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BACKGROUND AND INTRODUCTION

CMS has authority to establish reporting requirements for Medicare Advantage Organizations
(MAOs) as described in 42CFR 8422.516 (a). Pursuant to that authority, each MAO must have
an effective procedure to develop, compile, evaluate, and report information to CMS in the time
and manner that CMS requires. Additional regulatory support for the Medicare Part C Reporting
Requirements are also found in the Final Rule entitled “Medicare Program; Revisions to the
Medicare Advantage and Prescription Drug Program” (CMS 4131-F), and in the interim final
rule (CMS 4138-1FC).

This document provides a description of the measures, reporting timeframes and deadlines, and
specific data elements for each measure. The 2009 Part C Reporting Requirements document has
completed OMB review and approval in compliance with the Paperwork Reduction Act of 1995,
and its OMB control number is 0938-1054. The 2010 Technical Specifications do not add to the
data collection requirement.

The technical specifications contained in this document should be used to develop a common
understanding of the data, to assist organizations in preparing and submitting datasets, to ensure
a high level of accuracy in the data reported to CMS, and to reduce the need for organizations to
correct and resubmit data.

Each Part C Reporting Requirement section of this document has the following information
presented in a standardized way for ease of use:

A. Data element definitions - details for each data element reported to CMS,

B. Notes - additional clarifications to a reporting section derived from the responses to
comments received under the OMB clearance process.

C. Reminder: Red underlined passages indicate updates, and/or new information.

GENERAL INFORMATION

Organizations for which these specifications apply will be required to collect these data
beginning on January 1, 2010. Reporting will vary depending on the plan type and measure.
Some measures will be reported annually, while others will be reported quarterly or semi-
annually. A subset of measures included in these technical specifications is subject to
retrospective data validation in 2011.



The following data elements in the measures listed in this document are considered proprietary,
and CMS considers these as not subject to public disclosure under provisions of the Freedom of
Information Act (FOIA):*
e Per service costs in the benefit utilization measure (Benefit Utilization)
e Employer DBA and Legal Name, Employer Address, Employer Tax Identification
Numbers (Employer Group Sponsors)
o Total agent compensation related to sales (Agent Compensation Structure)

*Under FOIA Plans may need to independently provide justification for protecting these data if a
FOIA request is submitted.

In order to provide Part C sponsors guidance on the actual process of entering reporting
requirements data into the Health Plan Management System, a separate HPMS Plan Reporting
Module User Guide will be released at a later date.

Exclusions from Reporting

National PACE plans and 1833 cost plans are excluded from reporting all Part C Reporting
Requirements measures.

Suspended from Reporting: Do not report these measures for data
collected in 2010.

Measurement #10 Agent Compensation Structure and:;
Measurement #11 Agent Training and Testing are suspended indefinitely

Timely Submission of Data

Data submissions are due by 11:59 p.m. Pacific time on the date of the reporting deadline. CMS
expects that data are accurate on the date they are submitted. Data submitted after the given
reporting period deadline shall be considered late, and may not be incorporated within CMS data
analyses and reporting. Only data that reflect a good faith effort by an organization to provide
accurate responses to Part C reporting requirements will count as data submitted in a timely
manner. It is unacceptable for organizations to submit “placeholder” data (e.g., submitting the
value “0” in reporting fields in HPMS) for the sole purpose of meeting a reporting deadline.

Organizations failing to submit data at all, or on time and organizations submitting accurate data
will receive compliance notices from CMS.



Correction of Previously Submitted Data / Resubmission Requests
CMS expects organizations to promptly correct all previously submitted data if it is later
determined that the data were erroneous. Corrections of previously submitted data are
appropriate if they are due to an error made at the date of the original submission.
¢ Organizations are not required to update previously submitted data as a result of
subsequent information received by the organization after the reporting deadline for the
section at issue.
¢ Resubmission requests can only be submitted after a reporting deadline has passed.
Once a reporting deadline has passed, organizations that need to correct data must submit
a formal request to resubmit via HPMS Plan reporting module.
e CMS reserves the right to establish deadlines after which no further corrections

may be submitted.

Detailed instructions will be provided in the HPMS Plan Reporting Module User Guide.
Organizations should not submit resubmission requests until they have data available to
submit. Resubmission requests may be granted to allow seven calendar days from the date
the request is reviewed by CMS for the organization to submit data via HPMS. Failure to
resubmit after requesting a resubmission is considered overdue. Data corrections may be
submitted until one year from the required submission date.

Due Date Extension Requests

Generally speaking, CMS does not grant extensions to reporting deadlines, as these have been
established and published well in advance. It is our expectation that organizations do their best
with the information provided in the most current version of the Technical Specifications to
prepare the data to be submitted in a timely fashion. Any assumptions that organizations may
make in order to submit data timely should be fully documented and defensible under audit.

Periodic Updates to the Technical Specifications

Given the volume of questions CMS expects to receive in the initial year of implementation of
the Part C Reporting Requirements, periodic updates will be issued. CMS expects to issue
updates in advance of the first due date for each of the reporting sections that contains responses
to industry questions on those reporting sections in particular. The clarifying information
provided in these updates neither adds to nor changes any of the previously approved measures.
By providing additional information beyond the baseline requirements, we hope to receive a
more consistent dataset across all Part C plans.

Email Address for Questions

CMS has established the following email address for the purpose of collecting all questions
regarding the Part C Technical Specifications: PartCplanreporting@cms.hhs.gov. Plans should
be aware that immediate responses to individual questions may not be possible given the volume
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of email this box receives. Plans should look for answers to their questions in the next update to
the Part C Reporting Requirements Technical Specifications.

REPORTING REQUIREMENTS SUMMARY

The following summary table provides an overview of the parameters around each of the Part C
reporting requirements measures. This information is also presented for each measure in the
more detailed measure descriptions which follow in this document.

