23.7) 9.5 10.3 2.6 5.2 7.5 10.7 16.7 

*For measurement year 2019, the average denominator size for commercial plans was 74 individuals, with a standard deviation of 48.

Table 3. HEDIS FUA Measure Performance—Commercial Plans (30 Day Rate—18+ Years) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2019* 417 309 (74.1) 15.1 7.6 7.7 10.4 14.0 18.3 23.6 
2018 405 307 (75.8) 15.0 7.4 7.3 10.5 14.0 18.2 22.8 
2017 406 321 (79.1) 14.8 7.2 7.4 10.5 13.8 18.0 22.6 

*For measurement year 2019, the average denominator size for commercial plans was 361 individuals, with a standard deviation of 501.



Table 4. HEDIS FUA Measure Performance—Commercial Plans (7 Day Rate —Total, All Ages) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2019* 417 315 (75.5) 10.9 6.4 5.1 7.2 9.8 13.6 17.8 
2018 405 313 (77.3) 10.4 6.2 4.8 7.0 9.6 13.0 16.7 
2017 406 327 (80.5) 10.4 6.4 4.6 6.8 9.7 12.9 16.7 

*For measurement year 2019, the average denominator size for commercial plans was 384 individuals, with a standard deviation of 53. 

Table 5. HEDIS FUA Measure Performance—Commercial Plans (7 Day Rate—13-17 Years) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2019* 417 76 (18.2) 7.9 10.1 2.1 2.9 5.6 9.6 14.7 
2018 405 76 (18.8) 6.8 10.3 0.0 2.7 4.9 8.8 12.7 
2017 406 96 (23.7) 7.0 9.5 1.3 3.2 5.4 8.4 13.2 

*For measurement year 2019, the average denominator size for commercial plans was 73 individuals, with a standard deviation of 48. 

Table 6. HEDIS FUA Measure Performance—Commercial Plans (7 Day Rate—18+ Years) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2019* 417 312 (74.8) 11.2 6.5 5.4 7.5 10.2 14.3 18.1 
2018 405 307 (75.8) 10.8 6.2 5.0 7.2 10.0 13.2 17.2 
2017 406 321 (79.1) 10.8 6.5 4.8 7.2 10.0 13.3 17.3 

*For measurement year 2019, the average denominator size for commercial plans was 362 individuals, with a standard deviation of 499. 
  



Medicaid Results: Tables 7–12 

Table 7. HEDIS FUA Measure Performance—Medicaid Plans (30 Day Rate—Total, All Ages) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2019* 265 174 (65.7) 19.7 10.4 5.9 10.9 19.5 28.1 33.2 
2018 256 157 (61.3) 19.3 10.1 6.8 10.9 17.9 26.7 33.3 
2017 275 158 (57.5) 18.1 9.9 6.7 10.1 16.3 24.5 32.2 

*For measurement year 2019, the average denominator size for Medicaid plans was 1,229 individuals, with a standard deviation of 1,583. 

Table 8. HEDIS FUA Measure Performance—Medicaid Plans (30 Day Rate—13-17 Years) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2019* 265 90 (34.0) 10.7 8.1 3.3 5.0 8.8 13.9 21.9 
2018 256 78 (30.5) 10.2 7.7 2.9 5.5 7.6 13.9 22.1 
2017 275 83 (30.2) 11.9 10.3 2.9 5.1 8.9 16.7 22.2 

*For measurement year 2019, the average denominator size for Medicaid plans was 95, with a standard deviation of 74. 

Table 9. HEDIS FUA Measure Performance—Medicaid Plans (30 Day Rate—18+ Years) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2019* 265 173 (65.3) 20.2 10.5 6.4 11.7 20.4 28.4 33.9 
2018 256 155 (60.6) 20.0 10.1 7.7 11.4 18.2 27.4 33.9 
2017 275 157 (57.1) 18.5 10.0 6.7 10.4 16.6 25.6 32.3 

*For measurement year 2019, the average denominator size for Medicaid plans was 1,181 individuals, with a standard deviation of 1,547. 
  



Table 10. HEDIS FUA Measure Performance—Medicaid Plans (7 Day Rate—Total, All Ages) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2019* 265 175 (66.0) 13.4 7.8 3.4 7.1 12.7 18.2 24.0 
2018 256 157 (61.3) 13.1 7.8 4.5 6.6 11.6 17.0 23.0 
2017 275 158 (57.5) 12.2 7.7 4.3 6.9 10.4 16.7 21.9 

*For measurement year 2019, the average denominator size for Medicaid plans was 1,225 individuals, with a standard deviation of 1,579. 

Table 11. HEDIS FUA Measure Performance—Medicaid Plans (7 Day Rate—13–17 Years) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2019* 265 91 (34.3) 7.5 7.1 1.8 3.1 5.7 8.6 12.8 
2018 256 78 (30.5) 6.9 6.2 1.8 2.9 4.8 9.1 14.5 
2017 275 83 (30.0) 8.1 8.9 1.3 2.6 6.0 10.0 15.9 

*For measurement year 2019, the average denominator size for Medicaid plans was 94 individuals, with a standard deviation of 73. 

Table 12. HEDIS FUA Measure Performance—Medicaid Plans (7 Day Rate—18+ Years) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2019* 265 174 (65.6) 13.7 7.9 3.5 7.6 13.2 18.5 24.3 
2018 256 155 (60.6) 13.5 7.9 4.9 7.0 12.0 18.4 23.3 
2017 275 157 (57.1) 12.6 7.8 4.4 7.1 10.6 16.8 22.6 

*For measurement year 2019, the average denominator size for Medicaid plans was 1,177 individuals, with a standard deviation of 1,543. 
  



Medicare Results Tables 13–14 

Table 13. HEDIS FUA Measure Performance—Medicare Plans (30 Day Rate—Total, All Ages) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2018 525 238 (45.3) 12.6 7.8 4.8 7.6 10.9 15.8 22.0 
2017 505 250 (49.5) 12.2 7.9 4.8 7.1 10.8 15.3 21.9 

For measurement year 2018, the average denominator size for Medicare plans was 171 individuals, with a standard deviation of 223. 
CMS eliminated requirements for the collection of HEDIS 2020 (MY 2019) data for Medicare advantage plans in response to COVID-19 and therefore are not included here. 

 

Table 14. HEDIS FUA Measure Performance—Medicare Plans (7 Day Rate—Total, All Ages) 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Std Dev 
10th 

Percentile 
25th 

Percentile 
50th 

Percentile 
75th 

Percentile 
90th 

Percentile 
2018 525 238 (45.3) 8.7 6.5 2.7 4.6 7.5 11.4 16.2 
2017 505 250 (49.5) 8.4 6.1 2.8 4.8 7.0 10.6 15.6 

For measurement year 2018, the average denominator size for Medicare plans was 171 individuals, with a standard deviation of 223. 
CMS eliminated requirements for the collection of HEDIS 2020 (MY 2019) data for Medicare advantage plans in response to COVID-19 and therefore are not included here. 
 
 



Proposed Retirement for HEDIS®1 MY 2022: 
Comprehensive Diabetes Care (CDC)—HbA1c Testing 

Proposed Changes to Existing Measure for HEDIS MY 2022: 
Comprehensive Diabetes Care (CDC) 

NCQA seeks comments on the proposed retirement of the HEDIS Comprehensive Diabetes Care (CDC)—
HbA1c Testing indicator, which assesses the percentage of members 18–75 years of age with diabetes 
(types 1 and 2) who had an HbA1c test performed during the year. NCQA is considering retiring this 
indicator because it does not assess the test result or the quality of care to address blood sugar control. 
Additionally, performance on the indicator shows little opportunity for improvement, with rates consistently 
high (88%–94% from 2017–2019). NCQA recognizes the importance of addressing HbA1c results among 
patients with diabetes. To assess this component of care, the proposed HbA1c Control measure below 
maintains the indicators for HbA1c Control (<8.0%) and HbA1c Poor Control (>9.0%). 

NCQA also seeks comments on proposed changes to the overall CDC measure set. The current measure 
set combines five* indicators that assess different components of diabetes care. The measure set assesses 
the percentage of members 18–75 years of age with diabetes (types 1 and 2) who had each of the following: 

• Hemoglobin A1c (HbA1c) testing.
• HbA1c poor control (>9.0%).
• HbA1c control (<8.0%).

• BP control (<140/90 mm Hg).
• Eye exam (retinal) performed.

*The Medical Attention for Nephropathy indicator was replaced by the standalone Kidney Health Evaluation for Patients With
Diabetes measure and will be retired from HEDIS effective MY 2022.

Grouping indicators into one measure set limits the ability to maintain each component more appropriately
over time. For example, both the age range and required exclusions apply across the measure set; NCQA is
unable to tailor them for each indicator. Additionally, the eye exam indicator is currently the only CDC
indicator stratified by socioeconomic status (SES). Maintaining SES stratifications, which are defined at the
measure level for HEDIS, is complicated in the combined measure set. It is also challenging to maintain the
corresponding electronic clinical quality measures, which are specified as separate diabetes measures. For
these reasons, NCQA proposes to separate the indicators into the following three standalone measures:

1. Hemoglobin A1c Control for Patients With Diabetes (HBD): The percentage of members 18–75
years of age with diabetes (types 1 and 2) whose hemoglobin A1c (HbA1c) was at the following
levels during the measurement year:

• HbA1c control (<8.0%). • HbA1c poor control (>9.0%).

2. Eye Exam for Patients With Diabetes (EED): The percentage of members 18–75 years of age with
diabetes (types 1 and 2) who had a retinal eye exam.

3. Blood Pressure Control for Patients With Diabetes (BPD): The percentage of members 18–75 years
of age with diabetes (types 1 and 2) whose blood pressure (BP) was controlled (<140/90mmHg)
during the measurement year.

NCQA advisory panels and stakeholders support splitting the CDC indicators and agree it will add value to 
their long-term maintenance and distinct components of diabetes care. They also support retiring the HbA1c 
Testing indicator and agree that the maintained HbA1c indicators meet the intent for quality measurement of 
blood sugar control. 

Supporting documents include draft measure specifications. 
NCQA acknowledges the contributions of the Diabetes and Technical Measurement Advisory Panels. 

1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 



 

 

Hemoglobin A1c Control for Patients With Diabetes (HBD) 

SUMMARY OF CHANGES TO HEDIS MY 2022 

• This measure resulted from the separation of indicators that replaces the former Comprehensive 
Diabetes Care HEDIS measure. 

• Removed the Hemoglobin A1c (HbA1c) Testing indicator. 

• Clarified exclusions. 

Description 

The percentage of members 18–75 years of age with diabetes (types 1 and 2) whose hemoglobin A1c 
(HbA1c) was at the following levels during the measurement year: 

• Hemoglobin A1c (HbA1c) testing. 
• HbA1c control (<8.0%). 
• HbA1c poor control (>9.0%). 

