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The Committee had a productive and rewarding year, which included
significant collaboration with various DHHS agencies and outside
organizations. Activities included completion of a revised Uniform
Ambulatory Care Data Set, in tandem with an Interagency Task Force;
joint sponsorship of a Workshop on Improving Cause-of-Death Statistics
with the National Center for Health Statistics; and participation in
the Tenth Revision Conference of the International Classification of
Diseases.

The report describes the Committee’s accomplishments during 1989 and
its plans to extend and expand activities in 1990. The Comittee also
seeks to be responsive to emerging health data issues which you might
identify.

Chairman
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Foreword

As we enter the new decade of the 1990’s, the need for amurate, timely and
understandable statistics on the health of our citizens has never been more critical.
During the 1980’s, health policymakers stru~led to curb rising health care costs while
maintaining quality of care and access to high quality services. The inability to address
these issues suwessfuUy led to a progressive ezpansion of the size of the medically
indigent population. It became necessary to define “quality” better and to attempt to
develop new mechanisms for assessing it. Now, the “effectiveness” of health care
being provided, which includes financial considerations, is receiving special emphasis.
These challenges have been magnified by the increasing number of older persons who
utilize a disproportionately large segment of our health care resources. An indication
of our lack of public consensus on how to deal with health care financing issues is the
repeal during 1989 of most of the provisions in the Medicare Catastrophic Coverage
Act of 1988.

The 1980’s also saw>the injection into our society of a deadly virus that causes
acquired immunodeflciency syndrome (AIDS). This incompletely understood and
politically sensitive disease, which has encountered social prejudice, has reminded us
of the vulnerability of our data collection and analysis systems to ezternal influences.

During the past decade, the National Committee on Vital and Health Statistics
became more involved in major health policy issues and less oriented toward technical
details. This, in part, has been a natural evolution, which was fueled by shrinking
resources available to the Committee to deal with detailed statistical issues. Recog-
nizing the unique role that it can play in addressing data issues that cut across
departmental programs and heavily involve the private sector, the Committee has
sought to strengthen this role in those areas where it can have the greatest positive
impact.

This report summarizes the Committee’s major activities over the past year. As
previously, we also have addressed the processes through which the full Committee
and subcommittees have functioned along with plans for the future. In these
endeavors, we have tried to address the key, current statistical issues. Special
emphasis has been placed on: quality and effectiveness of health care, minority
populations and the medically indigent, delivery of health care in ambulatory facilities,
quality of data, health care of the elderly, linkage of various data sets, medical
classification and coding, long-term health care, health care financing, disease
prevention and health promotion, assessment of health status at the community level,
and AIDS. These efforts are a good beginning, but much more needs to be done. We
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hope that what has been accomplished will stimulate others to pursue greater
challenges for the improvement of health statistics in this muntry.

The members of the Committee deserve a special thanks for their relentless efforts,
The Department of Health and Human Services has provided the Committee with an
excellent, dedicated staff predominantly from the National Center for Health Statis-
tics and the Health Care Financing Administration. We ve~ much appreciate the
support that they have provided to us, for without it none of the work described in this
report auld have happened. We also would like to mmmend the involvement of all
of the various health-related organtiations and agencies that have provided us with
testimony and advice that were critically important to our deliberations. The Corn.
mittee has found its mntinuing interactions with these committed individuals
especially rewarding.

Ronald G. Blankenbaker, M.D.
Chairman, National Committee
on Vital and Health Statistics
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Executive Summary

During 1989, the National Committee on Vital and Health Statistics, in its advisory
capacity to the Department of Health and Human Services (DHHS), accomplished
the following activities through the work of the full Committee and six submmmittees:

●

●

●

●

●

●

●

●

Completed, in tandem with a DHHS Interagency Task Force, a systematic review
and revision of the Uniform Ambulatory Care Data Set (UACDS). The Report
on the proposed new UACDS was transmitted to the Assistant Secreta~ for
Health and disseminated widely to interested organizations in the public and
private sectors.

Jointly sponsored, with the National Center for Health Statistics (NCHS), a
Workshop on Improving Cause-of-Death Statistics, which included participation
by 46 representatives of Federal, State, and professional organizations, and
produced a number of significant remmmendations.

Submitted to the Assistant Secretmy for Health a report that reviewed and
supported the work of the DHHS Interagency Task Force on the Long-Term
Care Facilities Uniform Data Set and endorsed the need for a pilot test of the
data set prior to full implementation.