Measure Organization Types | Report | Report | Data Due date (s)
Required to Report Freq./ | Period
Level (s)
1. Benefit CCP, PFFS, Demo, 1/year 1/1- 8/31 of the following
Utilization MSA (includes all 800 | PBP 12/31 year
series plans),
Employer/Union Direct
Contract
2. Procedure CCP, PFFS, Demo, 1/year 1/1- 5/31 of following
Frequency MSA (includes all 800 | Contract | 12/31 year
series plans),
Employer/Union Direct
Contract
3. Serious CCP, PFFS, Demo, 1/year 1/1- 5/31 of following
Reportable MSA (includes all 800 | Contract | 12/31 year
Adverse Events | series plans) ,
Employer/Union Direct
Contract
4. Provider CCP, 1876 Cost, Demo | 1/year 1/1 - 2/28 of following
Network (includes all 800 series | Contract | 12/31 year
Adequacy plans)
5. Grievances CCP, PFFS, 1876 Cost, | 4/Year | 1/1-3/31 | 5/31
Demo, MSA (includes | PBP 4/1-6/30 | 8/31
all 800 series plans) , 7/1-9/30 | 11/30
Employer/Union Direct 10/1- 2/28 of following
Contract 12/31 year
6. Organization | CCP, PFFS, 1876 Cost, | 4/Year 1/1-3/31 | 5/31
Determinations/ | Demo, MSA (includes | Contract | 4/1-6/30 | 8/31
Reconsiderations | all 800 series plans) , 7/1-9/30 | 11/30
Employer/Union Direct 10/1- 2/28 of following
Contract 12/31 year
7. Employer CCP, PFFS, 1876 Cost, | 2/year 1/1- 2/28 of following
Group Plan Demo, MSA (includes | PBP 12/31 year
Sponsors 800 series plans and
any individual plans
sold to employer




groups),
Employer/Union Direct
Contract

8. PFFS Plan PFFS 1/year 1/1- 2/28 of following

Enrollment PBP 12/31 year

Verification (800-series plans Validation

Calls should NOT report) unnecessary—using
for monitoring only

9. PFFS Provider | PFFS (includes all 800 | 1/year 1/1- 2/28 of following

Payment Dispute | series plans), PBP 12/31 year

Resolution Employer/Union Direct Validation

Process Contract unnecessary—using

for monitoring only




Agent Suspended
Compensation For Data
Structure Collected
in 2010
Agent Training Suspended
and Testing for data
collected
in 2010
12. Plan CCP, PFFS, 1876, 4/Year /1 | 2/28 of the following
Oversight of Cost, Demo, MSA Contract 12/31 | year
Agents (includes all 800 series
plans)
13. SNPs Care SNPs (includes all 800 | 1/Year 1/1- 5/31 of following
Management series plans) PBP 12/31 | year




MEASURES

1. Benefit Utilization

Measure Organization Types | Report | Report | Data Due date (s)
Required to Report Freq./ | Period
Level (s)
1. Benefit 01 — Local CCP 1/year 1/1- 8/31 of the following
Utilization 02 - MSA PBP 12/31 year
03 — RFB PFFS
04 - PFFS
05 - Demo
11 — Regional CCP
14 — ED-PFFS

15— RFB Local CCP

Organizations should
include all 800 series
plans.

Employer/Union Direct
Contracts should also
report this measure,
regardless of
organization type.

A. The data elements to be reported under this measure are:

Element Data Elements for Benefit Utilization Measure
Number
1.1 CMS issued contract number
1.2 Plan Benefit Package (PBP) ID
1.3 Number of member months for enrollees who had access to the
Inpatient Facility service under their plan benefit package during the
reporting period
14 Unique number of plan enrollees who used the Inpatient Facility
service
15 Appropriate code to identify how you capture utilization data for
Inpatient Facility services
1.6 Total number of Inpatient Facility services used by plan enrollees
during the period
1.7 Reimbursement amount from the plan to providers for Inpatient

Facility services used during the period.




1.8 Total cost sharing paid by members directly to providers for Inpatient
Facility services used during the period

1.9 Total payments made to providers for Inpatient Facility services
covered under original Medicare

1.10 Cost sharing that would be required for covered Inpatient Facility
services using original Medicare requirements

1.11 Number of member months for enrollees who had access to the Skilled
Nursing Facility service under their plan benefit package during the
reporting period

1.12 Unique number of plan enrollees who used the Skilled Nursing Facility
service

1.13 Appropriate code to identify how you capture utilization data for
Skilled Nursing Facility services

1.14 Total number of Skilled Nursing Facility services used by plan
enrollees during the period

1.15 Reimbursement amount from the plan to providers for Skilled Nursing
Facility services used during the period

1.16 Total cost sharing paid by members directly to providers for Skilled
Nursing Facility services used during the period

1.17 Total payments made to providers for Skilled Nursing Facility services
covered under original Medicare

1.18 Cost sharing that would be required for covered Skilled Nursing
Facility services using original Medicare requirements

1.19 Number of member months for enrollees who had access to the Home
Health service under their plan benefit package during the reporting
period

1.20 Unique number of plan enrollees who used the Home Health service

1.21 Code to identify how you capture utilization data for Home Health
services

1.22 Total number of Home Health services used by plan enrollees during
the period

1.23 Reimbursement amount from the plan to providers for Home Health
services used during the period

1.24 Total cost sharing paid by members directly to providers for Home
Health services used during the period

1.25 Total payments made to providers for Home Health services covered
under original Medicare

1.26 Cost sharing that would be required for covered Home Health services
using original Medicare requirements

1.27 Number of member months for enrollees who had access to the
Ambulance service under their plan benefit package during the
reporting period

1.28 Unique number of plan enrollees who used the Ambulance service

1.29 Code to identify how you capture utilization data for Ambulance
services

1.30 Total number of Ambulance services used by plan enrollees during the
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period