Note: Organizations must use the same data collection method (Administrative or Hybrid) to report these 
indicators. 

Eligible Population  
Note: Members in hospice are excluded from the eligible population. If an organization reports this measure 
using the Hybrid method, and a member is found to be in hospice or using hospice services during medical 
record review, the member is removed from the sample and replaced by a member from the oversample. 
Refer to General Guideline 17: Members in Hospice. 

Product lines Commercial, Medicaid, Medicare (report each product line separately). 

Ages 18–75 years as of December 31 of the measurement year. 

Continuous 
enrollment 

The measurement year.  

Allowable gap No more than one gap in enrollment of up to 45 days during the measurement 
year. To determine continuous enrollment for a Medicaid beneficiary for whom 
enrollment is verified monthly, the member may not have more than a 1-month 
gap in coverage (e.g., a member whose coverage lapses for 2 months [60 days] 
is not considered continuously enrolled).  

Anchor date December 31 of the measurement year.  

Benefit Medical. 

Event/diagnosis There are two ways to identify members with diabetes: by claim/encounter data 
and by pharmacy data. The organization must use both methods to identify the 
eligible population, but a member only needs to be identified by one method to 
be included in the measure. Members may be identified as having diabetes 
during the measurement year or the year prior to the measurement year. 

 



 

 

Claim/encounter data. Members who met any of the following criteria during the 
measurement year or the year prior to the measurement year (count services 
that occur over both years): 

• At least one acute inpatient encounter (Acute Inpatient Value Set) with a 
diagnosis of diabetes (Diabetes Value Set) without telehealth (Telehealth 
Modifier Value Set; Telehealth POS Value Set). 

• At least one acute inpatient discharge with a diagnosis of diabetes 
(Diabetes Value Set) on the discharge claim. To identify an acute inpatient 
discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set). 
2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 
3. Identify the discharge date for the stay.  

• At least two outpatient visits (Outpatient Value Set), observation visits 
(Observation Value Set), telephone visits (Telephone Visits Value Set),  
e-visits or virtual check-ins (Online Assessments Value Set), ED visits (ED 
Value Set), nonacute inpatient encounters (Nonacute Inpatient Value Set) 
or nonacute inpatient discharges (instructions below; the diagnosis must 
be on the discharge claim), on different dates of service, with a diagnosis 
of diabetes (Diabetes Value Set). Visit type need not be the same for the 
two encounters. To identify a nonacute inpatient discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set). 
2. Confirm the stay was for nonacute care based on the presence of a 

nonacute code (Nonacute Inpatient Stay Value Set) on the claim. 
3. Identify the discharge date for the stay.  
Only include nonacute inpatient encounters (Nonacute Inpatient Value 
Set) without telehealth (Telehealth Modifier Value Set; Telehealth POS 
Value Set). 

Pharmacy data. Members who were dispensed insulin or hypoglycemics/ 
antihyperglycemics on an ambulatory basis during the measurement year or the 
year prior to the measurement year (Diabetes Medications List). 

  



 

 

Diabetes Medications 
Description Prescription 

Alpha-glucosidase 
inhibitors 

• Acarbose • Miglitol 

Amylin analogs • Pramlintide   

Antidiabetic combinations • Alogliptin-metformin  
• Alogliptin-pioglitazone 
• Canagliflozin-metformin 
• Dapagliflozin-metformin 
• Empagliflozin-linagliptin 

• Empagliflozin-metformin 
• Glimepiride-pioglitazone 
• Glipizide-metformin 
• Glyburide-metformin 
• Linagliptin-metformin 

• Metformin-pioglitazone 
• Metformin-repaglinide 
• Metformin-rosiglitazone 
• Metformin-saxagliptin 
• Metformin-sitagliptin 

Insulin • Insulin aspart  
• Insulin aspart-insulin 

aspart protamine 
• Insulin degludec  
• Insulin detemir 
• Insulin glargine 
• Insulin glulisine 

• Insulin isophane human 
• Insulin isophane-insulin regular 
• Insulin lispro 
• Insulin lispro-insulin lispro protamine  
• Insulin regular human 
• Insulin human inhaled 

Meglitinides • Nateglinide • Repaglinide 
Glucagon-like peptide-1 
(GLP1) agonists  

• Albiglutide 
• Dulaglutide 
• Exenatide 

• Liraglutide (excluding Saxenda®) 
• Semaglutide 

Sodium glucose 
cotransporter 2 (SGLT2) 
inhibitor 

• Canagliflozin • Dapagliflozin (excluding 
Farxiga®) 

• Empagliflozin 

Sulfonylureas • Chlorpropamide 
• Glimepiride 

• Glipizide  
• Glyburide 

• Tolazamide  
• Tolbutamide 

Thiazolidinediones • Pioglitazone • Rosiglitazone  

Dipeptidyl peptidase-4 
(DDP-4) inhibitors 

• Alogliptin 
• Linagliptin 

• Saxagliptin  
• Sitagliptin 

 

Note: Glucophage/metformin as a solo agent is not included because it is used to treat conditions other than 
diabetes; members with diabetes on these medications are identified through diagnosis codes only.  
  



 

 

Required 
exclusions 

Exclude members who meet any of the following criteria: 
• Members who do not have a diagnosis of diabetes (Diabetes Value Set), 

in any setting, during the measurement year or the year prior to the 
measurement year and who had a diagnosis of polycystic ovarian 
syndrome, gestational diabetes or steroid-induced diabetes (Diabetes 
Exclusions Value Set), in any setting, during the measurement year or the 
year prior to the measurement year. 

• Members in hospice are excluded from the eligible population. Refer to 
General Guideline 17: Members in Hospice. 

• Members receiving palliative care (Palliative Care Assessment Value Set; 
Palliative Care Encounter Value Set; Palliative Care Intervention Value 
Set) during the measurement year. 

Required 
exclusion 

Exclude members receiving palliative care (Palliative Care Assessment Value 
Set; Palliative Care Encounter Value Set; Palliative Care Intervention Value Set) 
during the measurement year. 

Exclusions Exclude members who meet any of the following criteria: 
Note: Supplemental and medical record data may not be used for these exclusions. 

• Medicare members 66 years of age and older as of December 31 of the 
measurement year who meet either of the following: 
– Enrolled in an Institutional SNP (I-SNP) any time during the 

measurement year. 
– Living long-term in an institution any time during the measurement year 

as identified by the LTI flag in the Monthly Membership Detail Data File. 
Use the run date of the file to determine if a member had an LTI flag 
during the measurement year. 

• Members 66 years of age and older as of December 31 of the 
measurement year (all product lines) with frailty and advanced illness. 
Members must meet BOTH of the following frailty and advanced illness 
criteria to be excluded:  
1. At least one claim/encounter for frailty (Frailty Device Value Set; Frailty 

Diagnosis Value Set; Frailty Encounter Value Set; Frailty Symptom 
Value Set) during the measurement year.  

2. Any of the following during the measurement year or the year prior to 
the measurement year (count services that occur over both years):  
– At least two outpatient visits (Outpatient Value Set), observation 

visits (Observation Value Set), ED visits (ED Value Set), telephone 
visits (Telephone Visits Value Set), e-visits or virtual check-ins 
(Online Assessments Value Set), nonacute inpatient encounters 
(Nonacute Inpatient Value Set) or nonacute inpatient discharges 
(instructions below; the diagnosis must be on the discharge claim) 
on different dates of service, with an advanced illness diagnosis 
(Advanced Illness Value Set). Visit type need not be the same for 
the two visits. To identify a nonacute inpatient discharge: 

  



 

 

 1. Identify all acute and nonacute inpatient stays (Inpatient Stay 
Value Set). 

2. Confirm the stay was for nonacute care based on the presence of 
a nonacute code (Nonacute Inpatient Stay Value Set) on the 
claim. 

3. Identify the discharge date for the stay.  
– At least one acute inpatient encounter (Acute Inpatient Value Set) 

with an advanced illness diagnosis (Advanced Illness Value Set). 
– At least one acute inpatient discharge with an advanced illness 

diagnosis (Advanced Illness Value Set) on the discharge claim. To 
identify an acute inpatient discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay 

Value Set). 
2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value 

Set). 
3. Identify the discharge date for the stay. 

– A dispensed dementia medication (Dementia Medications List). 

Dementia Medications 

Description Prescription 
Cholinesterase inhibitors • Donepezil • Galantamine • Rivastigmine  
Miscellaneous central nervous system agents • Memantine 
Dementia combinations • Donepezil-memantine 

  



 

 

Administrative Specification 

Denominator The eligible population.    
Numerators  

HbA1c Testing An HbA1c test (HbA1c Lab Test Value Set; HbA1c Test Result or Finding 
Value Set) performed during the measurement year.  

HbA1c Control <8% Use codes (HbA1c Lab Test Value Set; HbA1c Test Result or Finding Value 
Set) to identify the most recent HbA1c test during the measurement year. 
The member is numerator compliant if the most recent HbA1c level is <8.0%. 
The member is not numerator compliant if the result for the most recent 
HbA1c test is ≥8.0% or is missing a result, or if an HbA1c test was not done 
during the measurement year.  

Organizations that use CPT Category II codes to identify numerator 
compliance for this indicator must search for all codes in the following value 
sets and use the most recent code during the measurement year to evaluate 
whether the member is numerator compliant. 

 Value Set Numerator Compliance 
HbA1c Level Less Than 7.0 Value Set Compliant 
HbA1c Level Greater Than or Equal To 7.0 
and Less Than 8.0 Value Set Compliant 

HbA1c Level Greater Than or Equal To 8.0 
and Less Than or Equal To 9.0 Value Set Not compliant 

HbA1c Level Greater Than 9.0 Value Set Not compliant 
 

HbA1c Poor 
Control >9% 

Use codes (HbA1c Lab Test Value Set; HbA1c Test Result or Finding Value 
Set) to identify the most recent HbA1c test during the measurement year. 
The member is numerator compliant if the most recent HbA1c level is >9.0% 
or is missing a result, or if an HbA1c test was not done during the 
measurement year. The member is not numerator compliant if the result for 
the most recent HbA1c test during the measurement year is ≤9.0%. 

Organizations that use CPT Category II codes to identify numerator 
compliance for this indicator must search for all codes in the following value 
sets and use the most recent code during the measurement year to evaluate 
whether the member is numerator compliant. 

 Value Set Numerator Compliance 
HbA1c Level Less Than 7.0 Value Set Not compliant 
HbA1c Level Greater Than or Equal To 7.0 
and Less Than 8.0 Value Set 

Not compliant 

HbA1c Level Greater Than or Equal To 8.0 
and Less Than or Equal To 9.0 Value Set 

Not compliant 

HbA1c Level Greater Than 9.0 Value Set Compliant 
 

 Note: A lower rate indicates better performance for this indicator (i.e., low 
rates of poor control indicate better care). 