Approved for transmittal to the Assistant Secretary for Health a resolution
supporting the National Health Care Survey under development by NCHS and
encouraging the Secretary of DHHS to provide adequate resources for proceed-
ing with survey plans.

Provided a recommendation to the Assistant Secretary for Health that NCHS
develop a proposal to use the social security number as the unique personal
identifier in the National Health Care Survey for the purpose of linking records
and that this proposal be subject to a pilot test.

Assisted NCHS in developing an efficient mechanism for obtaining external input
to the development and policy implication of the National Health Care Survey.

Continued to address the complex issues surrounding the uses of the Interna-
tional Classification of Diseases (ICD) in the United States in an effort to provide
the necessary public-private sector interface for developing future recommenda-
tions on implementing and maintaining a classification in this country.

Continued to monitor the resolution of issues concerning a copyright of the 10th
revision of the ICD and the progress of ICD-10 towards its implementation
dates.
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●

●

●

●

●

●

●

●

●

Held a public hearing on the availability of data concerning aaess and financing
of medical care for the medically indigent population in the United States and
began a process for developing recommendations regarding the national data
requirements for this speciaI population.

Continued to focus on the uniformity and adequacy of data on race and ethnicity
in national health surveys to produce data on minori~ populations.

Actively followed and facilitated broad discussions on the development, by the
Health Care Financing Administration, of the Minimum Data Set for Nursing
Facility Resident Assessment and Care Screening, as mandated by the 1987
Omnibus Budget Reconciliation Act.

Resumed an active role in following the statistical aspects of physician-payment
systems and other data systems and research concerned with patient-provider
encounters in both ambulatory and hospital care settings.

Continued to follow quality of care and patient outcome research initiatives in the
Department and agreed to focus increased attention on the importance of
emerging and projected quality and effectiveness of care activities for relevance to
existing data systems and implications for revisions to those systems.

Provided comments to the Assistant Secretary for Health on the draft report,
Promoting Health, Preventing Diseme: Year 2000 Objectives for the Nation.
Continued to follow disease prevention and health promotion statistical issues
and related data issues on acquired immunodeficiency syndrome.

Began discussion of the Committee’s role in improving health status and health
care assessment at the communi~ level.

Agreed to consider whether there was a need to reexamine the data elements and
definitions contained in the Uniform Hospital Discharge Data Set.

Reviewed and provided comments on the 1989 publication of Health, United
States.

In 1990, the Committee will mntinue and expand efforts related to many of the above
activities.
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Activities, Accomplishments,
and Future Plans-of the
National Committee on
and Health Statistics

v tal

The National Committee on Vital and Health Statistics (NCVHS) mntinued, during
1989, to work with a broad constituency of interested groups in the public and private
sectors to enhance the collection and use of health statistics.

During the year, the Committee carried out substantive activities in the following
selected areas through its active subcommittee structure:

● Medical classification systems

● Long-term care statistics

● Ambulato~ and hospital care statistics

● Health statistics for minority and other special populations

● Health care statistics

The activities, accomplishments, and future plans of the submmmittees are detailed
in the subsequent sections of this report. Membership lists, meeting dates, and
charges for the subcommittees are included in appendix IV. The legislative authority,
the charter, and the membership list and meeting dates of the full Committee can be
found in appendixes I, II, and III, respectively.

The NCVHS Executive Committee and the full Committee gave consideration
throughout the year to the many specific issues raised by the submmmittees and also
addressed several additional topics, as described below.

In a continuing effort to be as responsive as possible to the full range of health data
issues impacting the country, the Committee devoted time at its June meeting
specifically to discuss the process for setting the NCVHS agenda. This discussion
reaffirmed the need regularly to assess new and emerging issues in a systematic way
and to determine their priori~ relative to current Committee activities. It was agreed
to set aside time at each full Committee meeting for this purpose and, to the extent
possible, to take into account the list of Characteristics for Assessing Emerging Issues
that was developedby the ExecutiveSubcommitteein 1986 and is contained in
appendix V of the NCVHS 1986 Annual Report.
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Earlier in the year, the Committee had received presentations on the universe of
Public Health Service health data systems and on departmental health data systems
and data needs. The Committee also met with the Office of Medical Applications
of Research, National Institutes of Health, to discuss their data needs for
technology assessment and transfer activities. As in previous years, the Committee
worked with the National Center for Health Statistics (NCHS) on the
development of Health, United States, the Secretary’s annual report on the health of
the Nation.