1.31 Reimbursement amount from the plan to providers for Ambulance
services used during the period

1.32 Total cost sharing paid by members directly to providers for
Ambulance services used during the period

1.33 Total payments made to providers for Ambulance services covered
under original Medicare

1.34 Cost sharing that would be required for covered Ambulance services
using original Medicare requirements

1.35 Number of member months for enrollees who had access to the
DME/Prosthetics/Supplies service under their plan benefit package
during the reporting period

1.36 Unique number of plan enrollees who used the
DME/Prosthetics/Supplies service

1.37 Appropriate code to identify how you capture utilization data for
DME/Prosthetics/Supplies services

1.28 Total number of DME/Prosthetics/Supplies services used by plan
enrollees during the period

1.39 Reimbursement amount from the plan to providers for
DME/Prosthetics/Supplies services used during the period

1.40 Total cost sharing paid by members directly to providers for
DME/Prosthetics/Supplies services used during the period

1.41 Total payments made to providers for DME/Prosthetics/Supplies
services covered under original Medicare

1.42 Cost sharing that would be required for covered
DME/Prosthetics/Supplies services using original Medicare
requirements

1.43 Number of member months for enrollees who had access to the OP
Facility — Emergency service under their plan benefit package during
the reporting period

1.44 Unique number of plan enrollees who used the OP Facility —
Emergency service

1.45 Appropriate code to identify how you capture utilization data for OP
Facility — Emergency services

1.46 Total number of OP Facility — Emergency services used by plan
enrollees during the period

1.47 Reimbursement amount from the plan to providers for OP Facility —
Emergency services used during the period

1.48 Total cost sharing paid by members directly to providers for OP
Facility — Emergency services used during the period

1.49 Total payments made to providers for OP Facility — Emergency
services covered under original Medicare

1.50 Cost sharing that would be required for covered OP Facility —
Emergency services using original Medicare requirements

1.51 Number of member months for enrollees who had access to the OP

Facility — Surgery service under their plan benefit package during the
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reporting period

1.52 Unique number of plan enrollees who used the OP Facility — Surgery
service

1.53 Appropriate code to identify how you capture utilization data for OP
Facility — Surgery services

1.54 Total number of OP Facility — Surgery services used by plan enrollees
during the period

1.55 Reimbursement amount from the plan to providers for OP Facility —
Surgery services used during the period

1.56 Total cost sharing paid by members directly to providers for OP
Facility — Surgery services used during the period

1.57 Total payments made to providers for OP Facility — Surgery services
covered under original Medicare

1.58 Cost sharing that would be required for covered OP Facility — Surgery
services using original Medicare requirements

1.59 Number of member months for enrollees who had access to the OP
Facility — Other service under their plan benefit package during the
reporting period

1.60 Unique number of plan enrollees who used the OP Facility — Other
service

1.61 Code to identify how you capture utilization data for OP Facility —
Other services

1.62 Total number of OP Facility — Other services used by plan enrollees
during the period

1.63 Reimbursement amount from the plan to providers for OP Facility —
Other services used during the period

1.64 Total cost sharing paid by members directly to providers for OP
Facility — Other services used during the period

1.65 Total payments made to providers for OP Facility — Other services
covered under original Medicare

1.66 Cost sharing that would be required for covered OP Facility — Other
services using original Medicare requirements

1.67 Number of member months for enrollees who had access to the
Professional service under their plan benefit package during the
reporting period

1.68 Unique number of plan enrollees who used the Professional service

1.69 Code to identify how you capture utilization data for Professional
services

1.70 Total number of Professional services used by plan enrollees during
the period

1.71 Reimbursement amount from the plan to providers for Professional
services used during the period

1.72 Total cost sharing paid by members directly to providers for
Professional services used during the period

1.73 Total payments made to providers for Professional services covered

under original Medicare
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1.74 Cost sharing that would be required for covered Professional services
using original Medicare requirements

1.75 Number of member months for enrollees who had access to the Part B
Rx service under their plan benefit package during the reporting period

1.76 Unique number of plan enrollees who used the Part B Rx service

1.77 Code to identify how you capture utilization data for Part B Rx
services

1.78 Total number of Part B Rx services used by plan enrollees during the
period

1.79 Reimbursement amount from the plan to providers for Part B Rx
services used during the period

1.80 Total cost sharing paid by members directly to providers for Part B Rx
services used during the period

1.81 Total payments made to providers for Part B Rx services covered
under original Medicare

1.82 Cost sharing that would be required for covered Part B Rx services
using original Medicare requirements

1.83 Number of member months for enrollees who had access to the Other
Medicare Part B service under their plan benefit package during the
reporting period

1.84 Unique number of plan enrollees who used the Other Medicare Part B
service

1.85 Code to identify how you capture utilization data for Other Medicare
Part B services

1.86 Total number of Other Medicare Part B services used by plan enrollees
during the period

1.87 Reimbursement amount from the plan to providers for Other Medicare
Part B services used during the period

1.88 Total cost sharing paid by members directly to providers for Other
Medicare Part B services used during the period

1.89 Total payments made to providers for Other Medicare Part B services
covered under original Medicare

1.90 Cost sharing that would be required for covered Other Medicare Part B
services using original Medicare requirements

1.91 Number of member months for enrollees who had access to the
Transportation service under their plan benefit package during the
reporting period

1.92 Unique number of plan enrollees who used the Transportation service

1.93 Code to identify how you capture utilization data for Transportation
services

1.94 Total number of Transportation services used by plan enrollees during
the period

1.95 Reimbursement amount from the plan to providers for Transportation
services used during the period

1.96 Total cost sharing paid by members directly to providers for

Transportation services used during the period
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1.97 Number of member months for enrollees who had access to the Dental
service under their plan benefit package during the reporting period

