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Health C are Mus t be S afe

 Neces s ary for a high quality, 21s t century health s ys tem

 T he firs t aim in IOM’s  “ C ros s ing the Quality C has m”   (2001)
– IOM’s “To Err is Human” highlighted the large number of preventable 

adverse events (1999)

 NQF  publis hed a lis t of S erious  R eportable E vents  (2002, updated in 
2006), many of which are cons idered never events .

 DHHS  OIG  R eport ‘Advers e E vents  in Hos pitals :  National Inc idence 
Among Medicare B enefic iaries  (November 2010) (OE I-06-09-00090).
– An estimated 13.5% hospitalized Medicare beneficiaries experienced 

adverse events during hospitalization.

 A top priority and a s hared res pons ibility
– For CMS & health care providers
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Meas urement is  a C orners tone of C MS ’ 
E fforts  to Improve Quality

 Meas urement unc overs  opportunities  for improvement
– Helps identify opportunities for improvement and encourages 

application of best medical practices

 C MS ’ Hos pital Inpatient Quality R eporting P rogram 
– Distributes quality information to hospitals and consumers
– Measures process and outcomes of care
– Gives hospitals a financial incentive to report the quality of their 

care
– Enables patients to make informed decisions about their care
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C MS  is  E xpanding its  Meas ures  of 
P atient S afety

 C MS  rec ently adopted s everal patient s afety meas ures  in 
its  Hos pital Inpatient Quality R eporting P rogram
– Eight Hospital-Acquired-Conditions (HACs)

 Many are recognized by NQF as serious reportable events
 Several similar measures are already reported by state or 

local health agencies  [e.g., PA, NJ, and RI]
– Patient Safety Indicators (AHRQ)
– Healthcare-Associated Infections (HAIs) (CDC)
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A  C all to A c tion

 T he reporting of all thes e patient s afety meas ures  is  a 
c all to ac tion to c ontinue efforts  to improve patient 
s afety. 

 A lthough many HA C s  are rare events , we c an c ontinue 
to pus h to remove preventable patient harm from our 
national health c are s ys tem. 

 We s hould take ac tion and work together to build on the 
upc oming HA C  public  reporting efforts  for the s afety 
and well-being of all Medic are benefic iaries  and their 
loved ones .
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L egis lative R equirement

 F or purpos es  for determining DR G  payment, S ec tion 
5001(c ) of the Defic it R educ tion A c t of 2005 requires  the 
S ec retary of the DHHS  to identify HA C s  that:  

(a) Are high cost or high volume or both 
(b) Result in the assignment of a case to a DRG that has a 

higher payment when present as a secondary diagnosis
(c) Could reasonably have been prevented through the 

application of evidence based guidelines.
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HA C s  A dopted for P ublic  R eporting

HAC s  Us ed in IP P S  P ayment
 HAC s  adopted for R eporting P rogram
 1. F oreign objec t retained after s urgery

 2. Air embolis m

 3. B lood inc ompatibility

 4. S tage III and IV pres s ure ulc ers

 5. F alls and trauma

 6. C atheter-as s oc iated urinary trac t infec tion (UT I)

 7. Vas c ular c atheter-as s oc iated infec tion

 8. Manifes tations of poor glyc emic c ontrol

9. S urgic al s ite infec tion

10. Deep vein thrombos is
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C MS ’ A pproac h to S elec ting HA C s

 T he s elec ted HA C s  were es tablis hed in c ollaboration with 
the C DC  and external agenc ies  to determine c onditions  or 
events  whic h were c ons idered s erious  and reas onably 
preventable through the applic ations  of evidenc ed bas ed 
guidelines .

 S everal of C MS ’s  des ignated HA C s  are derived from the 
NQF  lis t of S R E s . Overlap oc c urs  between S R E s  and 
HA C s  due to the fac t that the c ondition or event mus t 
oc c ur or be ac quired in the fac ility

 T he c onditions  or events  mus t be identifiable through 
c laims  data (IC D-9 and proc edure c oding) and the pres ent 
on admis s ion (P OA ) indic ator.
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C MS ’ A pproac h to S elec ting HA C s

 T he C MS  Hos pital A c quired P olic y is  not only a Medic are 
payment polic y but part of an overall public  health 
initiative.

 Implementation of the polic y has  rais ed awarenes s  and 
motivated s takeholders  to inc reas e the public  dis c us s ion 
of efforts  to improve quality in the health c are s ys tem.