The quality of health care data is an ongoing mncern of the NCVHS, and, in
recent years, the Committee has taken a particular interest in improving the quality
of cause-of-death information reported on the death certificate. Because this issue
also is of keen interest to NCHS and the States, the NCVHS and NCHS
collaborated during 1989 on sponsoring a Workshop on Improving Cause-of-Death
Statistics. The workshop, which took place October 15-17, 1989, included
participation by 46 representatives of Federal, State, and professional or-
ganizations. The overwhelming need recognized by all participants was for a
broad-based educational effort involving physicians, the public, and policymakers,
The Committee received a preliminq report on the workshop at its November
meeting and expects to review the final report and recommendations at its
February 7–9, 1990, meeting. Following this review, the NCVHS plans to transmit
the report with comments to the Assistant Secret~ for Health.

Although the Subcommittee on Disease Prevention and Health Promotion
Statistics has been inactive for the past year and a half, the full Committee has
continued to follow related activities in the Department and the broader
community. Specific attention has been directed to the process for developing the
Year 2000 Objectives for the Nation, and the NCVHS received several
presentations tid provided mmments to the Department on this activity. The
Committee considers the Year 2000 process a blueprint for disease prevention and
health promotion during the next decade and views with enthusiasm the central
role given to the development of adequate data at the Federal, State, and local
levels for tracking and motivating progress. During its November meeting, a group
of members agreed to mnvene over the next several months to discuss the
Committee’s role in improving health status and health care assessment at the
community level.

The Committee also has taken a strong interest in quality and effectiveness of care
activities within the Department, and it has received several presentations from the
Health Care Financing Administration (HCFA) on this topic. The Committee was
briefed during 1989 on the development by HCFA of a uniform clinical data set,
and it intends to hold discussions in 1990 with the Public Health Service about the
new initiatives in effectiveness of care research authorized by the 10lst Congress.
At the su~estion of the Executive Subcommittee, each NCVHS submmmittee
agreed at the November NCVHS meeting to consider incorporating relevant
quality and effectiveness of care data issues into its charge.

Data linkage was identified by the NCVHS several years ago as an extremely
important statistical issue. In 1989, the Committee focused specifically on one
aspect of this issue, when a resolution was passed on the use of a unique personal
identifier in the National Health Care Survey under development by NCHS. Aso
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during the year, the National Association of Health Data Organizations issued a
report by a panel of experts that recommended “. . . a strategy be developed for a
unique Personal Identification number system to be used by providers, insurers,
purchasers, and regulators . . . .“ The panel specifically asked the NCVHS to give
priority consideration to help implement this recommendation. The NCVHS will
continue to e~amine the many complex issues involved in obtaining and using a
unique identifier across data systems in the coming year.

NCHS provides periodic briefiigs on occupational and international health
statistics, each of which is being monitored by an individud NCVHS member.
Briefings also have been received on statistical activities by the Public Health
Service to describe the incidence, prevalence, distribution, and impact of human
immunodeficiency virus and related disorders, including acquired immu-
nodeficiency syndrome. Most recently, a Committee member has begun to
monitor data issues related to reproductive, child, and family health.

Throughout all the activities described above and in the subsequent sections of this
report, the National Committee has striven to identi& and follow key health
statistical issues as they emerge and develop and to make specific, indepth
contributions where appropriate opportunities exist.
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Medical Classification Systems

During N89, the Subcommittee on Medical Classification Systems continued efforts
to address the issues surrounding the use of the International Classification of
Diseases (ICD) in this country. The testimony received and the working sessions
were focused on the status of ICD-10, the development of coding gaideIines,
specialty-specific classifications, the coordination and maintenance function, and a
single-procedure coding system. Insofar as the experience with ICD-9-CM will likely
be a prototype for the implementation and maintenance of ICD-10, the Subcommit-
tee sought public and private opinions of that experience and asked for recommen-
dations for future modifications where those were appropriate.

Background

The Submmmittee on Medical Classification Systems was established in 1987as a
continuation of the Subcommittee on Disease Classification and Automated Coding
of Medical Diagnoses, which had been functioning since 1983. The National Com-
mittee on Vital and Health Statistics (NCVHS) had long been committed to
addressing the complex issues related to classification systems and the diversity of
their application.