1.98 Unique number of plan enrollees who used the Dental service

1.99 Code to identify how you capture utilization data for Dental services

1.100 Total number of Dental services used by plan enrollees during the
period

1.101 Reimbursement amount from the plan to providers for Dental services
used during the period

1.102 Total cost sharing paid by members directly to providers for Dental
services used during the period

1.103 Number of member months for enrollees who had access to the Vision
service under their plan benefit package during the reporting period

1.104 Unique number of plan enrollees who used the Vision service

1.105 Code to identify how you capture utilization data for Vision services

1.106 Total number of Vision services used by plan enrollees during the
period

1.107 Reimbursement amount from the plan to providers for Vision services
used during the period

1.108 Total cost sharing paid by members directly to providers for Vision
services used during the period

1.109 Number of member months for enrollees who had access to the
Hearing service under their plan benefit package

1.110 Unique number of plan enrollees who used the Hearing service

1.111 Code to identify how you capture utilization data for Hearing services

1.112 Total number of Hearing services used by plan enrollees during the
period

1.113 Reimbursement amount from the plan to providers for Hearing
services used during the period

1.114 Total cost sharing paid by members directly to providers for Hearing
services used during the period

1.115 Number of member months for enrollees who had access to the Health
& Education service under their plan benefit package during the
reporting period

1.116 Unique number of plan enrollees who used the Health & Education
service

1.117 Code to identify how you capture utilization data for Health &
Education services

1.118 Total number of Health & Education services used by plan enrollees
during the period

1.119 Reimbursement amount from the plan to providers for Health &
Education services used during the period

1.120 Total cost sharing paid by members directly to providers for Health &
Education services used during the period

1.121 Number of member months for enrollees who had access to the Other

(Non-Covered) service under their plan benefit package during the
reporting period
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1.122 Unique number of plan enrollees who used the Other (Non-Covered)
service

1.123 Code to identify how you capture utilization data for Other (Non-
Covered) services

1.124 Total number of Other (Non-Covered) services used by plan enrollees
during the period

1.125 Reimbursement amount from the plan to providers for Other (Non-
Covered) services used during the period

1.126 Total cost sharing paid by members directly to providers for Other
(Non-Covered) services used during the period

1.127 Number of member months for enrollees who had access to the
Medical services under their plan benefit package during the reporting
period

1.128 Unique number of plan enrollees who used the Medical services

1.129 Reimbursement amount from the plan to providers for Medical
services used during the period

1.130 Total cost sharing paid by members directly to providers for Medical
services used during the period

1.131 Total payments made to providers for Medical services covered under
original Medicare

1.132 Cost sharing that would be required for covered Medical services using
original Medicare requirements

1.133 Total number of enrollees under the plan during the reporting period

1.134 Number of member months during the reporting period

1.135 Dollar figure representing premiums collected over the course of the
entire reporting period for this plan

1.136 Dollar figure representing CMS revenue collected under the plan over
the course of the entire reporting period inclusive of rebates applied to
A/B services

1.137 Dollar figure representing CMS rebates for A and B Services under the
plan over the course of the entire reporting period

1.138 Dollar figure representing reserves for outstanding claims from the
reporting period

B. Notes
This measure is an HPMS upload and is reported at the Plan Benefit Package (PBP) level.

A table representation of the data elements to be collected under this reporting requirement is
provided in Appendix 1.

Data on specific services apply to plan benefits paid for with federal funding, state funding,
group sponsor funding and member premiums. These data collections are for MA contracts in
the individual market and for employer group offerings. It is the responsibility of an MA
organization to verify the data received from providers for non-Medicare covered items such as
dental services, vision care, and wellness programs.
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Only rebates applied to A/B services and additional non-prescription drug benefits are to be
included in reporting of rebates. All rebates are to be included except for those designated to
reducing Part B and Part D premiums.

When completing this table, “Plan Experience” shall include all plan benefits furnished,
regardless of their representation in the approved bid. Additionally, “Plan Experience” shall
include experience for all enrollees, including those in ESRD status. “Plan Experience” shall
exclude that experience for optional supplemental benefits.

Since this element is reported at the PBP level, we expect that for 800-series PBPs, the
experience reported may be a blend of several EGWP arrangements.

Analysis of “800-series” bids will be conducted separately from the individual market plans
because employers often purchase benefits beyond Medicare covered services, and in excess of
the benefits included in their bids. The utilization by employer group members reflects these
richer benefits and the results of generous cost sharing.

The core analysis of this reporting measure will be a comparison of total plan revenues to plan
expenses by category (benefit, non-benefit expense, and margin). This analysis will not be
biased by the source of revenue; be it CMS bid-based payment, CMS rebate, member premium,
or group contribution.

CMS intends that plan sponsors use the benefit structure captured in the bids for the contract year
period to report this measure.

The expenditures reported under the OP Facility — Emergency services category include those
performed in conjunction with an emergency room visit. If an enrollee is admitted directly from
the ER to an inpatient hospital setting, then any costs from that admission forward are to be
included in the Inpatient Facility services cateqgory.

If information on ‘Admits’ and ‘Days’ is available, use ‘Days’ for the reporting requirement.

For Data Elements 1.9 and 1.10, data are normally derived from claims data and the Plan Benefit
Package.

For Data Elements 1.83 — 1.90, the Other Medicare Part B services category is to include all Part
B services excluded from the other benefit categories.

All plan revenues and medical expenses are to be represented in the report. This includes
revenues and costs for beneficiaries with ESRD status.

Claims run out date: If a plan sponsor submits bids in late May/early June, and thev include data

for claims paid through 03/31; the cut-off date for this report would be 06/30/10 for the 8/31/11
due date.
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The premiums collected field is to represent the earned premium revenues from all sources
including members, employer/union groups, and State Medicaid agencies.

