30 Day All Cause Readmission

Utilization Tool

Measure

A risk-standardized readmission rate for pts 265 yo
hospitalized at a short-stay acute care hospital (Index
Admission*) and experienced an unplanned
readmission for any cause to an acute care hospital
within 30 days of discharge

Exclusions

e Enrolled in Medicare Part A only or Medicare Part
B only for any month during the performance
period

e Enrolled in Medicare managed care (ie. a
Medicare Advantage plan) for any month during
the performance period

e Resided outside of the U.S., its territories, and its
possessions for any month during the
performance period

e Ptdied during the admission

e Pt was not continuously enrolled in Medicare Part
A FFS for at least 30 days following discharge from
the index admission

e Ptlacked complete Medicare Part A/B FFS
enrollment history for the 12 months prior to the
index admission

e Pt was discharged against medical advice

e Ptwas transferred from the admission to another
acute care hospital

e Pt was hospitalized in a prospective payment
system exempt cancer hospital

e Pt was hospitalized for medical treatment of
cancer

e Pt was hospitalized for a primary psychiatric
disease

*Index Admission - acute care hospitalizations for Fee-for-
Service (FFS) Medicare beneficiaries =65 yo at non-federal,
short-stay, acute-care or critical access hospitals that
occurred during the performance period and are not
excluded for one of the above
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Coding

99495 moderately complex medical decision-making
and a face-to-face visit within 14 days (4.82 RVUs)
Requirements:

e Communication (direct contact, telephone,
electronic) with the patient or caregiver
within two business days of discharge

e Maedical decision making of at least moderate
complexity during the service period

e A face-to-face visit within 14 days of
discharge

99496 highly complex medical decision-making and a
face-to-face visit within seven days (6.79 RVUs)

e Communication (direct contact, telephone,
electronic) with the patient or caregiver
within two business days of discharge

e Maedical decision making of high complexity
during the service period

e A face-to-face visit within seven days of
discharge

These codes are actually billed on the 30th day post-
discharge to cover the whole 30 days - They must meet the
above requirements in order to bill

99495 & 99496 are transitional care management

codes and are only billed when:

e The services are required during the beneficiary’s
transition to the community setting following
particular kinds of discharges (ER visit not
included)

e The health care professional accepts care of the
beneficiary post-discharge from the facility
setting without a gap (reason for the 2-day
communication requirement)

e The health care professional takes responsibility
for the beneficiary’s care

e The beneficiary has medical and/or psychosocial
problems that require moderate or high
complexity medical decision making
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