 T he es tablis hment of public  reporting of the HA C s  on 
Hos pital C ompare will als o undoubtedly promote 
c ontinued improvements  in the delivery of quality 
healthc are to our benefic iaries .
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ME T HODS
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Hos pitals  Inc luded in HA C  C alc ulation

 Hos pitals  paid under pros pec tive payment s ys tem (P P S )

 E xc luded 
– Critical access hospitals (CAHs)
– Long-term care hospitals (LTCHs)
– Maryland waiver hospitals
– Cancer hospitals
– Children's inpatient facilities
– Rural health clinics
– Federally qualified health centers
– Inpatient psychiatric hospitals
– Inpatient rehabilitation facilities
– Veterans Administration/Department of Defense Hospitals
– Religious, non-medical health care institutions
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Dis c harges  Inc luded

 Dis c harges  from Oc tober 1, 2008 to J une 30, 2010
– Processed by June 26, 2009 (2008 discharges)

June 25, 2010 (2009 discharges
Sep. 24, 2010 (2010 discharges)

 Medic are, fee-for-s ervic e (F F S ) only 

 E xc lude if  exempt from P OA  c oding
– Or, missing or invalid POA code for diagnosis 2-9

 Data S ourc e:  C MS ’ S tandard A nalytic  F iles  (S A F s ) 
– Recent releases correct errors in previous releases related to e 

codes & POA.
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HA C  Identific ation

 A  HA C  requires
– A qualifying diagnosis code 

 As one of the first eight secondary diagnoses (i.e., diagnoses 
2  through 9; not 10 or beyond)

– AND a POA value of N or U
 ‘N’: Diagnosis was not present at time of inpatient admission. 
 ‘U’: Documentation insufficient to determine if the condition 

was present at the time of inpatient admission.

 HA C  reporting c ounts  all HA C s
– Regardless of the effect on DRG assignment
– Different from payment provision.
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S ec ondary Diagnos es  that Define HA C s

HAC S ec ondary Diagnos es

F oreign objec t retained after s urgery 998.4 and 998.7

Air embolis m 999.1

B lood inc ompatibility 999.6*

S tage III and IV  pres s ure ulc ers 707.23 and 707.24

F alls  and trauma F rac tures :  800-829 (C C /MC C )
Dis loc ations :  830-839 (C C /MC C )
Intrac ranial injuries :  850-854 (C C /MC C )
C rus hing injuries :  925-929 (C C /MC C )
B urns :  940-949 (C C /MC C )
E lec tric  s hoc ks :  991-994 (C C /MC C )

C atheter-as s oc iated UT I 996.64

Vas c ular c atheter-as s oc iated infec tion 999.31

Manifes tations  of poor glyc emic  c ontrol 249.10–249.11, 249.20–249.21
250.10–250.13, 250.20–250.23, 251.0

*The diagnosis code 999.6 does not match the codes listed in the 2011 IPPS Final Rule for this HAC measure. The HAC measures being calculated for 
the Reporting Program reflect the coding in place at the time of the discharges. The proposed codes in the 2011 IPPS Final Rule reflect updates to the 
coding for Complications and Comorbidities (CCs) that were put in place in October 2010. 
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HA C  R ate C alc ulation

 Number of HA C s  
– As defined above
– “Numerator”

 Number of eligible dis c harges
– Foreign object retained after surgery: number of surgical 

discharges 
– All other HACs: total number of discharges (medical & surgical) 

 HA C  rate = (Numerator/Denominator) * 1,000
– Different from September 2010
– Change made in response to hospital comments
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NA T IONA L  R E S UL T S
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T hemes  in National R es ults

 G ood news  - HA C s  are rare 
– The most rare HACs are blood incompatibility and air embolism

 > 95% of hospitals have 0
– The most common HAC is falls and trauma 

 >50% of hospitals have 2+
– For all other HACs, the median is 0
– Still room for improvement

 Hos pital performanc e
– 19% of hospitals had zero HACs
– 81% had at least one HAC
– 62% had HACs of two different types

 E.g., falls and trauma and catheter-associated UTI
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National R es ults

Meas ure

Number of 
E ligible 

Dis c harges  
(Denominator)

Number of 
HAC S  

(Numerator)

National HAC  
R ate

(P er 1,000 
Dis c harges )

Foreign object retained after 
surgery 5,362,384 484 0.090

Air embolism 18,737,512 53 0.003

Blood incompatibility 18,737,512 23 0.001

Pressure ulcer stages III and IV 18,737,512 2,521 0.135

Falls and trauma 18,737,512 10,564 0.564
Vascular Catheter-associated 
infection 18,737,512 6,868 0.367

Catheter-associated UTI 18,737,512 5,928 0.316

Poor glycemic control 18,737,512 944 0.050
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Dis tribution of Number of HA C s  
Unit of obs ervation is  the hos pital.