Cost Sharing: Enter the cost sharing that would be required for covered services using original
Medicare requirements. This amount can be estimated using the actuarial equivalent factors
ublished in the bid pricing tool. Note that the amounts for non-covered services can only be $0

since those service type categories are by definition not covered by original Medicare.

Services purchased under a capitation agreement with a subcontractor: CMS assumes that the
subcontractor will provide costs for each of the defined benefits.

For non-covered services, there can be a wide range of benefits, and the utilization should be
determined based on the specific requirements of the service. For example, if the only health &

education benefit is a specific wellness seminar, then the utilization counts will reflect the
number of members that attended the seminar.

Column D/Utilizers: The calculation of the number of services used must be consistent with the
utilization type. Thus, for the utilization type “Day” or “D”. it is appropriate to treat each day of
home health as one unit of service regardless of how many services were provided for the day.
However. if the utilization type is “Visits” or “V” then the utilization count is to reflect the

number of unique visits.

Column H/Total Member Cost Sharing: Column H should reflect the cost sharing liability of the
member as specified in the Plan Benefit Package (PBP).

CMS will not be providing an electronic version (e.0., MS Excel, .csv, XML) of the applicable
CPT, ICD-9-CM Procedure, ICD-9-CM Diaagnosis and MS-DRG codes for reporting purposes.
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2. Procedure Frequency

Measure Organization Types | Report | Report | Data Due date (s)
Required to Report Freq./ | Period
Level (s)
2. Procedure 01 - Local CCP 1/year 1/1- 5/31 of following
Frequency 02 - MSA Contract | 12/31 year
03 — RFB PFFS
04 - PFFS
05 - Demo
11 — Regional CCP
14 — ED-PFFS

15— RFB Local CCP

Organizations should
include all 800 series
plans.

Employer/Union Direct
Contracts should also
report this measure,
regardless of
organization type.

NOTE:
ORGANIZATIONS
THAT CURRENTLY
REPORT HEDIS
MEASURES ARE
NOT REQUIRED TO
REPORT A SUBSET
OF THE ELEMENTS
UNDER THIS
MEASURE.

A. The data elements to be reported under this measure are:

Element Data Elements for Procedure Frequency Measure
Number
2.1* Number of Enrollees receiving Cardiac Catheterization
2.2 Number of Enrollees receiving Open coronary angioplasty
2.3 Number of Enrollees receiving PTCA or Coronary Atherectomy
with CABG
2.4 Number of Enrollees receiving PTCA or Coronary Atherectomy
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with insertion of drug-eluting coronary artery stent (s)

2.5 Number of Enrollees receiving PTCA or Coronary Atherectomy with
insertion of non-drug-eluting coronary artery stent (s)

2.6 Number of Enrollees receiving PTCA or Coronary Atherectomy
without insertion of Coronary Artery Stent

2.7* Number of Enrollees receiving Total Hip Replacement

2.8* Number of Enrollees receiving Total Knee Replacement

2.9 Number of Enrollees receiving Bone Marrow Transplant

2.10 Number of Enrollees receiving Heart Transplant

211 Number of Enrollees receiving Heart/Lung Transplant

2.12 Number of Enrollees receiving Kidney Transplant

2.13 Number of Enrollees receiving Liver Transplant

2.14 Number of Enrollees receiving Lung Transplant

2.15 Number of Enrollees receiving Pancreas Transplant

2.16 Number of Enrollees receiving Pancreas/Kidney Transplant

2.17* Number of Enrollees receiving CABG

2.18 Number of Enrollees receiving Gastric Bypass

2.19 Number of Enrollees receiving Excision or Destruction of Lesion or
Tissue of Lung (with cancer diagnosis as specified)

2.20* Number of Enrollees receiving Excision of Large Intestine (with
cancer diagnosis as specified)

2.21* Number of Enrollees receiving Mastectomy (with cancer diagnosis
as specified)

2.22* Number of Enrollees receiving Lumpectomy (with cancer diagnosis
as specified)

2.23* Number of Enrollees receiving Prostatectomy (with cancer diagnosis
as specified)

B. Notes

This measure requires direct data entry into HPMS.

Identify the number of procedures by using CPT codes, ICD-9-CM procedures, ICD-9 CM
diagnosis and MS-DRGs provided in Appendix 4. The expectation is that all four types of
indicators need to be used sinqularly or in a combination, keeping in mind that steps must be
taken to avoid duplicate reporting when different code types are used on different claim forms.
That is, one or any combination of these codes can be used if it “casts a wider net.” and therefore

is more likely to capture the procedure. If a diagnosis is necessary to define a procedure, for
example prostate cancer suragery, use the ICD-9-CM diagnosis code also. This would exclude

reporting of a prostatectomy for benign prostatic hyperplasia (BPH).
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The counts represented in each data element under this measure need not be mutually exclusive.
If an enrollee received two or more of the same procedure (e.q.. . CABGs at different times
during the reporting year) the plan should report only one CABG, because enrollees receivin

procedures during the reporting period, not procedures per se, are being reported.

Plans should report procedures at the contract level.
For contracts with fewer than 1.000 members, plans are still required to report all the procedures.
Plans should report the count of members per contract and not the detail of each member.

Plans do not have to calculate a denominator, since only numbers will be reported and not rates.
Report only the number of enrollees receiving the specific procedures (that occurred during the

reporting period) that fall into each of the categories with no exclusions unless specific

exclusions are listed.

The starred measures in the table above are also collected through HEDIS reporting.
Organizations currently submitting HEDIS data will continue to submit those elements through
HEDIS in accordance with NCQA'’s timetable for data submission. If an organization reports
these measures in HEDIS, it is not required to report it again under these requirements. (This
includes PFFS contracts that voluntarily report HEDIS data.)