Current Year’s Activities

The Subcommittee held three meetings during 1989–April 17-18, June 9, and
October 10–11. These meetings combined public testimony and discussion with
working sessions of the Subcommittee membership in an effort to provide the
necess~ public-private sector interface in addressing the issues that follow.

Status of ICD-10

1989 marked a major milestone for ICD-10, with the convening in September of the
10th Revision Conference of the International Classification of Diseases at the World
Health Organization in Geneva, Switzerland. The Subcommittee was encouraged to
find that the structure and content of ICD-10 reflects the needs and suggestions of the
U.S. users. Clinical specirdty societies and other interested groups gave generously of
their time and expertise to assure the flexibility and utility of the classification in
multiple settings. As a result, ICD-10 contains far greater detail than any of its

6



predecessors, detail that will discriminate among clinical entities as well as provide
appropriate descriptors for alternate care settings.

The arrangement of ICD-10 reflects some internal reorganization to align chapters
with related content, and all chapters are considered a part of the classification,
replacing the concept of chapters that were considered “supplementary.” An alpha-
numeric structure was adopted, permitting future expansion to occur within the
current framework. In addition, ICD-10 will be published as a three-volume set:
Volume I, Tabular List; Volume II, Standards, definitions, and rules for use; and
Volume III, The Alphabetic Index.

Although the World Health Organization (WHO) expects to implement ICD-10 in
January 1993 for international reporting, the United States may require some delay in
that time table. The Health Care Financing Administration (HCFA) has indicated
that the earliest implementation for its programs would be October 1994,and more
likely October 1995. Implementation schedules for the morbidity programs of the
National Center for Health Statistics (NCHS) or for mortality vital statistics programs
also are unknown. The potential use of different (and disparate) classifications for
morbidity and mortality has not yet been addressed.

Copyright of ICD-10

The copyright issue occupied a prominent place on the agenda of each meeting of the
Subcommittee during 1989. In 1988 the Subcommittee had expressed concerns over
the proposed WHO copyright of ICD-10, concerns that were shared by both NCHS
and HCFA. In October 1988, the Department of Health and Human Services had
sent a letter to WHO expressing the United States’ position on the copyright issue. The
need to satisfi expanded demands for health information and the need to prevent
competing or discordant classifications were cited among the reasons why the United
States would need to create a modification of ICD-10. Copyright restrictions could
have prevented such a modification effort. At the November 1988 meeting of the
NCVHS, the Subcommittee had recommended, and the NCVHS endorsed, the
important concept that there be no mpyright by WHO that would impede the use of
ICD-10 in this country,

In responding to the Department’s letter of October 1988, WHO had indicated the
need for a copyright to protect public interest, the volume of the ICD sales, and the
quali~ of the ICD modification. Although the WHO response also su~ested that
there was no intent to claim copyright when the code was used for official government
purposes, in the United States the determination of “official” uses is not made easily.
There was a need to discuss practical ways of cooperation to assure the interest of
both parties.

The Subcommittee pursued this issue with departmental and private sector represen-
tatives during its 1989 meetings. The U.S. delegation to the Revision Conference met
with WHO officials during the conference in Geneva to further these discussions and
to achieve a consensus on how to proceed. The discussions in Geneva led to the
understanding that the U.S. Government could be granted broad authorization over
the use of ICD-10 in this country. WHO ultimately requested a disciplined cooper-
ation from member States that wish to modifi the code, asking that they be informed
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of any intent to modi&, the rationale for modification, and a report on the experience
with the modified code. This was intended to protect the role of centralization over
classification decisions.

U.S. Modification of ICD-10

The United States historically has taken the lead in modifying the ICD for use in
morbidity applications. Initially modest, the modifications grew more extensive with
each successive revision, culminating in the structural modification and enhancements
contained in ICD-9-CM. WHO has not been unresponsive to the morbidity applica-
tions of the ICD. Each ICD revision contained more detail, and the dual classification
(dagger-asterisk) system implemented in ICD-9-CM and retained in ICD-10 was
intended to satis& user preference.

Providing for morbidity application in ICD-10 would not demand an extensive
structural modification, but would likely be focused on several key issues:

. The use of 5th digits in ICD-10.

● Modification of instructional notations designed for mortality coding for applica-
tion to morbidity.

. Insertion of rubrics added to ICD-9-CM and not provided for in ICD-10.

Specific work plans for the creation of a U.S. modification
recommendations.