Meas ure

Mean 
Number of 

HAC s

Number of 
HAC s

25th 

P erc entile

Number of 
HAC s

50th 

P erc entile

Number of 
HAC s

75th 

P erc entile

Number of 
HAC s

95th 

P erc entile
Foreign object after
surgery 0.14 0 0 0 1

Air embolism 0.02 0 0 0 0

Blood 
incompatibility 0.01 0 0 0 0

Pressure ulcer 0.71 0 0 1 4

Falls and trauma 2.99 0 2 4 10

Vascular CAI 1.95 0 0 2 9

Catheter-associated
UTI 1.68 0 0 2 8

Poor glycemic 
control 0.27 0 0 0 2
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Dis tribution of HA C  R ates  
Unit of obs ervation is  the hos pital.

Meas ure
Mean HAC  

R ate

HAC  R ate

25th 

P erc entile

HAC  R ate

50th 

P erc entile

HAC  R ate

75th 

P erc entile

HAC  R ate

95th 

P erc entile
Foreign object
retained after 
surgery

0.107 0.000 0.000 0.000 0.521

Air embolism 0.002 0.000 0.000 0.000 0.000
Blood 
incompatibility 0.001 0.000 0.000 0.000 0.000

Pressure ulcer 0.184 0.000 0.000 0.119 0.577

Falls and trauma 0.617 0.000 0.442 0.792 1.652

Vascular CAI 0.378 0.000 0.000 0.376 1.005
Catheter-associated
UTI 0.312 0.000 0.000 0.340 1.191

Poor glycemic 
control 0.055 0.000 0.000 0.000 0.256
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Hos pitals  Inc luded In National R es ults

 F oreign Objec t R etained A fter S urgery:  
– PPS Hospitals with at least one qualifying surgical discharge
– 3,413 hospitals

 A ll other HA C s
– PPS Hospitals with at least one qualifying discharge
– 3,531 hospitals

 Not all thes e hos pitals  will have their rates  public ly 
reported
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P R E V IE W P E R IOD, 

HOS P IT A L -S P E C IF IC  R E P OR T S

&  P UB L IC  R E P OR T ING
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P review P eriod

 A llows  hos pitals  to review res ults  prior to public  reporting

 HA C  preview:  Marc h 10 through Marc h 30, 2011
– CMS encourages all hospitals to review results by March 25

 S end ques tions  to
– HACmeasures@mathematica-mpr.com

mailto:HACmeasures@mathematica-mpr.com�


25

Hos pital-S pec ific  R eport Delivery

 V ia My QualityNet

 A vailable to s taff regis tered as  My QualityNet us ers  &  
as s igned two roles
– QIO Clinical Warehouse Feedback Report role – required to 

receive the report 
– File Exchange & Search role – required to download the report 

from My QualityNet
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Hos pital-S pec ific  R eport C ontent

 Hos pital res ults
– Number of eligible discharges (denominator), 
– Number of HACs (numerator)
– Rate 
– National rate (for comparison)

 P atient data for patients  with HA C s
– Name of HAC
– Patient HIC, birth date, admit date, discharge date 
– First 9 dxs & first 9 POAs on claim
– Hospitals with no HACs have no patient data
– CMS added patient data in response to hospital comments
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P ublic  R eporting Details

 Downloadable file
– All open (as of February 3, 2011) IPPS hospitals participating in 

the Reporting Program
– Numerator, denominator, rate for each HAC measure
– Accessible via http://www.cms.gov and Hospital Compare

[http://www.hospitalcompare.hhs.gov] 
– Downloadable file only

 HACs are not part of “Compare Hospitals” feature
– Available March 31, 2011 on http://www.cms.gov and April 21, 

2011 via link on Hospital Compare

 Hos pitals  may not s uppres s  their res ults .

http://www.cms.gov/�
http://www.hospitalcompare.hhs.gov/�
http://www.cms.gov/�
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F R E QUE NT L Y  A S K E D QUE S T IONS  
(F A Qs )
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F A Q #1

Q. A re the HA C  rates  ris k-adjus ted for our patient c as e-mix?

A . The HAC rates are not adjusted for hospital case-mix. Many of these 
measures are considered “never events” or “serious reportable 
events” that should not occur regardless of how sick the patient is. 