  



 

 

Exclusions (optional) 

Members who do not have a diagnosis of diabetes (Diabetes Value Set), in any setting, during the 
measurement year or the year prior to the measurement year and who had a diagnosis of polycystic 
ovarian syndrome, gestational diabetes or steroid-induced diabetes (Diabetes Exclusions Value Set), in 
any setting, during the measurement year or the year prior to the measurement year. 

If the member was included in the measure based on claim or encounter data, as described in the 
event/diagnosis criteria, the optional exclusions do not apply because the member had a diagnosis of 
diabetes. 

Hybrid Specification 

Denominator A systematic sample drawn from the eligible population.  

Organizations that use the Hybrid Method to report the Hemoglobin A1c Control 
for Patients With Diabetes (HBD), Eye Exam Performed for Patients With 
Diabetes (EED) and Blood Pressure Control for Patients With Diabetes (BPD) 
measures may use the same sample for all three measures. 

Organizations may reduce the sample size based on the current year’s 
administrative rate or the prior year’s audited, product line-specific rate for the 
lowest rate of all HBD indicators, EED and BPD measures. 

If separate samples are used for the HBD, EED and BPD measures, 
organizations may reduce the sample based on the product line-specific current 
measurement year’s administrative rate or the prior year’s audited, product line-
specific rate for the measure.  

Refer to the Guidelines for Calculations and Sampling for information on 
reducing sample size. 

Numerators  

HbA1c Testing An HbA1c test performed during the measurement year as identified by 
administrative data or medical record review. 

Administrative Refer to Administrative Specification to identify positive numerator hits from 
administrative data. 

Medical record At a minimum, documentation in the medical record must include a note 
indicating the date when the HbA1c test was performed and the result or 
finding. Count notation of the following in the medical record: 

 • A1c 
• HbA1c 
• HgbA1c 

• HB1c 
• Hemoglobin A1c 
• Glycohemoglobin A1c  

• Glycohemoglobin 
• Glycated hemoglobin 
• Glycosylated hemoglobin 

  



 

 

HbA1c Control 
<8% 

The most recent HbA1c level (performed during the measurement year) is 
<8.0% as identified by laboratory data or medical record review. 

Administrative Refer to Administrative Specification to identify positive numerator hits from 
administrative data. 

Medical record At a minimum, documentation in the medical record must include a note 
indicating the date when the HbA1c test was performed and the result. The 
member is numerator compliant if the most recent HbA1c level during the 
measurement year is <8.0%. The member is not numerator compliant if the 
result for the most recent HbA1c level during the measurement year is ≥8.0% or 
is missing, or if an HbA1c test was not performed during the measurement year. 

Ranges and thresholds do not meet criteria for this indicator. A distinct numeric 
result is required for numerator compliance. 

HbA1c Poor 
Control >9% 

The most recent HbA1c level (performed during the measurement year) is 
>9.0% or is missing, or was not done during the measurement year, as 
documented through laboratory data or medical record review.  

Note: A lower rate indicates better performance for this indicator (i.e., low rates 
of poor control indicate better care). 

Administrative Refer to Administrative Specification to identify positive numerator hits from 
administrative data. 

Medical record At a minimum, documentation in the medical record must include a note 
indicating the date when the HbA1c test was performed and the result. The 
member is numerator compliant if the result for the most recent HbA1c level 
during the measurement year is >9.0% or is missing, or if an HbA1c test was 
not done during the measurement year. The member is not numerator compliant 
if the most recent HbA1c level during the measurement year is ≤9.0%. 

Ranges and thresholds do not meet criteria for this indicator. A distinct numeric 
result is required for numerator compliance. 

Exclusions (optional) 

Refer to Administrative Specification for exclusion criteria. Identify members who did not have a 
diagnosis of diabetes, in any setting, during the measurement year or the year prior to the measurement 
year, and who had a diagnosis of gestational diabetes or steroid-induced diabetes, in any setting, during 
the measurement year or the year prior to the measurement year. 

Note  

• If an organization chooses to apply the optional exclusions, members must be numerator negative for 
at least one indicator, with the exception of HbA1c Poor Control (>9%). Remove members from the 
eligible population who are numerator negative for any indicator (other than for HbA1c Poor Control 
[>9%]) and substitute members from the oversample. Do not exclude members who are numerator 
compliant for all indicators except HbA1c Poor Control (>9%), because a lower rate indicates better 
performance for this indicator. 

• If a combination of administrative, supplemental or hybrid data are used, the most recent HbA1c result 
must be used, regardless of data source. 



 

 

Data Elements for Reporting 

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table HBD-1/2/3: Data Elements for Hemoglobin A1c Control for Patients With Diabetes 

 Administrative Hybrid 
Measurement year   
Data collection methodology (Administrative or Hybrid)   
Eligible population    
Number of required exclusions   
Number of numerator events by administrative data in eligible 
population (before exclusions)  Each of the 2 rates 

Current year’s administrative rate (before exclusions)  Each of the 2 rates 
Minimum required sample size (MRSS)    
Oversampling rate   
Number of oversample records   
Number of medical records excluded because of valid data 
errors    
Number of administrative data records excluded    
Number of medical records excluded    
Number of employee/dependent medical records excluded    
Records added from the oversample list    
Denominator   
Numerator events by administrative data Each of the 2 rates Each of the 2 rates 
Numerator events by medical records   Each of the 2 rates 
Numerator events by supplemental data Each of the 2 rates Each of the 2 rates 
Reported rate Each of the 2 rates Each of the 2 rates 

 



 

 

Eye Exam for Patients With Diabetes (EED) 

SUMMARY OF CHANGES TO HEDIS MY 2022 

• This measure resulted from the separation of indicators that replaces the former Comprehensive 
Diabetes Care HEDIS measure. 

• Updated the Administrative Specification logic and value sets. 

• Clarified exclusions. 

Description 

The percentage of members 18–75 years of age with diabetes (types 1 and 2) who had a retinal eye 
exam. 

Eligible Population  

Note: Members in hospice are excluded from the eligible population. If an organization reports this measure 
using the Hybrid method, and a member is found to be in hospice or using hospice services during medical 
record review, the member is removed from the sample and replaced by a member from the oversample.  
Refer to General Guideline 17: Members in Hospice. 

Product lines Commercial, Medicaid, Medicare (report each product line separately). 

Stratification For only Medicare, report the following SES stratifications and total:  
• Non-LIS/DE, Nondisability. 
• LIS/DE. 
• Disability. 
• LIS/DE and Disability.  
• Other. 
• Unknown. 
• Total Medicare. 

Note: The stratifications are mutually exclusive and the sum of all six stratifications is 
the total population. The stratifications are reported in a separate table. 

Ages 18–75 years as of December 31 of the measurement year. 

Continuous 
enrollment 

The measurement year.  

Allowable gap No more than one gap in enrollment of up to 45 days during the measurement 
year. To determine continuous enrollment for a Medicaid beneficiary for whom 
enrollment is verified monthly, the member may not have more than a 1-month 
gap in coverage (e.g., a member whose coverage lapses for 2 months [60 days] 
is not considered continuously enrolled).  

Anchor date December 31 of the measurement year.  

Benefit Medical. 



 

 

Event/diagnosis There are two ways to identify members with diabetes: by claim/encounter data 
and by pharmacy data. The organization must use both methods to identify the 
eligible population, but a member only needs to be identified by one method to 
be included in the measure. Members may be identified as having diabetes 
during the measurement year or the year prior to the measurement year. 

Claim/encounter data. Members who met any of the following criteria during the 
measurement year or the year prior to the measurement year (count services 
that occur over both years): 

• At least one acute inpatient encounter (Acute Inpatient Value Set) with a 
diagnosis of diabetes (Diabetes Value Set) without telehealth (Telehealth 
Modifier Value Set; Telehealth POS Value Set). 

• At least one acute inpatient discharge with a diagnosis of diabetes 
(Diabetes Value Set) on the discharge claim. To identify an acute inpatient 
discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set). 
2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 
3. Identify the discharge date for the stay.  

• At least two outpatient visits (Outpatient Value Set), observation visits 
(Observation Value Set), telephone visits (Telephone Visits Value Set),  
e-visits or virtual check-ins (Online Assessments Value Set), ED visits (ED 
Value Set), nonacute inpatient encounters (Nonacute Inpatient Value Set) 
or nonacute inpatient discharges (instructions below; the diagnosis must 
be on the discharge claim), on different dates of service, with a diagnosis 
of diabetes (Diabetes Value Set). Visit type need not be the same for the 
two encounters. To identify a nonacute inpatient discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set). 
2. Confirm the stay was for nonacute care based on the presence of a 

nonacute code (Nonacute Inpatient Stay Value Set) on the claim. 
3. Identify the discharge date for the stay.  
Only include nonacute inpatient encounters (Nonacute Inpatient Value 
Set) without telehealth (Telehealth Modifier Value Set; Telehealth POS 
Value Set). 

• Pharmacy data. Members who were dispensed insulin or hypoglycemics/ 
antihyperglycemics on an ambulatory basis during the measurement year 
or the year prior to the measurement year (Diabetes Medications List). 

  



 

 

Diabetes Medications 
Description Prescription 

Alpha-glucosidase 
inhibitors 

• Acarbose • Miglitol 

Amylin analogs • Pramlintide   

Antidiabetic combinations • Alogliptin-metformin  
• Alogliptin-pioglitazone 
• Canagliflozin-metformin 
• Dapagliflozin-metformin 
• Empagliflozin-linagliptin 

• Empagliflozin-metformin 
• Glimepiride-pioglitazone 
• Glipizide-metformin 
• Glyburide-metformin 
• Linagliptin-metformin 

• Metformin-pioglitazone 
• Metformin-repaglinide 
• Metformin-rosiglitazone 
• Metformin-saxagliptin 
• Metformin-sitagliptin 

Insulin • Insulin aspart  
• Insulin aspart-insulin 

aspart protamine 
• Insulin degludec  
• Insulin detemir 
• Insulin glargine 
• Insulin glulisine 

• Insulin isophane human 
• Insulin isophane-insulin regular 
• Insulin lispro 
• Insulin lispro-insulin lispro protamine  
• Insulin regular human 
• Insulin human inhaled 

Meglitinides • Nateglinide • Repaglinide 
Glucagon-like peptide-1 
(GLP1) agonists  

• Albiglutide 
• Dulaglutide 
• Exenatide 

• Liraglutide (excluding Saxenda®) 
• Semaglutide 

Sodium glucose 
cotransporter 2 (SGLT2) 
inhibitor 

• Canagliflozin • Dapagliflozin (excluding 
Farxiga®) 

• Empagliflozin 

Sulfonylureas • Chlorpropamide 
• Glimepiride 

• Glipizide  
• Glyburide 

• Tolazamide  
• Tolbutamide 

Thiazolidinediones • Pioglitazone • Rosiglitazone  

Dipeptidyl peptidase-4 
(DDP-4) inhibitors 

• Alogliptin 
• Linagliptin 

• Saxagliptin  
• Sitagliptin 

 

Note: Glucophage/metformin as a solo agent is not included because it is used to treat conditions other than 
diabetes; members with diabetes on these medications are identified through diagnosis codes only.  
  