Maintenance of the Classification

Assuring continued use of the classification in the multiple program
that certain maintenance functions be fulfilled. Among these are:

●

●

●

●

●

●

Controlling the use of code extensions by different specialties.

Defining criteria for the creation of extensions.

The addition of rubrics for newly described disease complexes,

await further

needs requires

e.g., AIDS or
Lyme Disease.

Response to coding questions.

Creation and approval of coding guidelines.

The need to review (for accuracy) the constant proliferation of materials related. .
to the classification.’

.

Structures currently exist to address some of the aspects of the maintenance
requirements. Based on testimony received by the Subcommittee, important criteria
for evaluating the structures include mechanisms for educational support and
information dissemination of coding changes, modifications, guidelines, etc.; coding
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skills; and comparability of coding among care sites. Additional discussion has
centered on the adequacy and representation of current review bodies, timeliness of
decisions, and responsiveness to morbidity data applications beyond reimbursement.

Uniform Procedure Code

The Subcommittee retains consideration of a uniform procedure code as part of its
ongoing agenda. Although no formal proposals have been forthcoming, the Subcom-
mittee continues to monitor the progress of the American Medical Association’s
contract with Coopers and Lybrand and their analysis and recommendations of the
cost benefit of a single procedure wale.

Preliminary Report on the Use of ICD Codes for Nursing Homes

Dr. Robert Mullin, a Subcommittee member, chaired a working group that met in
January 1989 to receive testimony on the use of ICD codes in the long-term care-
environment. The working group heard testimony from the NCHS National Nursing
Home Survey staff, the American Medical Record Association Section on Long-Term
Care, and HCFA’S Office of Research and Demonstrations. Both the testimony and
additional discussion focused on the definition differences of principal diagnosis in
alternate care settings and mncerns over the applicability of acute care coding
guidelines to alternate care.

Continuing Work Plan

The Subcommittee intends to carry out the following work plan in 1990:

●

●

●

●

●

●

Continue to monitor the progress of ICD-10 towards its implementation dates.

Review and make recommendations mncerning the structure and process
necessary for a clinical application of ICD-10 in the United States.

Review and make recommendations concerning the structure and process
necessary for continued Government responsibility as well as formation of a
public and private sector coalition to implement and maintain a classification in
the United States.

Provide liaison with the ICD-9-CM Coordination and Maintenance Committee.

Assess the benefits and rests of mnverting to a single-procedure mde in the
United States.

Address other medical classification systems as the need arises.
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In addition to the above work of the Submmmittee, the full Committee has requested
that, during 1990, indepth presentations be made in the following three areas related
to medical classification systems:

●

●

●

10

Current processes for maintaining and modi@ing the ICD-9-CM and the Amer.
ican Medical Association’s Current Procedural Terminology (CPT-4) mding
~stems.

Discussion with the Physician Payment Review Commission and the Prospective
Payment Assessment Commission and other concerned parties on possible
impacts of resource-based relative value scales on medical coding and related
topi~.

Accountability of the medical classification management process in areas such as
agenda setting, issue determination, and opportunity for public mmment.



Long-Term Care. Statistics

During 1989, the Subcommittee on Long-Term Care Statistics reviewed the DHHS
Interagency Task Force Report on the Long-Term Care Facilities Uniform Data Set.
The Subcommittee was supportive of the efforts and recommendations of the Task
Force and endorsed the need for a pilot test of the data set prior to full
implementation because of the proposed screening change to identify facilities. The
Subcommittee’s report was approved by the National Committee on Vital and
Health Statistics, (NCVHS) at its June 3.989 meeting and transmitted to the
Assistant Secretary for Health. The Subcommittee is continuing to monitor the
Long-Term Care Client Uniform Data Set, which is expected to be available from the
Department of Health and Human Services for review during the coming year, and
the progress on the Health Care Financing Administration (HCFA) nursing home
resident assessment instrnmen~ and will consider the Iatteds ramifications for the
quality and availability of long-term care statistics. In the coming year, the
Subcommittee will develop recommendations in these and related areas.

Recommendation

The 1989 Subcommittee report can be found in appendix V and includes the following
summ~:

The Subcommittee endorses the effort to identi& long-term care facilities in their
multiple forms, especially the intent to identi~ mental health and general health
care facilities in the same data set. However, because the screener approach is
new and its ramifications unclear, the Subcommittee recommends that the data
set be pilot tested and that an evaluation of its effect be conducted before
large-scale application by Government and private sector nursing facilities is
endorsed. To this end, the Submmmittee plans to monitor progress on the
implementation of an evaluation project and would like to be apprised of the
design, execution, and results when they become available. Such an evaluation
phase is critical to the ultimate usefulness of the Long-Term Care Facilities
Uniform Data Set. The Subcommittee prefers the term unform rather than
minimum because the latter may be viewed as a constraint and su~ests that these
are the only data to be collected.