CMS is evaluating whether risk-adjustment is appropriate for some of 
the HAC measures and may change the measure definition in the 
future based on scientific evidence and feedback from the public.
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F A Q #2

Q. How will C MS  pres ent the HA C  rates ?  Will C MS  be 
c omparing HA C  rates  to national averages  and c onfidenc e 
intervals ?

A . CMS anticipates publishing results for all IPPS hospitals participating 
in the Reporting Program in a separate downloadable file on 
http://www.cms.gov on March 31, 2011 and making this file 
accessible via the Hospital Compare website on April 21, 2010. The 
downloadable file will include for each measure the hospital’s 
numerator, denominator, and rate per 1,000 discharges. It will also 
include the national numerator, denominator, and rate for each 
measure.

(Continued, next slide)

http://www.cms.gov/�
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F A Q #2 C ontinued

(Continued)

A . At this time, CMS is not assessing performance on these measures. 
Hospital results will not be compared to national averages and these 
measures will not be shown as part of the consumer-oriented 
“Compare Hospitals” feature on Hospital Compare; they will only 
reside in a separate downloadable file on http://www.cms.gov. The 
national rate is provided for reference only. 

http://www.cms.gov/�
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F A Q #3

Q. What s hould I do if I c annot matc h the patient-level data 
provided by C MS  to my hos pital rec ords ?

A . You can contact the HAC measures project team at 
HACmeasures@mathematica-mpr.com to discuss discrepancies 
between the patient-level data provided along with your HSR and 
your hospital records. Prior to doing so, however, please review the 
following common reasons why CMS’ data may be different from your 
records to see if the discrepancy is due to one of these reasons:
– The claim submitted by your billing department differs from the 

one in your records. CMS calculates the HAC measures from final 
action claims received from hospital billing departments.

(Continued, next slide)

mailto:HACmeasures@mathematica-mpr.com�
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F A Q #3 C ontinued

(Continued)
– The claim was amended and resubmitted to CMS after the set 

run-out date for the year. The HAC measures only reflect 
changes for claims processed by June 26, 2009 for 2008 
discharges; by June 25, 2010 for 2009 discharges; and by 
September 24, 2010 for 2010 discharges. 

– The claim was for a non-Medicare patient or a Medicare managed 
care patient. CMS’ HAC measures are only calculated for 
Medicare fee-for-service claims.

– The qualifying HAC diagnosis was not in the first eight secondary 
diagnoses (diagnoses 2-9) on the claim. CMS’s HAC measures 
only look for qualifying HAC diagnoses in the first eight secondary 
diagnoses on the claim, as the data file used to calculate these 
measures only contains diagnoses 1-9.
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F A Q #4

Q. I found an error in the c laim s ubmitted to C MS  and need 
to c orrec t it.  What s hould I do?

A . If your quality review has identified a coding error on your claim, we 
suggest you correct the claim using CMS’ standard process and 
follow up with your coding and/or billing department to ensure this 
type of error does not occur in the future.

As a general rule, CMS’ claims-based measures are based on final 
action paid claims from the inpatient Standard Analytic File (SAF), 
and CMS cannot regenerate the HAC measures for this period to 
reflect corrected claims submitted after the set run-out date for the 
year. CMS, however, encourages hospitals to correct claims with 
coding errors, as these corrections may be incorporated in future 
HAC measure calculations.
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L ate B reaking F A Qs

 Dis c us s  late breaking F A Qs



36

Q& A
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C ONC L UDING  R E MA R K S
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F or More Information

 HA C  rules  and P OA  requirements :  
– http://www.cms.gov/HospitalAcqCond

 Hos pital R eporting P rogram &  meas ure s pec ific ations :
– http://www.qualitynet.org > Hospitals-Inpatient > HAC Measures
– HACmeasures@mathematica-mpr.com

http://www.cms.gov/HospitalAcqCond�
http://www.qualitynet.org/�
mailto:HACmeasures@mathematica-mpr.com�
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