 

 

Required 
exclusions 

Exclude members who meet any of the following criteria: 

• Members who do not have a diagnosis of diabetes (Diabetes Value Set), 
in any setting, during the measurement year or the year prior to the 
measurement year and who had a diagnosis of polycystic ovarian 
syndrome, gestational diabetes or steroid-induced diabetes (Diabetes 
Exclusions Value Set), in any setting, during the measurement year or the 
year prior to the measurement year. 

• Members in hospice are excluded from the eligible population. Refer to 
General Guideline 17: Members in Hospice. 

• Members receiving palliative care (Palliative Care Assessment Value Set; 
Palliative Care Encounter Value Set; Palliative Care Intervention Value 
Set) during the measurement year. 

Required 
exclusion 

Exclude members receiving palliative care (Palliative Care Assessment Value 
Set; Palliative Care Encounter Value Set; Palliative Care Intervention Value Set) 
during the measurement year. 

Exclusions Exclude members who meet any of the following criteria: 
Note: Supplemental and medical record data may not be used for these exclusions. 

• Medicare members 66 years of age and older as of December 31 of the 
measurement year who meet either of the following: 
– Enrolled in an Institutional SNP (I-SNP) any time during the 

measurement year. 
– Living long-term in an institution any time during the measurement year 

as identified by the LTI flag in the Monthly Membership Detail Data File. 
Use the run date of the file to determine if a member had an LTI flag 
during the measurement year. 

• Members 66 years of age and older as of December 31 of the 
measurement year (all product lines) with frailty and advanced illness. 
Members must meet BOTH of the following frailty and advanced illness 
criteria to be excluded:  
1. At least one claim/encounter for frailty (Frailty Device Value Set; Frailty 

Diagnosis Value Set; Frailty Encounter Value Set; Frailty Symptom 
Value Set) during the measurement year.  

2. Any of the following during the measurement year or the year prior to 
the measurement year (count services that occur over both years):  
– At least two outpatient visits (Outpatient Value Set), observation 

visits (Observation Value Set), ED visits (ED Value Set), telephone 
visits (Telephone Visits Value Set), e-visits or virtual check-ins 
(Online Assessments Value Set), nonacute inpatient encounters 
(Nonacute Inpatient Value Set) or nonacute inpatient discharges 
(instructions below; the diagnosis must be on the discharge claim) 
on different dates of service, with an advanced illness diagnosis 
(Advanced Illness Value Set). Visit type need not be the same for the 
two visits. To identify a nonacute inpatient discharge: 

  



 

 

 1. Identify all acute and nonacute inpatient stays (Inpatient Stay 
Value Set). 

2. Confirm the stay was for nonacute care based on the presence of 
a nonacute code (Nonacute Inpatient Stay Value Set) on the 
claim. 

3. Identify the discharge date for the stay.  
– At least one acute inpatient encounter (Acute Inpatient Value Set) 

with an advanced illness diagnosis (Advanced Illness Value Set). 
– At least one acute inpatient discharge with an advanced illness 

diagnosis (Advanced Illness Value Set) on the discharge claim. To 
identify an acute inpatient discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay 

Value Set). 
2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value 

Set). 
3. Identify the discharge date for the stay. 

– A dispensed dementia medication (Dementia Medications List). 

Dementia Medications 

Description Prescription 
Cholinesterase inhibitors • Donepezil • Galantamine • Rivastigmine  
Miscellaneous central nervous system agents • Memantine 
Dementia combinations • Donepezil-memantine 

Administrative Specification 

Denominator The eligible population.    
Numerator  

 Screening or monitoring for diabetic retinal disease as identified by 
administrative data. This includes diabetics who had one of the following: 

• A retinal or dilated eye exam by an eye care professional (optometrist or 
ophthalmologist) in the measurement year. 

• A negative retinal or dilated eye exam (negative for retinopathy) by an 
eye care professional in the year prior to the measurement year. 

• Bilateral eye enucleation any time during the member’s history through 
December 31 of the measurement year. 

Any of the following meet criteria: 
• Any code in the Diabetic Retinal Screening Value Set billed by an eye 

care professional (optometrist or ophthalmologist) during the 
measurement year. 

• Any code in the Diabetic Retinal Screening Value Set billed by an eye 
care professional (optometrist or ophthalmologist) during the year prior to 
the measurement year, with a negative result (negative for retinopathy). 

 
  



 

 

 
• Any code in the Diabetic Retinal Screening Value Set billed by an eye 

care professional (optometrist or ophthalmologist) during the year prior to 
the measurement year, with a diagnosis of diabetes without complications 
(Diabetes Mellitus Without Complications Value Set).  

• Any code in the Eye Exam With Evidence of Retinopathy Value Set, or 
Eye Exam Without Evidence of Retinopathy Value Set or Automated Eye 
Exam Value Set billed by any provider type during the measurement 
year. 

• Any code in the Eye Exam Without Evidence of Retinopathy Value Set 
billed by any provider type during the year prior to the measurement year. 

• Any code in the Diabetic Retinal Screening Negative In Prior Year Value 
Set billed by any provider type during the measurement year. 

• Unilateral eye enucleation (Unilateral Eye Enucleation Value Set) with a 
bilateral modifier (Bilateral Modifier Value Set).  

• Two unilateral eye enucleations (Unilateral Eye Enucleation Value Set) 
with service dates 14 days or more apart. For example, if the service date 
for the first unilateral eye enucleation was February 1 of the 
measurement year, the service date for the second unilateral eye 
enucleation must be on or after February 15. 

• Left unilateral eye enucleation (Unilateral Eye Enucleation Left Value Set) 
and right unilateral eye enucleation (Unilateral Eye Enucleation Right 
Value Set) on the same or different dates of service. 

• A unilateral eye enucleation (Unilateral Eye Enucleation Value Set) and a 
left unilateral eye enucleation (Unilateral Eye Enucleation Left Value Set) 
with service dates 14 days or more apart. 

• A unilateral eye enucleation (Unilateral Eye Enucleation Value Set) and a 
right unilateral eye enucleation (Unilateral Eye Enucleation Right Value 
Set) with service dates 14 days or more apart. 

Exclusions (optional) 

Members who do not have a diagnosis of diabetes (Diabetes Value Set), in any setting, during the 
measurement year or the year prior to the measurement year and who had a diagnosis of polycystic 
ovarian syndrome, gestational diabetes or steroid-induced diabetes (Diabetes Exclusions Value Set), in 
any setting, during the measurement year or the year prior to the measurement year. 

If the member was included in the measure based on claim or encounter data, as described in the 
event/diagnosis criteria, the optional exclusions do not apply because the member had a diagnosis of 
diabetes. 
  



 

 

Hybrid Specification 

Denominator A systematic sample drawn from the eligible population.  

For Medicare reporting, the denominator for the Total Medicare SES 
stratification is the entire systematic sample. Do not pull samples for each 
stratification. The individual stratifications for the denominators and all 
numerators must sum to the total. 

Organizations that use the Hybrid Method to report the Hemoglobin A1c Control 
for Patients With Diabetes (HBD), Eye Exam Performed for Patients With 
Diabetes (EED) and Blood Pressure Control for Patients With Diabetes (BPD) 
measures may use the same sample for all three measures. 

Organizations may reduce the sample size based on the current year’s 
administrative rate or the prior year’s audited, product line-specific rate for the 
lowest rate of all HBD indicators, EED and BPD measures. 

If separate samples are used for the HBD, EED and BPD measures, 
organizations may reduce the sample based on the product line-specific current 
measurement year’s administrative rate or the prior year’s audited, product line-
specific rate for the measure.  

Refer to the Guidelines for Calculations and Sampling for information on 
reducing sample size. 

Numerator  

 Screening or monitoring for diabetic retinal disease as identified by 
administrative data or medical record review. This includes diabetics who had 
one of the following: 

• A retinal or dilated eye exam by an eye care professional (optometrist or 
ophthalmologist) in the measurement year. 

• A negative retinal or dilated exam (negative for retinopathy) by an eye 
care professional (optometrist or ophthalmologist) in the year prior to the 
measurement year. 

• Bilateral eye enucleation any time during the member’s history through 
December 31 of the measurement year. 

Administrative Refer to Administrative Specification to identify positive numerator hits from 
administrative data. 

Medical record At a minimum, documentation in the medical record must include one of the 
following: 

• A note or letter prepared by an ophthalmologist, optometrist, PCP or other 
health care professional indicating that an ophthalmoscopic exam was 
completed by an eye care professional (optometrist or ophthalmologist), 
the date when the procedure was performed and the results. 

• A chart or photograph indicating the date when the fundus photography 
was performed and one of the following: 

 
 



 

 

– Evidence that an eye care professional (optometrist or ophthalmologist) 
reviewed the results.  

– Evidence results were read by a qualified reading center that operates 
under the direction of a medical director who is a retinal specialist. 

– Evidence results were read by a system that provides an artificial 
intelligence (AI) interpretation. 

 • Evidence that the member had bilateral eye enucleation or acquired 
absence of both eyes. Look as far back as possible in the member’s 
history through December 31 of the measurement year. 

• Documentation of a negative retinal or dilated exam by an eye care 
professional (optometrist or ophthalmologist) in the year prior to the 
measurement year, where results indicate retinopathy was not present 
(e.g., documentation of normal findings). 
– Documentation does not have to state specifically “no diabetic 

retinopathy” to be considered negative for retinopathy; however, it must 
be clear that the patient had a dilated or retinal eye exam by an eye 
care professional (optometrist or ophthalmologist) and that retinopathy 
was not present. Notation limited to a statement that indicates “diabetes 
without complications” does not meet criteria. 

Exclusions (optional) 

Refer to Administrative Specification for exclusion criteria. Identify members who did not have a 
diagnosis of diabetes, in any setting, during the measurement year or the year prior to the measurement 
year, and who had a diagnosis of gestational diabetes or steroid-induced diabetes, in any setting, during 
the measurement year or the year prior to the measurement year. 

Note  

• If an organization chooses to apply the optional exclusions, members must be numerator negative for 
at least one indicator, with the exception of HbA1c Poor Control (>9%). Remove members from the 
eligible population who are numerator negative for any indicator (other than for HbA1c Poor Control 
[>9%]) and substitute members from the oversample. Do not exclude members who are numerator 
compliant for all indicators except HbA1c Poor Control (>9%), because a lower rate indicates better 
performance for this indicator. 