Background

In 1984, the predecessor to the current Submmmittee had been asked to comment on
the adequacy of a proposed Long-Term Care Minimum Data Set (LTCDS), now
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referred to as the hng-Term Care Client Uniform Data Set. It recommended that
efforts with this data set be directed first at nursing home applications. Subsequently,
in 1988, the newly named Subcommittee on Long-Term Care Statistics provided
rationale and recommendations in two related area% a nursing services list and a
functional status classification. In July 1988, NCVHS was charged to review the final
report of the DHHS Interagency Task Force on the Long-Term Care Facilities
Uniform Data Set. Concurrently, the Subcommittee on hng-Term Care Statistics
undertook this review and continued other efforts on its work plan.

Current Year’s Activities

Review of the ting-Term Care Facilities Uniform Data Set was completed by the
Subcommittee and endorsed by the full Committee in June 1989. The Subcommittee
also focused considerable attention during the year on HCFA’S Minimum Data Set
for Nursing Facility Resident Assessment and Care Screening. This data set was
mandated by the 1987 Omnibus Budget Reconciliation Act. In a series of meetings,
the Subcommittee heard reports on the minimum data set from HCFA mntractors,
who are developing the resident assessment instrument, as well as from industry,
State, academic, and private sector representatives. Different perceptions of the
content of the data set, time required to complete the form, and uses and value of the
data surfaced, ranging from favorable to quite critical.

Subsequently, the HCFA contractor provided the Subcommittee a draft report of the
findings of a small-scale trial completed in two States and a modified and shortened
data form resulting from the experience. Throughout 1990, the Subcommittee will
continue to monitor the development of this minimum data set and the reaction of the
community very closely and will be assessing the results from the expanded 10-State
trial of the minimum data set that was fielded in October 1989. A presentation on the
activity by the HCFA project officer was given to the full NCVHS in November 1989.

The original law mandating the resident assessment instrument also provided for the
possible development of a national nursing home client data base using information
from the assessment. AIthough the successful implementation of the minimum data
set would have first priority, the opportunity for a national data system for yet
undetermined uses is being explored by the Subcommittee.

Part of the 1987 Nursing Home Reform Act included a provision for mandatory
prescreening and an annual review of residents with mental illness and mental
retardation. The Subcommittee heard a report on the status and ramifications of this
requirement from a HCFA representative. There are potential problems with the
definitions and implementation of this law. The Subcommittee will monitor this area
because of its importance for future data collection and because of the Subcommit-
tee’s charge to consider possible linkage of long-term care to mental health data
bases.

The Subcommittee is monitoring data on the aging population. The Chairman, or his
representative, attended meetings of the U.S. Government-sponsored Forum on
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Aging-Related Statistics in June and November 1989 and will plan to attend future
meetings. Areas of mutual interest will be explored.

Continuing Work Plan

The Subcommittee intends to carry out the following work plan in 1990:

●

●

●

●

●

●

●

Review the Interagency Task Force report on the ting-Term Care Client
Uniform Data Set.

Monitor the Interagency Forum on Aging-Related Statistics planning for a
possible longitudinal health and retirement study, consideration of the White
House Conference on Aging, and discussion of the Year 2000 goals for older
persons.

Monitor the find development of a resident assessment instrument for nursing
homes by HCFA, review the Secretary’s recommendation, and consider the
potential problems in implementation, such as resource needs, as well as
opportunities for the formation of a national data base to improve patient care.

Consider any recommendations for a survey of board and care homes.

Continue a review of quality of life assessment strategies in long-term care
facilities.

Examine possible linkage of long-term care to mental health data bases.

Encourage better descriptions of bed supply rates for long-term care and their
variation in the country.