CMS recognizes that the codes in Appendix 4 do not align exactly to those in the HEDIS
Technical Specifications; organizations may still forgo reporting the starred measures if the
related HEDIS measure is reported. CMS_does not anticipate the HEDIS requirements will
change to align with CMS Part C reporting. Organizations do not have to submit any overlapping
HEDIS procedures for the Part C reporting requirements if they have not yet started HEDIS
reporting, provided that they will be submitting HEDIS reporting for the same CY as the Part C
reporting requirements.

CMS will consider the data submitted in light of contract enroliment when determining an
analysis plan. We understand that HEDIS reporting is not required on the overlapping elements
for contracts with less than 1,000 enrollees.

Percutaneous Transluminal Coronary [PTCA], or Balloon Andioplasty with Coronary artery
bypass araft (CABG) surgery, is indicated by codes in the following range: 36.10 through 36.17
and 36.19.
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3. Serious Reportable Adverse Events (SRAES)

Measure Organization Types | Report | Report | Data Due date (s)
Required to Report Freq./ | Period
Level (s)
3. Serious 01 - Local CCP 1/year 1/1- 5/31 of following
Reportable 02 - MSA Contract | 12/31 year
Adverse Events | 03 — RFB PFFS
04 - PFFS
05 - Demo
11 — Regional CCP
14 — ED-PFFS

15— RFB Local CCP

Organizations should
include all 800 series
plans.

Employer/Union Direct
Contracts should also
report this measure,
regardless of
organization type.

A. The data elements to be reported under this measure are:

Element Data Elements for Serious Reportable Adverse Events Measure
Number (includes SRAEs and HACs)

3.1 Number of total surgeries

3.2 Number of surgeries on wrong body part

3.3 Number of surgeries on wrong patient

3.4 Number of wrong surgical procedures on a patient

3.5 Number of surgeries with post-operative death in normal health patient

3.6 Number of surgeries with foreign object left in patient after surgery

3.7 Number of Air Embolism events

3.8 Number of Blood Incompatibility events

3.9 Number of Stage 111 & IV Pressure Ulcers

3.10 Number of fractures

3.11 Number of dislocations

3.12 Number of intracranial injuries

3.13 Number of crushing injuries

3.14 Number of burns

3.15 Number of Vascular Catheter-Associated Infections
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3.16 Number of Catheter-Associated UTIs
3.17 Number of Manifestations of Poor Glycemic Control
3.18 Number of SSI (Mediastinitis) after CABG
3.19 Number of SSI after certain Orthopedic Procedures
3.20 Number of SSI following Bariatric Surgery for Obesity
3.21 Number of DVT and pulmonary embolism following certain orthopedic
procedures
B. Notes

This measure requires direct data entry into HPMS.

See Appendix 5 for the codes to identify Serious Reportable Adverse Events._Some of the

SRAESs do not have codes, but the events are so egregious and rare that the hospitals should be

able to report them to the plans. Plans should use both primary and secondary diagnosis and
rocedure code fields to identify the event.

Organizations are required to report on these events and are also required to differentiate among

the three possibilities listed: surgery on wrong body part, surgery on wrong patient, and wrong
surgical procedures on a patient. These are serious events that could require some plan follow-

up with the hospitals involved.

For purposes of the Part C reporting requirements, plans should be reporting SRAE data
consistent with the current CMS hospital reporting requirements. In most, if not all cases, plans

will be receiving the SRAE data from hospitals: therefore, this should not ordinarily present a
problem with reporting requirements.

An event should be reported in the period of time in which it is confirmed to have occurred. We
acknowledge that this may generate the need for correction of previously submitted data. If an
SRAE event is alleged to have occurred in a previous reporting period but you do not receive a

credible report until a later reporting period. you report the event in the later reporting period. In
other words report them via HPMS as vou become aware of confirmed SRAE events.

An SRAE report should be pulled by date of service, and any re-run done as close as possible to
the reporting date.

Plans should report the count of members per contract and not the detail of each member

Plans should report the number of surgeries occurring in just acute inpatient hospitalizations.

A single episode cannot count in more than one category.

For determining an ASA category #1 patient, CMS recommends follow-up with the hospital to
obtain this documentation.

22



4. Provider Network Adequacy

Measure Organization Types | Report | Report | Data Due date (s)
Required to Report Freq./ | Period
Level (s)
4. Provider 01 — Local CCP 1/year 1/1 - 2/28 of following
Network 05 - Demo Contract | 12/31 year
Adequacy 06 — 1876 Cost

11 — Regional CCP
15 - RFB Local CCP

Organizations should
include all 800 series
plans.

A. The data elements to be reported under this measure are:

Element
Numbers

Data Elements for Provider Network Adequacy Measure

41-4.6

Number of PCPs in network on first day of reporting period by PCP
type - General Medicine (4.1), Family Medicine (4.2), Internal
Medicine (4.3), Obstetricians (4.4), Pediatricians (4.5), State Licensed
Nurse Practitioners (4.6)

4.7-4.12

Number of PCPs in network continuously through reporting period by
PCP type - General Medicine (4.7), Family Medicine (4.8), Internal
Medicine (4.9), Obstetricians (4.10), Pediatricians (4.11), State
Licensed Nurse Practitioners (4.12)

413-4.18

Number of PCPs added to network during reporting period by PCP
type - General Medicine (4.13), Family Medicine (4.14), Internal
Medicine (4.15), Obstetricians (4.16), Pediatricians (4.17), State
Licensed Nurse Practitioners (4.18)

419-4.24

Number of PCPs accepting new patients at start of reporting period by
PCP type - General Medicine (4.19), Family Medicine (4.20), Internal
Medicine (4.21), Obstetricians (4.22), Pediatricians (4.23), State
Licensed Nurse Practitioners (4.24)

4.25-4.30

Number of PCPs accepting new patients at end of reporting period by
PCP type - General Medicine (4.25), Family Medicine (4.26), Internal
Medicine (4.27), Obstetricians (4.28), Pediatricians (4.29), State
Licensed Nurse Practitioners (4.30)