• Blindness is not an exclusion for a diabetic eye exam because it is difficult to distinguish between 
individuals who are legally blind but require a retinal exam and those who are completely blind and 
therefore do not require an exam. 

• Hypertensive retinopathy is not handled differently from diabetic retinopathy when reporting this 
measure; for example, an eye exam documented as positive for hypertensive retinopathy is counted 
as positive for diabetic retinopathy and an eye exam documented as negative for hypertensive 
retinopathy is counted as negative for diabetic retinopathy. The intent of this measure is to ensure that 
members with evidence of any type of retinopathy have an eye exam annually, while members who 
remain free of retinopathy (i.e., the retinal exam was negative for retinopathy) are screened every 
other year. 

  



 

 

Data Elements for Reporting 

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table EED-1/2: Data Elements for Eye Exam Performed for Patients with Diabetes 

 Administrative Hybrid 
Measurement year   
Data collection methodology (Administrative or Hybrid)   
Eligible population    
Number of required exclusions   
Number of numerator events by administrative data in eligible 
population (before exclusions)   
Current year’s administrative rate (before exclusions)   
Minimum required sample size (MRSS)    
Oversampling rate   
Number of oversample records   
Number of medical records excluded because of valid data 
errors    
Number of administrative data records excluded    
Number of medical records excluded    
Number of employee/dependent medical records excluded    
Records added from the oversample list    
Denominator   
Numerator events by administrative data   
Numerator events by medical records    
Numerator events by supplemental data   
Reported rate   

  



 

 

Table EED-3: Data Elements for Eye Exam Performed for Patients with Diabetes 

 Administrative Hybrid 
Measurement year   
Data collection methodology (Administrative or Hybrid)   
Eligible population  Each of the 6 

stratifications 
Each of the 6 
stratifications 

Number of required exclusions   
Number of numerator events by administrative data in eligible 
population (before exclusions)   

Current year’s administrative rate (before exclusions)   
Minimum required sample size (MRSS)    
Oversampling rate   
Number of oversample records   
Number of medical records excluded because of valid data 
errors    

Number of administrative data records excluded   
Number of medical records excluded   
Number of employee/dependent medical records excluded    
Records added from the oversample list    
Denominator  Each of the 6 

stratifications 
Numerator events by administrative data Each of the 6 

stratifications 
Each of the 6 
stratifications 

Numerator events by medical records   Each of the 6 
stratifications 

Numerator events by supplemental data Each of the 6 
stratifications 

Each of the 6 
stratifications 

Reported rate Each of the 6 
stratifications 

Each of the 6 
stratifications 

 



 

  

Blood Pressure Control for Patients With Diabetes (BPD) 

SUMMARY OF CHANGES TO HEDIS MY 2022 

• This measure resulted from the separation of indicators that replaces the former Comprehensive 
Diabetes Care HEDIS measure. 

• Updated the Administrative Specification to make it consistent with the Hybrid Specification; replaced 
the visit type requirement with a visit type exclusion. 

• Clarified exclusions. 

Description 

The percentage of members 18–75 years of age with diabetes (types 1 and 2) whose blood pressure 
(BP) was controlled (<140/90 mm Hg) during the measurement year. 

Eligible Population  

Note: Members in hospice are excluded from the eligible population. If an organization reports this measure 
using the Hybrid method, and a member is found to be in hospice or using hospice services during medical 
record review, the member is removed from the sample and replaced by a member from the oversample.  
Refer to General Guideline 17: Members in Hospice. 

Product lines Commercial, Medicaid, Medicare (report each product line separately). 

Ages 18–75 years as of December 31 of the measurement year. 

Continuous 
enrollment 

The measurement year.  

Allowable gap No more than one gap in enrollment of up to 45 days during the measurement 
year. To determine continuous enrollment for a Medicaid beneficiary for whom 
enrollment is verified monthly, the member may not have more than a 1-month 
gap in coverage (e.g., a member whose coverage lapses for 2 months [60 days] 
is not considered continuously enrolled).  

Anchor date December 31 of the measurement year.  

Benefit Medical. 

Event/diagnosis There are two ways to identify members with diabetes: by claim/encounter data 
and by pharmacy data. The organization must use both methods to identify the 
eligible population, but a member only needs to be identified by one method to 
be included in the measure. Members may be identified as having diabetes 
during the measurement year or the year prior to the measurement year. 

  



 

  

 Claim/encounter data. Members who met any of the following criteria during the 
measurement year or the year prior to the measurement year (count services 
that occur over both years): 

• At least one acute inpatient encounter (Acute Inpatient Value Set) with a 
diagnosis of diabetes (Diabetes Value Set) without telehealth (Telehealth 
Modifier Value Set; Telehealth POS Value Set). 

• At least one acute inpatient discharge with a diagnosis of diabetes 
(Diabetes Value Set) on the discharge claim. To identify an acute inpatient 
discharge: 

 1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 
Set). 

2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 
3. Identify the discharge date for the stay.  

• At least two outpatient visits (Outpatient Value Set), observation visits 
(Observation Value Set), telephone visits (Telephone Visits Value Set),  
e-visits or virtual check-ins (Online Assessments Value Set), ED visits (ED 
Value Set), nonacute inpatient encounters (Nonacute Inpatient Value Set) 
or nonacute inpatient discharges (instructions below; the diagnosis must 
be on the discharge claim), on different dates of service, with a diagnosis 
of diabetes (Diabetes Value Set). Visit type need not be the same for the 
two encounters. To identify a nonacute inpatient discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set). 
2. Confirm the stay was for nonacute care based on the presence of a 

nonacute code (Nonacute Inpatient Stay Value Set) on the claim. 
3. Identify the discharge date for the stay.  
Only include nonacute inpatient encounters (Nonacute Inpatient Value 
Set) without telehealth (Telehealth Modifier Value Set; Telehealth POS 
Value Set). 

Pharmacy data. Members who were dispensed insulin or hypoglycemics/ 
antihyperglycemics on an ambulatory basis during the measurement year or the 
year prior to the measurement year (Diabetes Medications List). 

  



 

  

Diabetes Medications 
Description Prescription 

Alpha-glucosidase 
inhibitors 

• Acarbose • Miglitol 

Amylin analogs • Pramlintide   

Antidiabetic combinations • Alogliptin-metformin  
• Alogliptin-pioglitazone 
• Canagliflozin-metformin 
• Dapagliflozin-metformin 
• Empagliflozin-linagliptin 

• Empagliflozin-metformin 
• Glimepiride-pioglitazone 
• Glipizide-metformin 
• Glyburide-metformin 
• Linagliptin-metformin 

• Metformin-pioglitazone 
• Metformin-repaglinide 
• Metformin-rosiglitazone 
• Metformin-saxagliptin 
• Metformin-sitagliptin 

Insulin • Insulin aspart  
• Insulin aspart-insulin 

aspart protamine 
• Insulin degludec  
• Insulin detemir 
• Insulin glargine 
• Insulin glulisine 

• Insulin isophane human 
• Insulin isophane-insulin regular 
• Insulin lispro 
• Insulin lispro-insulin lispro protamine  
• Insulin regular human 
• Insulin human inhaled 

Meglitinides • Nateglinide • Repaglinide 
Glucagon-like peptide-1 
(GLP1) agonists  

• Albiglutide 
• Dulaglutide 
• Exenatide 

• Liraglutide (excluding Saxenda®) 
• Semaglutide 

Sodium glucose 
cotransporter 2 (SGLT2) 
inhibitor 

• Canagliflozin • Dapagliflozin (excluding 
Farxiga®) 

• Empagliflozin 

Sulfonylureas • Chlorpropamide 
• Glimepiride 

• Glipizide  
• Glyburide 

• Tolazamide  
• Tolbutamide 

Thiazolidinediones • Pioglitazone • Rosiglitazone  

Dipeptidyl peptidase-4 
(DDP-4) inhibitors 

• Alogliptin 
• Linagliptin 

• Saxagliptin  
• Sitagliptin 

 

Note: Glucophage/metformin as a solo agent is not included because it is used to treat conditions other than 
diabetes; members with diabetes on these medications are identified through diagnosis codes only. 
  



 

  

Required 
exclusions 

Members who do not have a diagnosis of diabetes (Diabetes Value Set), in any 
setting, during the measurement year or the year prior to the measurement year 
and who had a diagnosis of polycystic ovarian syndrome, gestational diabetes 
or steroid-induced diabetes (Diabetes Exclusions Value Set), in any setting, 
during the measurement year or the year prior to the measurement year. 

Members in hospice are excluded from the eligible population. Refer to General 
Guideline 17: Members in Hospice. 

Members receiving palliative care (Palliative Care Assessment Value Set; 
Palliative Care Encounter Value Set; Palliative Care Intervention Value Set) 
during the measurement year are excluded from the eligible population. 

Required 
exclusion 

Exclude members receiving palliative care (Palliative Care Assessment Value 
Set; Palliative Care Encounter Value Set; Palliative Care Intervention Value Set) 
during the measurement year. 

Exclusions Exclude members who meet any of the following criteria: 
Note: Supplemental and medical record data may not be used for these exclusions. 

• Medicare members 66 years of age and older as of December 31 of the 
measurement year who meet either of the following: 
– Enrolled in an Institutional SNP (I-SNP) any time during the 

measurement year. 
– Living long-term in an institution any time during the measurement year 

as identified by the LTI flag in the Monthly Membership Detail Data File. 
Use the run date of the file to determine if a member had an LTI flag 
during the measurement year. 

• Members 66 years of age and older as of December 31 of the 
measurement year (all product lines) with frailty and advanced illness. 
Members must meet BOTH of the following frailty and advanced illness 
criteria to be excluded:  
1. At least one claim/encounter for frailty (Frailty Device Value Set; Frailty 

Diagnosis Value Set; Frailty Encounter Value Set; Frailty Symptom 
Value Set) during the measurement year.  

2. Any of the following during the measurement year or the year prior to 
the measurement year (count services that occur over both years):  
– At least two outpatient visits (Outpatient Value Set), observation 

visits (Observation Value Set), ED visits (ED Value Set), telephone 
visits (Telephone Visits Value Set), e-visits or virtual check-ins 
(Online Assessments Value Set), nonacute inpatient encounters 
(Nonacute Inpatient Value Set) or nonacute inpatient discharges 
(instructions below; the diagnosis must be on the discharge claim) 
on different dates of service, with an advanced illness diagnosis 
(Advanced Illness Value Set). Visit type need not be the same for 
the two visits. To identify a nonacute inpatient discharge: 

  



 

  

 1. Identify all acute and nonacute inpatient stays (Inpatient Stay 
Value Set). 

2. Confirm the stay was for nonacute care based on the presence of 
a nonacute code (Nonacute Inpatient Stay Value Set) on the 
claim. 