13



Ambulatory and Hospital
Care Statistics

The Subcommittee on Ambulatory Care Statistics completed a major element of its
charge with the submission of the Report on the Uniform Ambulatory Care Data Set
(UACDS) to the National Committee on Vital and Health Statistics (NCVHS) at the

June 1989 NCVHS meeting. The Report represented 2 years of work on the UACDS
by the Subcommittee and an Interagency Task Force chaired by the Health Care
Financing Administration (HCFA). Although initially two separate reports were
envisioned, the close working relationship that developed between the Subcommittee
and Task Force resulted in consensus on a single uniform data set. The full
Committee and the Interagency Task Force each submitted the report to the
Assistant Secretary for Health in June. The Department will be considering
dissemination and implementation issues over the coming year, and the Subcom-
mittee will monitor this process.

After the completion of the UACDS, the Subcommittee resumed an active role in
following the statistical aspects of physician payment systems and other data
systems and research concerned with patient-provider encounters. A new charge for
the Subcommittee was approved by the full Committee at the November NCVHS
meeting. Because many of the issues covered in the charge also have relevance for
hospital care data, the Subcommittee’s name was changed to the Subcommittee on
Ambulatory and Hospital Care Statistics. The Subcommittee will pursue several
elements of its new charge in the coming year.

Recommendations

The Report on the Uniform Ambulatory Care Data Set of the Subcommittee on
Ambulatory Care Statistics and the Interagency Task Force on the UACDS can be
found in appendix VI. The report is the result of a thorough and systematic review of
the Uniform Ambulato~ Medical Care Minimum Data Set, which was published in
1981. An earlier version of the data set had been published in 1976.

The current report recommends a common core of data items with uniform
definitions for inclusion in the records of all ambulatory health care and for uniform
abstraction from existing remrds into ambulatory care data bases. The common core
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delineates information that characterizes the patient, the provider, and the encounter.
The report also recommends definitions of “provider: “ambulatory care;’ and
“encounter.”

The purpose of the UACDS is to improve the comparability of ambulatory care data
by defining a core of items most likely to be needed by a variety of users for multiple
applications. The Subcommittee consulted widely with both public and private sector
organizations in developing the data set and believes that, as a result, the report
represents a broad consensus on both the data elements and definitions for a core
UACDS. Overall conclusions and recommendations are as follows:

●

●

●

●

●

●

●

●

The NCVHS Subcommittee and the Interagency Task Force believe that a
common data set is essential to carrying out stewardship responsibilities for
programs that finance or directly provide ambulatory care. Research efforts also
will be enhanced by conformance with uniform categories and definitions.

The items in the data set are the common core of data recommended for adoption
in the health care delivexy and financing programs of the Department of Health
and Human Services that require data on individual ambulatory encounters on a
continuing basis.

When items in this data set are included in other departmental data systems, such
as those mnducted as part of research and survey programs, the recommended
definitions and minimal classifications should be followed.

It further is recommended that other Federal and State organizations, as well as
institutions, professional organizations, and insurance companies that collect
ambulatory care data, endorse the definitions and agree to use the data set to the
maximum extent possible.

It is expected that there will be a phase-in period during which data collectors will
implement recommended data items that currently are not being collected.
Additional evaluation and fieldtesting may be required for some items.

The ability to link records is considered an essential aspect of the data set.

Programs and other organizations collecting and using health data must assume
the responsibility for safeguarding those data and protecting citizens’ rights to
confidentiality under applicable laws and regulations and must modi~ ap-
proaches or seek solutions where inadequate safeguards exist.

Relevant billing instruments should capture adequate data for current and
emerging applications, and it is important that they be updated as frequently as
necessary to be mnsistent with the most current recommendations on data items
and definitions.

Background

Tile Submmmittee on Ambulatory Care Statistics was formed at the June 1987
NCVHS meeting as a direct outgrowth of the work of the Subcommittee on Statistical
Aspects of Physician Payment Systems. The latter began as a work group in 1984, with
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the concurrence of the Assistant Secretary for Health, and had recommended in its
final report that a thorough and systematic review of all items in the Uniform
Ambulatory Medical Care Minimum Data Set be undertaken by the NCVHS and the
Department. The Subcommittee on Ambulatory Care Statistics was created specifi-
cally to respond to this recommendation and to provide liaison with the Interagency
Task Force, which was established by the Assistant Secretary for Health in the spring
of 1987 to carry out the department review of the data set. Following completion of
this major activity, the Subcommittee’s charge was revised in November 1989 and its
name was changed to the Subcommittee on Ambulatory and Hospital Care Statistics,

Current Year’s Activities

During the first half of 1989, the Subcommittee held several meetings separately and
in conjunction with the Interagency Task Force to develop the rew’sed Uniform
Ambulatory Care Data Set. In March, the Interagency Task Force submitted the draft
final report to the Assistant Secretary for Health for informal circulation to agencies
within the Department for comments. Concurrently, the Subcommittee sent the draft
report to the extensive list of external organizations and individuals who had shown a
continuing interest in the Subcommittee’s work. On May 2, the Subcommittee and
Interagency Task Force held a joint meeting to discuss all comments received from
the agencies and the external reviewers. The report was then finalized for transmittal
to the NCVHS and to the Department in June 1989.