4.31-4.36

Number of PCPs in network on last day of reporting period by PCP
type - General Medicine (4.31), Family Medicine (4.32), Internal
Medicine (4.33), Obstetricians (4.34), Pediatricians (4.35), State
Licensed Nurse Practitioners (4.36)

23



4.37-4.46 Number of specialists/facilities in network on first day of reporting
period by specialist/facility type — Hospitals (4.37), Home Health
Agencies (4.38), Cardiologist (4.39), Oncologist (4.40), Pulmonologist
(4.41), Endocrinologist (4.42), Skilled Nursing Facilities (4.43),
Rheumatologist (4.44), Ophthalmologist (4.45), Urologist (4.46)

4.47 - 4.56 Number of specialists in network continuously through reporting
period by specialist/facility type— Hospitals (4.47), Home Health
Agencies (4.48), Cardiologist (4.49), Oncologist (4.50), Pulmonologist
(4.51), Endocrinologist (4.52), Skilled Nursing Facilities (4.53),
Rheumatologist (4.54), Ophthalmologist (4.55), Urologist (4.56)

4.57 —4.66 Number of specialists added during reporting period by
specialist/facility type - Hospitals (4.57), Home Health Agencies
(4.58), Cardiologist (4.59), Oncologist (4.60), Pulmonologist (4.61),
Endocrinologist (4.62), Skilled Nursing Facilities (4.63),
Rheumatologist (4.64), Ophthalmologist (4.65), Urologist (4.66)

4.67—-4.76 Number of specialists in network on last day of reporting period by
specialist/facility type- Hospitals (4.87), Home Health Agencies (4.88),
Cardiologist (4.89), Oncologist (4.90), Pulmonologist (4.91),
Endocrinologist (4.92), Skilled Nursing Facilities (4.93),
Rheumatologist (4.94), Ophthalmologist (4.95), Urologist (4.96)

B. Notes

This measure requires direct data entry into HPMS.

Note that these provider adequacy measures are distinct from the information on health services
delivery (HSD) that is required to be provided as part of the 2011 Medicare Advantage
Application. The above data elements are defined differently from the HSD elements, they are

designed to address different questions, and they are required to be submitted at the contract
(rather than county) level by all MAQOSs subject to the Part C reporting requirements.

Also note that NCQA accreditation is independent of these reporting requirements and does not
exempt an MAO from reporting these data.

The NCQA definitions for specialists and/or facilities are not necessarily the same as those listed

here.

For Data Elements 4.1 - 4.36:_If the plan does not recognize, for example, Obstetricians (OBs)
as Primary Care Physicians (PCP), then for entry into HPMS plans should still code OBs as
PCPs for the purposes of this reporting.

MAOQS should report their providers under all corresponding categories, regardless of whether or
not they have dual specialties or are considered a PCP and a specialist.
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Service is considered on-going if the provider provides continuous Service in a plan’s service
area. even if the provider moves within the service area.

If a provider moves one office out of the service area but a second office remains, it is
considered continuous service. If the provider moves out of the service area entirely (i.e.. all

offices move out or no offices remain). then it is not considered continuous.

If a provider continually sees plan beneficiaries at the start of the reporting period and at the end
of the period while remaining in the service area, this is considered continuous. For the next
reporting period, the new service area would be the reference location.

Newly added providers are providers who are new to the network and/or are new to a specialty.
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5. Grievances

Measure Organization Types | Report | Report | Data Due date (s)
Required to Report Freq./ | Period
Level (s)

5. Grievances 01 — Local CCP 4/Year | 1/1-3/31 | 5/31
02 - MSA PBP 4/1-6/30 | 8/31
03 — RFB PFFS 7/1-9/30 | 11/30
04 - PFFS 10/1- 2/28 of following
05 - Demo 12/31 year

06 — 1876 Cost

11 — Regional CCP
14 — ED-PFFS

15 — RFB Local CCP

Organizations should
include all 800 series
plans.

Employer/Union Direct
Contracts should also
report this measure,
regardless of
organization type.

A. The data elements to be reported under this measure are:

Element Data Elements for Grievances Measure
Number
5.1 Number of Grievances for Fraud and Abuse
5.2 Number of Grievances for Enroliment/Disenrollment Access/Benefit
package
5.3 Number of Grievances for Marketing
5.4 Number of Grievances for Confidentiality/Privacy
5.5 Number of Grievances for Quality of Care
5.6 Number of Expedited Grievances
5.7 Number of Grievances for Other
B. Notes

This measure requires direct data entry into HPMS.
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Chapter 13 of the Medicare Managed Care Manual provides the definition of a grievance and
provides several examples of grievances. (See the Medicare Managed Care Manual, Ch. 13,
Sections 10.1 and 20.2.)

Counting Multiple Grievances Filed by the Same Beneficiary:

If a beneficiary files a grievance and then files a grievance again on the same issue, prior to the
Plan’s decision or the deadline for decision notification (whichever is earlier). then that should
only be counted as one grievance.

If a beneficiary files a grievance and then files a subsequent grievance on the same issue after

the Plan’s decision or deadline for decision notification (whichever is earlier). then that counts as

a separate grievance.

If a beneficiary files a grievance about two different issues, then they are counted as separate
grievances.

A arievance that relates to a marketing issue, for example, and that is addressed under the plan’s
grievance process as defined in Chapter 13, should be reported as a Marketing Grievance
(Element 5.3) for purposes of this effort.

Expedited Grievances refers to grievances that are expedited if (1) the complaint involves an
MAO’s decision to invoke an extension in an organization determination or reconsideration or
(2) the complaint involves an MAQO’s refusal to grant a request for an expedited organization
determination or reconsideration.