3. Identify the discharge date for the stay.  
– At least one acute inpatient encounter (Acute Inpatient Value Set) 

with an advanced illness diagnosis (Advanced Illness Value Set). 
– At least one acute inpatient discharge with an advanced illness 

diagnosis (Advanced Illness Value Set) on the discharge claim. To 
identify an acute inpatient discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay 

Value Set). 
2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value 

Set). 
3. Identify the discharge date for the stay. 

– A dispensed dementia medication (Dementia Medications List). 

Dementia Medications 

Description Prescription 
Cholinesterase inhibitors • Donepezil • Galantamine • Rivastigmine  
Miscellaneous central nervous system agents • Memantine 
Dementia combinations • Donepezil-memantine 

  



 

  

Administrative Specification 

Denominator The eligible population. 
Numerator  

 Identify the most recent BP reading (Systolic Blood Pressure Value Set; 
Diastolic Blood Pressure Value Set) taken during an outpatient visit (Outpatient 
Value Set) telephone visit (Telephone Visits Value Set), e-visit or virtual check-
in (Online Assessments Value Set), or a nonacute inpatient encounter 
(Nonacute Inpatient Value Set), or remote monitoring event (Remote Blood 
Pressure Monitoring Value Set) during the measurement year. Exclude BPs 
taken in an acute inpatient setting (Acute Inpatient Value Set; Acute Inpatient 
POS Value Set) or during an ED visit (ED Value Set; ED POS Value Set). 

The member is numerator compliant if the BP is <140/90 mm Hg. The member 
is not compliant if the BP is ≥140/90 mm Hg, if there is no BP reading during the 
measurement year or if the reading is incomplete (e.g., the systolic or diastolic 
level is missing). If there are multiple BPs on the same date of service, use the 
lowest systolic and lowest diastolic BP on that date as the representative BP. 

 Organizations that use CPT Category II codes to identify numerator compliance 
must search for all codes in the following value sets and use the most recent 
codes during the measurement year to determine numerator compliance for 
both systolic and diastolic levels. 

 
Value Set Numerator Compliance 

Systolic Less Than 140 Value Set Systolic compliant 
Systolic Greater Than or Equal To 140 Value Set Systolic not compliant 
Diastolic Less Than 80 Value Set Diastolic compliant 
Diastolic 80–89 Value Set Diastolic compliant 
Diastolic Greater Than or Equal To 90 Value Set Diastolic not compliant 

Exclusions (optional) 

Members who do not have a diagnosis of diabetes (Diabetes Value Set), in any setting, during the 
measurement year or the year prior to the measurement year and who had a diagnosis of polycystic 
ovarian syndrome, gestational diabetes or steroid-induced diabetes (Diabetes Exclusions Value Set), in 
any setting, during the measurement year or the year prior to the measurement year. 

If the member was included in the measure based on claim or encounter data, as described in the 
event/diagnosis criteria, the optional exclusions do not apply because the member had a diagnosis of 
diabetes. 

____________________ 

CPT® is trademarked and copyright 2020 by the American Medical Association. All rights reserved.  



 

  

Hybrid Specification 

Denominator A systematic sample drawn from the eligible population.  

Organizations that use the Hybrid Method to report the Hemoglobin A1c Control 
for Patients With Diabetes (HBD), Eye Exam Performed for Patients With 
Diabetes (EED) and Blood Pressure Control for Patients With Diabetes (BPD) 
measures may use the same sample for all three measures. 

Organizations may reduce the sample size based on the current year’s 
administrative rate or the prior year’s audited, product line-specific rate for the 
lowest rate of all HBD indicators, EED and BPD measures. 

If separate samples are used for the HBD, EED and BPD measures, 
organizations may reduce the sample based on the product line-specific current 
measurement year’s administrative rate or the prior year’s audited, product line-
specific rate for the measure.  

Refer to the Guidelines for Calculations and Sampling for information on 
reducing sample size. 

Numerator  

 The most recent BP level (taken during the measurement year) is <140/90 mm 
Hg, as documented through administrative data or medical record review. 

Administrative Refer to Administrative Specification to identify positive numerator hits from 
administrative data. 

Medical record Organizations that use the same sample for the HBD, EED and BPD measures 
may use the medical record from which it abstracts data for the HBD and EED 
measures. If the organization uses separate samples for the HBD, EED and 
BPD measures, it should use the medical record of the provider that manages 
the member’s diabetes. If that medical record does not contain a BP, the 
organization may use the medical record of another PCP or specialist from 
whom the member receives care. 

Identify the most recent BP reading noted during the measurement year.  

 Do not include BP readings: 
• Taken during an acute inpatient stay or an ED visit. 
• Taken on the same day as a diagnostic test or diagnostic or therapeutic 

procedure that requires a change in diet or change in medication on or 
one day before the day of the test or procedure, with the exception of 
fasting blood tests. 

• Taken by the member using a non-digital device such as with a manual 
blood pressure cuff and a stethoscope. 

  



 

  

 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. 

The member is not numerator compliant if the BP reading is ≥140/90 mm Hg or 
is missing, if there is no BP reading during the measurement year or if the 
reading is incomplete (i.e., the systolic or diastolic level is missing). 

Exclusions (optional) 

Refer to Administrative Specification for exclusion criteria. Identify members who did not have a 
diagnosis of diabetes, in any setting, during the measurement year or the year prior to the measurement 
year, and who had a diagnosis of gestational diabetes or steroid-induced diabetes, in any setting, during 
the measurement year or the year prior to the measurement year. 

Note  

• If an organization chooses to apply the optional exclusions, members must be numerator negative for 
at least one indicator, with the exception of HbA1c Poor Control (>9%). Remove members from the 
eligible population who are numerator negative for any indicator (other than for HbA1c Poor Control 
[>9%]) and substitute members from the oversample. Do not exclude members who are numerator 
compliant for all indicators except HbA1c Poor Control (>9%), because a lower rate indicates better 
performance for this indicator. 

• If a combination of administrative, supplemental or hybrid data are used, the most recent BP result 
must be used, regardless of data source. 

• When excluding BP readings, the intent is to identify diagnostic or therapeutic procedures that require 
a medication regimen, a change in diet or a change in medication. For example (this list is just for 
reference, and is not exhaustive): 
– A colonoscopy requires a change in diet (NPO on the day of procedure) and a medication change 

(a medication is taken to prep the colon).  
– Dialysis, infusions and chemotherapy (including oral chemotherapy) are all therapeutic procedures 

that require a medication regimen.  
– A nebulizer treatment with albuterol is considered a therapeutic procedure that requires a 

medication regimen (the albuterol).  
– A patient forgetting to take regular medications on the day of the procedure is not considered a 

required change in medication, and therefore the BP reading is eligible. 
• BP readings taken on the same day that the patient receives a common low-intensity or preventive 

procedure are eligible for use. For example, the following procedures are considered common low-
intensity or preventive procedures (this list is just for reference, and is not exhaustive): 
– Vaccinations. 
– Injections (e.g., allergy, vitamin B-12, insulin, steroid, toradol, Depo-Provera, testosterone, 

lidocaine). 
– TB test. 
– IUD insertion. 
– Eye exam with dilating agents. 
– Wart or mole removal.  



 

  

Data Elements for Reporting 

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table BPD-1/2/3: Data Elements for Blood Pressure Control for Patients With Diabetes 

 Administrative Hybrid 
Measurement year   
Data collection methodology (Administrative or Hybrid)   
Eligible population    
Number of required exclusions   
Number of numerator events by administrative data in eligible 
population (before exclusions)   
Current year’s administrative rate (before exclusions)   
Minimum required sample size (MRSS)    
Oversampling rate   
Number of oversample records   
Number of medical records excluded because of valid data 
errors    
Number of administrative data records excluded    
Number of medical records excluded    
Number of employee/dependent medical records excluded    
Records added from the oversample list    
Denominator   
Numerator events by administrative data   
Numerator events by medical records    
Numerator events by supplemental data   
Reported rate   

 



  

  

Proposed Retirement for HEDIS®1 MY 2022: 
Comprehensive Diabetes Care (CDC)—HbA1c Testing 

Proposed Changes to Existing Measure for HEDIS MY 2022: 
Comprehensive Diabetes Care (CDC) 

NCQA seeks comments on the proposed retirement of the HEDIS Comprehensive Diabetes Care (CDC)—
HbA1c Testing indicator, which assesses the percentage of members 18–75 years of age with diabetes 
(types 1 and 2) who had an HbA1c test performed during the year. NCQA is considering retiring this 
indicator because it does not assess the test result or the quality of care to address blood sugar control. 
Additionally, performance on the indicator shows little opportunity for improvement, with rates consistently 
high (88%–94% from 2017–2019). NCQA recognizes the importance of addressing HbA1c results among 
patients with diabetes. To assess this component of care, the proposed HbA1c Control measure below 
maintains the indicators for HbA1c Control (<8.0%) and HbA1c Poor Control (>9.0%). 

NCQA also seeks comments on proposed changes to the overall CDC measure set. The current measure 
set combines five* indicators that assess different components of diabetes care. The measure set assesses 
the percentage of members 18–75 years of age with diabetes (types 1 and 2) who had each of the following: 

• Hemoglobin A1c (HbA1c) testing. 
• HbA1c poor control (>9.0%). 
• HbA1c control (<8.0%). 

• BP control (<140/90 mm Hg). 
• Eye exam (retinal) performed. 

*The Medical Attention for Nephropathy indicator was replaced by the standalone Kidney Health Evaluation for Patients With 
Diabetes measure and will be retired from HEDIS effective MY 2022. 

Grouping indicators into one measure set limits the ability to maintain each component more appropriately 
over time. For example, both the age range and required exclusions apply across the measure set; NCQA is 
unable to tailor them for each indicator. Additionally, the eye exam indicator is currently the only CDC 
indicator stratified by socioeconomic status (SES). Maintaining SES stratifications, which are defined at the 
measure level for HEDIS, is complicated in the combined measure set. It is also challenging to maintain the 
corresponding electronic clinical quality measures, which are specified as separate diabetes measures. For 
these reasons, NCQA proposes to separate the indicators into the following three standalone measures: 

1. Hemoglobin A1c Control for Patients With Diabetes (HBD): The percentage of members 18–75 
years of age with diabetes (types 1 and 2) whose hemoglobin A1c (HbA1c) was at the following 
levels during the measurement year: 

• HbA1c control (<8.0%). • HbA1c poor control (>9.0%). 

2. Eye Exam for Patients With Diabetes (EED): The percentage of members 18–75 years of age with 
diabetes (types 1 and 2) who had a retinal eye exam. 

3. Blood Pressure Control for Patients With Diabetes (BPD): The percentage of members 18–75 years 
of age with diabetes (types 1 and 2) whose blood pressure (BP) was controlled (<140/90mmHg) 
during the measurement year. 

NCQA advisory panels and stakeholders support splitting the CDC indicators and agree it will add value to 
their long-term maintenance and distinct components of diabetes care. They also support retiring the HbA1c 
Testing indicator and agree that the maintained HbA1c indicators meet the intent for quality measurement of 
blood sugar control. 

Supporting documents include draft measure specifications. 
NCQA acknowledges the contributions of the Diabetes and Technical Measurement Advisory Panels. 

 
1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 



 

 

Hemoglobin A1c Control for Patients With Diabetes (HBD) 

SUMMARY OF CHANGES TO HEDIS MY 2022 

• This measure resulted from the separation of indicators that replaces the former Comprehensive 
Diabetes Care HEDIS measure. 

• Removed the Hemoglobin A1c (HbA1c) Testing indicator. 

• Clarified exclusions. 

Description 

The percentage of members 18–75 years of age with diabetes (types 1 and 2) whose hemoglobin A1c 
(HbA1c) was at the following levels during the measurement year: 

• Hemoglobin A1c (HbA1c) testing. 
• HbA1c control (<8.0%). 
• HbA1c poor control (>9.0%). 

Note: Organizations must use the same data collection method (Administrative or Hybrid) to report these 
indicators. 

Eligible Population  
Note: Members in hospice are excluded from the eligible population. If an organization reports this measure 
using the Hybrid method, and a member is found to be in hospice or using hospice services during medical 
record review, the member is removed from the sample and replaced by a member from the oversample. 
Refer to General Guideline 17: Members in Hospice. 

Product lines Commercial, Medicaid, Medicare (report each product line separately). 

Ages 18–75 years as of December 31 of the measurement year. 

Continuous 
enrollment 

The measurement year.  

Allowable gap No more than one gap in enrollment of up to 45 days during the measurement 
year. To determine continuous enrollment for a Medicaid beneficiary for whom 
enrollment is verified monthly, the member may not have more than a 1-month 
gap in coverage (e.g., a member whose coverage lapses for 2 months [60 days] 
is not considered continuously enrolled).  

Anchor date December 31 of the measurement year.  

Benefit Medical. 

Event/diagnosis There are two ways to identify members with diabetes: by claim/encounter data 
and by pharmacy data. The organization must use both methods to identify the 
eligible population, but a member only needs to be identified by one method to 
be included in the measure. Members may be identified as having diabetes 
during the measurement year or the year prior to the measurement year. 

 



 

 

Claim/encounter data. Members who met any of the following criteria during the 
measurement year or the year prior to the measurement year (count services 
that occur over both years): 

• At least one acute inpatient encounter (Acute Inpatient Value Set) with a 
diagnosis of diabetes (Diabetes Value Set) without telehealth (Telehealth 
Modifier Value Set; Telehealth POS Value Set). 

• At least one acute inpatient discharge with a diagnosis of diabetes 
(Diabetes Value Set) on the discharge claim. To identify an acute inpatient 
discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set). 
2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 
3. Identify the discharge date for the stay.  

• At least two outpatient visits (Outpatient Value Set), observation visits 
(Observation Value Set), telephone visits (Telephone Visits Value Set),  
e-visits or virtual check-ins (Online Assessments Value Set), ED visits (ED 
Value Set), nonacute inpatient encounters (Nonacute Inpatient Value Set) 
or nonacute inpatient discharges (instructions below; the diagnosis must 
be on the discharge claim), on different dates of service, with a diagnosis 
of diabetes (Diabetes Value Set). Visit type need not be the same for the 
two encounters. To identify a nonacute inpatient discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set). 
2. Confirm the stay was for nonacute care based on the presence of a 

nonacute code (Nonacute Inpatient Stay Value Set) on the claim. 
3. Identify the discharge date for the stay.  
Only include nonacute inpatient encounters (Nonacute Inpatient Value 
Set) without telehealth (Telehealth Modifier Value Set; Telehealth POS 
Value Set). 

Pharmacy data. Members who were dispensed insulin or hypoglycemics/ 
antihyperglycemics on an ambulatory basis during the measurement year or the 
year prior to the measurement year (Diabetes Medications List). 

  



 

 

Diabetes Medications 
Description Prescription 

Alpha-glucosidase 
inhibitors 

• Acarbose • Miglitol 

Amylin analogs • Pramlintide   

Antidiabetic combinations • Alogliptin-metformin  
• Alogliptin-pioglitazone 
• Canagliflozin-metformin 
• Dapagliflozin-metformin 
• Empagliflozin-linagliptin 

• Empagliflozin-metformin 
• Glimepiride-pioglitazone 
• Glipizide-metformin 
• Glyburide-metformin 
• Linagliptin-metformin 

• Metformin-pioglitazone 
• Metformin-repaglinide 
• Metformin-rosiglitazone 
• Metformin-saxagliptin 
• Metformin-sitagliptin 

Insulin • Insulin aspart  
• Insulin aspart-insulin 

aspart protamine 
• Insulin degludec  
• Insulin detemir 
• Insulin glargine 
• Insulin glulisine 

• Insulin isophane human 
• Insulin isophane-insulin regular 
• Insulin lispro 
• Insulin lispro-insulin lispro protamine  
• Insulin regular human 
• Insulin human inhaled 

Meglitinides • Nateglinide • Repaglinide 
Glucagon-like peptide-1 
(GLP1) agonists  

• Albiglutide 
• Dulaglutide 
• Exenatide 

• Liraglutide (excluding Saxenda®) 
• Semaglutide 

Sodium glucose 
cotransporter 2 (SGLT2) 
inhibitor 

• Canagliflozin • Dapagliflozin (excluding 
Farxiga®) 

• Empagliflozin 

Sulfonylureas • Chlorpropamide 
• Glimepiride 

• Glipizide  
• Glyburide 

• Tolazamide  
• Tolbutamide 

Thiazolidinediones • Pioglitazone • Rosiglitazone  

Dipeptidyl peptidase-4 
(DDP-4) inhibitors 

• Alogliptin 
• Linagliptin 

• Saxagliptin  
• Sitagliptin 

 

Note: Glucophage/metformin as a solo agent is not included because it is used to treat conditions other than 
diabetes; members with diabetes on these medications are identified through diagnosis codes only.  
  



 

 

Required 
exclusions 

Exclude members who meet any of the following criteria: 
• Members who do not have a diagnosis of diabetes (Diabetes Value Set), 

in any setting, during the measurement year or the year prior to the 
measurement year and who had a diagnosis of polycystic ovarian 
syndrome, gestational diabetes or steroid-induced diabetes (Diabetes 
Exclusions Value Set), in any setting, during the measurement year or the 
year prior to the measurement year. 

• Members in hospice are excluded from the eligible population. Refer to 
General Guideline 17: Members in Hospice. 

• Members receiving palliative care (Palliative Care Assessment Value Set; 
Palliative Care Encounter Value Set; Palliative Care Intervention Value 
Set) during the measurement year. 

Required 
exclusion 

Exclude members receiving palliative care (Palliative Care Assessment Value 
Set; Palliative Care Encounter Value Set; Palliative Care Intervention Value Set) 
during the measurement year. 

Exclusions Exclude members who meet any of the following criteria: 
Note: Supplemental and medical record data may not be used for these exclusions. 

• Medicare members 66 years of age and older as of December 31 of the 
measurement year who meet either of the following: 
– Enrolled in an Institutional SNP (I-SNP) any time during the 

measurement year. 
– Living long-term in an institution any time during the measurement year 

as identified by the LTI flag in the Monthly Membership Detail Data File. 
Use the run date of the file to determine if a member had an LTI flag 
during the measurement year. 

• Members 66 years of age and older as of December 31 of the 
measurement year (all product lines) with frailty and advanced illness. 
Members must meet BOTH of the following frailty and advanced illness 
criteria to be excluded:  
1. At least one claim/encounter for frailty (Frailty Device Value Set; Frailty 

Diagnosis Value Set; Frailty Encounter Value Set; Frailty Symptom 
Value Set) during the measurement year.  

2. Any of the following during the measurement year or the year prior to 
the measurement year (count services that occur over both years):  
– At least two outpatient visits (Outpatient Value Set), observation 

visits (Observation Value Set), ED visits (ED Value Set), telephone 
visits (Telephone Visits Value Set), e-visits or virtual check-ins 
(Online Assessments Value Set), nonacute inpatient encounters 
(Nonacute Inpatient Value Set) or nonacute inpatient discharges 
(instructions below; the diagnosis must be on the discharge claim) 
on different dates of service, with an advanced illness diagnosis 
(Advanced Illness Value Set). Visit type need not be the same for 
the two visits. To identify a nonacute inpatient discharge: 

  



 

 

 1. Identify all acute and nonacute inpatient stays (Inpatient Stay 
Value Set). 

2. Confirm the stay was for nonacute care based on the presence of 
a nonacute code (Nonacute Inpatient Stay Value Set) on the 
claim. 

3. Identify the discharge date for the stay.  
– At least one acute inpatient encounter (Acute Inpatient Value Set) 

with an advanced illness diagnosis (Advanced Illness Value Set). 
– At least one acute inpatient discharge with an advanced illness 

diagnosis (Advanced Illness Value Set) on the discharge claim. To 
identify an acute inpatient discharge: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay 

Value Set). 
2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value 

Set). 
3. Identify the discharge date for the stay. 

– A dispensed dementia medication (Dementia Medications List). 

Dementia Medications 

Description Prescription 
Cholinesterase inhibitors • Donepezil • Galantamine • Rivastigmine  
Miscellaneous central nervous system agents • Memantine 
Dementia combinations • Donepezil-memantine 

  



 

 

Administrative Specification 

Denominator The eligible population.    
Numerators  

HbA1c Testing An HbA1c test (HbA1c Lab Test Value Set; HbA1c Test Result or Finding 
Value Set) performed during the measurement year.  

HbA1c Control <8% Use codes (HbA1c Lab Test Value Set; HbA1c Test Result or Finding Value 
Set) to identify the most recent HbA1c test during the measurement year. 
The member is numerator compliant if the most recent HbA1c level is <8.0%. 
The member is not numerator compliant if the result for the most recent 
HbA1c test is ≥8.0% or is missing a result, or if an HbA1c test was not done 
during the measurement year.  

Organizations that use CPT Category II codes to identify numerator 
compliance for this indicator must search for all codes in the following value 
sets and use the most recent code during the measurement year to evaluate 
whether the member is numerator compliant. 

 Value Set Numerator Compliance 
HbA1c Level Less Than 7.0 Value Set Compliant 
HbA1c Level Greater Than or Equal To 7.0 
and Less Than 8.0 Value Set Compliant 

HbA1c Level Greater Than or Equal To 8.0 
and Less Than or Equal To 9.0 Value Set Not compliant 

HbA1c Level Greater Than 9.0 Value Set Not compliant 
 

HbA1c Poor 
Control >9% 

Use codes (HbA1c Lab Test Value Set; HbA1c Test Result or Finding Value 
Set) to identify the most recent HbA1c test during the measurement year. 
The member is numerator compliant if the most recent HbA1c level is >9.0% 
or is missing a result, or if an HbA1c test was not done during the 
measurement year. The member is not numerator compliant if the result for 
the most recent HbA1c test during the measurement year is ≤9.0%. 