For MA-PDs, plans should report a grievance as either a Part C or Part D grievance, depending
on the process the plan used to investigate/resolve the grievance. For most complaints or
grievances, a plan will be able to determine which is more applicable. For the minority of cases
where a clear distinction is not available for a MA-PD, cases should be reported as Part C
grievances.

In some instances, grievances reportable under this section will overlap with CTM cases, but
plans should only report grievances that are filed directly with the plan.

The list of grievance categories is intended to be “all inclusive.” Plans should collapse additional
categories they track, that are not specifically listed in Data Elements 5.1 — 5.6, into the “other”
category (Data Element 5.7).

Only completed grievances (plan has notified enrollee of its decision) during the reporting period
should be included. Grievances should be reported in the period in which they were completed,
regardless of when the grievance was filed.

Grievances on all services covered under plan benefits should be reported, even if they are not
services that would otherwise be covered under Fee for Service Medicare.
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Grievances should be included regardless of who filed the grievance. If a plan handles an event
or incident as a grievance, regardless of whether the grievance was filed late (i.e., more than 60
calendar days after the event), then the plan should categorize and report the issue as a grievance
for this effort.

If one grievance contains multiple issues, plans need to report each issue as a separate data
element.
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6. Organization Determinations/Reconsiderations

Measure

Organization Types | Report | Report | Data Due date (s)
Required to Report Freq./ | Period

Level (s)
6. Organization | 01 — Local CCP 4/Year 1/1-3/31 | 5/31
Determinations/ | 02 - MSA Contract | 4/1-6/30 | 8/31
Reconsiderations | 03 — RFB PFFS 7/1-9/30 | 11/30
04 - PFFS 10/1- 2/28 of following
05 - Demo 12/31 year

06 — 1876 Cost

11 — Regional CCP
14 — ED-PFFS

15— RFB Local CCP

Organizations should
include all 800 series
plans.

Employer/Union Direct
Contracts should also
report this measure,
regardless of
organization type.

A. The data elements to be reported under this measure are:

Element Data Elements for Organization Determinations/Reconsiderations
Number
6.1 Number of Organization Determinations — Fully Favorable
6.2 Number of Organization Determinations — Partially Favorable
6.3 Number of Organization Determinations — Adverse
6.4 Number of Reconsiderations — Fully Favorable
6.5 Number of Reconsiderations — Partially Favorable
6.6 Number of Reconsiderations — Adverse
A. Notes

This measure requires direct data entry into HPMS.
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The collection period for reconsiderations and organization determinations includes those cases
where final decisions were made during the reporting period, regardless of when the case was
initially received. With regard to categorizing UM determinations, whether pre-service, post-
service, or concurrent, the point at which the review is done (e.g., concurrent review) is
irrelevant for Part C data reporting requirement purposes.

For this effort, plans must report those decisions that are consistent with the definition of

“organization determination” under 42 C.F.R. §422.566(b). Thus. CMS expects plans to include
all pre-service contract and non-contract denial data and payment denials that result in zero
payment being made to non-contract providers, including information from delegated entities.
This includes. but is not limited to some determinations made on UM and claims payment.

The term “some” in the preceding sentence is intended to clarify that CMS is not requesting all
claims data, but expects plans to include payment denials that result in zero payment being made
to non-contract providers.)

CMS expects plans to count initial requests for coverage as organization determinations. Plans

are not to count the continuation of authorization as separate, favorable organization
determinations.

Plans should not combine fully favorable pre-service determinations and fully favorable claims
determinations. In asking plans to include claims data from non-contract providers for this

effort. CMS’ intent was to avoid duplication (i.e. if the predeterminations are decided and the

claims are paid in the same quarter, this would duplicate the entries).

With respect to “reconsiderations,” plans must report reviews of partially favorable and adverse
organization determinations.

Where there is no member liability, there is no appealable issue to report.

Organization types listed in the table at the beginning of this section are required to report on
these data; e.g., PFFS non-contract plans are not exempt from reporting adverse and partial
claims data.

Plans should not report dismissals or withdrawals. Plans should not report duplicate claims/edits
for this effort as they do not fit the definition of an organization determination; plans would treat
such cases as dismissals or withdrawals.

The totals for each "type” of organization determination (i.e., pre-service and claims) should be
reported for each element; e.g., the total number of adverse non-contract claims decisions + the
total number of adverse contract and non-contract pre-service decisions should be combined for
the Element 6.3 total.

Organization determination and appeals data from delegated entities should be included in this
reporting requirement.
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A Quality Improvement Organization (QIO) review of an individual’s request to continue
Medicare-covered services (e.g., a SNF stay) should not be counted as an organization
determination for Part C Reporting purposes. A plan’s review of an individual’s request to
continue Medicare-covered services (e.g., if a beneficiary misses the QIO review deadline)
should be counted as a reconsideration for this effort.

QIO reviews do not count as a reconsideration for the purposes of this reporting requirement.
Plans are required to collect only plan-level data for this effort.

If a reconsideration is forwarded to Maximus, health plans will either report the case as a
partially favorable decision (Element 6.5) or as an adverse decision (Element 6.6) depending on
the organization’s determination of the case prior to it being forwarded.

The term “adverse” means Fully Unfavorable, but does not include Dismissals or Withdrawals.
A partially favorable determination/reconsideration refers to a denial with a “part” that has been
approved.

The term “dismissals” is defined as when an independent review entity (IRE) under contract with
CMS to review a plan's adverse reconsiderations may dismiss a case forwarded by the plan if the
case lacks required information or otherwise does not meet CMS requirements for a valid
reconsideration request. For example, if an individual files for reconsideration as a member's
representative, but the plan does not receive documentation supporting representation of the
member within the required timeframe, the plan must forward the case to the IRE with a request
for dismissal. Also, if an enrollee requests a pre-service reconsideration, but the plan learns the
enrollee obtained the se