Organizations that use CPT Category II codes to identify numerator 
compliance for this indicator must search for all codes in the following value 
sets and use the most recent code during the measurement year to evaluate 
whether the member is numerator compliant. 

 Value Set Numerator Compliance 
HbA1c Level Less Than 7.0 Value Set Not compliant 
HbA1c Level Greater Than or Equal To 7.0 
and Less Than 8.0 Value Set 

Not compliant 

HbA1c Level Greater Than or Equal To 8.0 
and Less Than or Equal To 9.0 Value Set 

Not compliant 

HbA1c Level Greater Than 9.0 Value Set Compliant 
 

 Note: A lower rate indicates better performance for this indicator (i.e., low 
rates of poor control indicate better care). 

  



 

 

Exclusions (optional) 

Members who do not have a diagnosis of diabetes (Diabetes Value Set), in any setting, during the 
measurement year or the year prior to the measurement year and who had a diagnosis of polycystic 
ovarian syndrome, gestational diabetes or steroid-induced diabetes (Diabetes Exclusions Value Set), in 
any setting, during the measurement year or the year prior to the measurement year. 

If the member was included in the measure based on claim or encounter data, as described in the 
event/diagnosis criteria, the optional exclusions do not apply because the member had a diagnosis of 
diabetes. 

Hybrid Specification 

Denominator A systematic sample drawn from the eligible population.  

Organizations that use the Hybrid Method to report the Hemoglobin A1c Control 
for Patients With Diabetes (HBD), Eye Exam Performed for Patients With 
Diabetes (EED) and Blood Pressure Control for Patients With Diabetes (BPD) 
measures may use the same sample for all three measures. 

Organizations may reduce the sample size based on the current year’s 
administrative rate or the prior year’s audited, product line-specific rate for the 
lowest rate of all HBD indicators, EED and BPD measures. 

If separate samples are used for the HBD, EED and BPD measures, 
organizations may reduce the sample based on the product line-specific current 
measurement year’s administrative rate or the prior year’s audited, product line-
specific rate for the measure.  

Refer to the Guidelines for Calculations and Sampling for information on 
reducing sample size. 

Numerators  

HbA1c Testing An HbA1c test performed during the measurement year as identified by 
administrative data or medical record review. 

Administrative Refer to Administrative Specification to identify positive numerator hits from 
administrative data. 

Medical record At a minimum, documentation in the medical record must include a note 
indicating the date when the HbA1c test was performed and the result or 
finding. Count notation of the following in the medical record: 

 • A1c 
• HbA1c 
• HgbA1c 

• HB1c 
• Hemoglobin A1c 
• Glycohemoglobin A1c  

• Glycohemoglobin 
• Glycated hemoglobin 
• Glycosylated hemoglobin 

  



 

 

HbA1c Control 
<8% 

The most recent HbA1c level (performed during the measurement year) is 
<8.0% as identified by laboratory data or medical record review. 

Administrative Refer to Administrative Specification to identify positive numerator hits from 
administrative data. 

Medical record At a minimum, documentation in the medical record must include a note 
indicating the date when the HbA1c test was performed and the result. The 
member is numerator compliant if the most recent HbA1c level during the 
measurement year is <8.0%. The member is not numerator compliant if the 
result for the most recent HbA1c level during the measurement year is ≥8.0% or 
is missing, or if an HbA1c test was not performed during the measurement year. 

Ranges and thresholds do not meet criteria for this indicator. A distinct numeric 
result is required for numerator compliance. 

HbA1c Poor 
Control >9% 

The most recent HbA1c level (performed during the measurement year) is 
>9.0% or is missing, or was not done during the measurement year, as 
documented through laboratory data or medical record review.  

Note: A lower rate indicates better performance for this indicator (i.e., low rates 
of poor control indicate better care). 

Administrative Refer to Administrative Specification to identify positive numerator hits from 
administrative data. 

Medical record At a minimum, documentation in the medical record must include a note 
indicating the date when the HbA1c test was performed and the result. The 
member is numerator compliant if the result for the most recent HbA1c level 
during the measurement year is >9.0% or is missing, or if an HbA1c test was 
not done during the measurement year. The member is not numerator compliant 
if the most recent HbA1c level during the measurement year is ≤9.0%. 

Ranges and thresholds do not meet criteria for this indicator. A distinct numeric 
result is required for numerator compliance. 

Exclusions (optional) 

Refer to Administrative Specification for exclusion criteria. Identify members who did not have a 
diagnosis of diabetes, in any setting, during the measurement year or the year prior to the measurement 
year, and who had a diagnosis of gestational diabetes or steroid-induced diabetes, in any setting, during 
the measurement year or the year prior to the measurement year. 

Note  

• If an organization chooses to apply the optional exclusions, members must be numerator negative for 
at least one indicator, with the exception of HbA1c Poor Control (>9%). Remove members from the 
eligible population who are numerator negative for any indicator (other than for HbA1c Poor Control 
[>9%]) and substitute members from the oversample. Do not exclude members who are numerator 
compliant for all indicators except HbA1c Poor Control (>9%), because a lower rate indicates better 
performance for this indicator. 

• If a combination of administrative, supplemental or hybrid data are used, the most recent HbA1c result 
must be used, regardless of data source. 



 

 

Data Elements for Reporting 

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table HBD-1/2/3: Data Elements for Hemoglobin A1c Control for Patients With Diabetes 

 Administrative Hybrid 
Measurement year   
Data collection methodology (Administrative or Hybrid)   
Eligible population    
Number of required exclusions   
Number of numerator events by administrative data in eligible 
population (before exclusions)  Each of the 2 rates 

Current year’s administrative rate (before exclusions)  Each of the 2 rates 
Minimum required sample size (MRSS)    
Oversampling rate   
Number of oversample records   
Number of medical records excluded because of valid data 
errors    
Number of administrative data records excluded    
Number of medical records excluded    
Number of employee/dependent medical records excluded    
Records added from the oversample list    
Denominator   
Numerator events by administrative data Each of the 2 rates Each of the 2 rates 
Numerator events by medical records   Each of the 2 rates 
Numerator events by supplemental data Each of the 2 rates Each of the 2 rates 
Reported rate Each of the 2 rates Each of the 2 rates 

 



HEDIS Health Plan Performance Rates: Comprehensive Diabetes Care (CDC)—HbA1c Testing 

Table 1. HEDIS CDC—HbA1c Testing Measure Performance—Commercial Plans 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2019* 417 398 (95.4) 91.0 2.9 87.3 89.3 91.5 93.2 94.4 
2018 405 391 (96.5) 90.7 3.1 86.9 89.1 91.2 92.9 94.2 
2017 406 397 (97.8) 90.5 3.2 86.7 88.6 90.8 92.5 94.4 

*For 2019 the average denominator across plans was 398 individuals, with a standard deviation of 13,867. 

Table 2. HEDIS CDC—HbA1c Testing Measure Performance—Medicaid Plans 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2019* 265 241 (90.9) 88.2 4.3 83.5 86.0 88.8 91.0 92.7 
2018 256 244 (95.3) 87.8 4.4 82.1 85.1 88.6 90.5 92.9 
2017 275 265 (96.4) 87.5 4.3 82.5 84.9 87.8 90.5 92.7 

*For 2019 the average denominator across plans was 241 individuals, with a standard deviation of 1,284. 

Table 2. HEDIS CDC—HbA1c Testing Measure Performance—Medicare Plans 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2019* — — — — — — — — — 
2018 525 477 (90.9) 94.3 3.2 90.8 93.0 94.9 96.2 97.3 
2017 505 475 (94.1) 93.7 3.5 90.0 92.5 94.3 95.7 97.1 

*CMS did not require Medicare plans to report HEDIS measures for 2019. 



  

  

Notification of Changes for HEDIS®1  

NCQA announces the following changes for HEDIS. NCQA does not seek public comment for these 
changes. 

Release of Volume 2: Technical Specifications 

The HEDIS Measurement Year 2021 (MY 2021) Volume 2 Technical Update memo will be released on 
March 31. 

NCQA will release the HEDIS Measurement Year 2022 Volume 2: Technical Specifications for Health Plans 
on August 1.  

Measure Changes for HEDIS MY 2021  

• Childhood Immunization Status: Remove combination rates 2, 4, 5, 6, 8, 9. 
– Rationale: Stakeholders indicated that most combination rates may no longer be useful and may 

increase reporting burden. 
• Enrollment by Product Line: Remove binary gender stratifications.  

– Rationale: Removing binary gender stratifications will allow a more inclusive count of the organization’s 
total membership.  

• Plan All-Cause Readmissions: Remove the 18–64 Medicare Skilled Nursing Facility (SNF) reporting 
strata. 
– Rationale: First-year analysis of the new Medicare SNF strata indicated low reporting feasibility due to 

insufficient sample sizes for the 18–64-year-old population and is therefore being removed. The 65 and 
older Medicare SNF reporting strata is being retained in the measure. 

• The following measures will no longer be collected or used by NCQA: 
– Enrollment by State. 
– Total Membership. 
– Disease-Modifying Anti-Rheumatic Drug Therapy for Rheumatoid Arthritis. 

Measure Changes for HEDIS MY 2022 

• Optional Exclusions: NCQA began a multi-year process to create greater consistency in specifying 
exclusions across measures. As part of this effort, optional exclusions are moved to required exclusions or 
included in the numerator in Childhood Immunization Status, Immunization for Adolescents, Follow-Up 
Care for Children Prescribed ADHD Medication and Comprehensive Diabetes Care.  
– Rationale: The previous optional exclusions in the measures will either be respecified as required 

exclusions or included in the numerator to align with the measures’ clinical intent. Changes also provide 
greater consistency with other measurement programs and specifications, including digital measures.  

  

 
1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 



Additional Notifications 

• New Asthma Guidelines: NCQA is aware of the 2020 Focused Updates to the Asthma Management 
Guidelines, released in December 2020 from the National Asthma Education and Prevention Program 
Coordinating Committee Expert Panel Working Group. NCQA is reviewing potential implications for our 
Asthma Medication Ratio measure, which may include retirement and/or a new measure to address 
quality of care for asthma patients. 

• Future New Measure: NCQA has developed a new measure assessing emergency department visits for 
hypoglycemia in older adults with diabetes. While this measure was originally planned for MY 2022, upon 
feedback from expert advisory panels, NCQA will pursue additional testing to develop a risk adjustment 
model for this measure. We plan to bring the measure for public comment in spring 2022, for potential 
implementation in HEDIS MY 2023.  

https://www.nhlbi.nih.gov/health-topics/all-publications-and-resources/2020-focused-updates-asthma-management-guidelines
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