The Subcommittee began developing and reviewing su~estions for updating its
charge at a working session held during the June NCVHS meeting. This process
continued at a meeting held on August 24 and was finalized at the November 1989
NCVHS meeting, when the full Committee approved a revised charge and change in
name for the Subcommittee, The August 24 meeting also provided the opportunity
for the Subcommittee to receive an update on a variety of HCFA data activities
related to patient-provider encounters and to be briefed on data implications of
physician payment reform legislation under consideration by the U.S. Congress.

The Subcommittee continues to follow with interest the implementation by HCFA of
the requirement in the Medicare Catastrophic Coverage Act of 1988 for physicians to
code diagnostic information on all bills. Implementation of the Unique Physician
Identification Number for every physician who provides services for which Medicare
payment is made also is being followed. Both diagnostic coding and unique provider
identification are recommended in the UACDS.

Development by HCFA of the Common Working File offers considerable promise for
improving Medicare claims processing, and it also has data and research implications,
The system will operate through nine regional sectors and will include on-line
eligibility information and linked Part A and Part B claims data for eve~ Medicare
beneficiary in the sector. The ability to link data on patients from different sources and
about different encounters is an important aspect of the UACDS.

The Subcommittee also is follow-rig research and demonstration activities on pro-
spective payment methodologies for ambulatory care, with particular emphasis on
different approaches for defining products of ambulatory care.
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Over the past fewyears, the NCVHS has raised the need to reviewand possibly revise
the Uniform Hospital Discharge Data Set (UHDDS); and, at the June NCVHS
meeting, the Subcommittee agreed to consider this issue further. Following discussion
at the August 24 meeting, the Subcommittee included in its charge a mmmitment to
assess the need to reexamine the data elements and definitions contained in the
UHDDS. As part of this assessment, the Subcommittee will consider the congruence
of the UHDDS to the UACDS and the adequacy of the Medicare Uniform Bill
(UB-82) as the principal vehicle for collecting the UHDDS.

Continuing Work Plan

The Subcommittee will pursue the following work plan in 1990:

●

●

●

●

●

●

Monitor the responses within the Department of Health and Human Services to
the final report on the UACDS.

Follow the efforts of the Uniform Claim Form Task Force for the HCFA 1500 to
seek greater standardization of the definitions in use for place or site of health
care services.

Provide continuing liaison with the Health Care Financing Administration, the
National Center for Health Statistics, and other relevant agencies concerning the
statistical aspects of physician payment systems and other data systems and
research concerned with patient-provider encounters.

Develop a recommendation to the full Committee on whether to undertake a
review and revision of the UHDDS. Address in this recommendation concerns
about improving the recording of ezternal cause-of-injury males (E-males) in
hospital discharge data.

Follow the status of relative value scale research and related physician payment
reform legislation and the associated data requirements.

Consider the importance of emerging and projected quality and effectiveness of
care activities for relevance to existing data systems and implications for revisions
to those systems.
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Health Statistics for Minority and
Other Special Populations

The Subcommittee on Minority Health Statistics directed its attention during 1989
to the availability of data concerning access and financing of medical care for the
medically indigent population in the United States. A public hearing was held to

provide background information on the data issues, and the Subcommittee pre-
sented an interim report to the National Committee on Vital and Health Statistics
(NCVHS) at the Committee’s November meeting. In the coming year, the Subcom-
mittee will focus and develop recommendations regarding the national data require-
ments for the medically indigent population. This expansion of the Subcommittee’s
charge was reflected in a recommendation presented by the Subcommittee at the
November NCVHS meeting for a new charge and a change in name to the
Subcommittee on Health Statistics for Minority and Other Special Populations.
These changes were endorsed by the full Committee. The Subcommittee also will
continue to review the uniformity and adequacy of the coding of race and ethnicity
in national health surveys to produce data on minority populations.

Findings

At the November 1989 meeting of the NCVHS, the Subcommittee on Minority
Health Statistics presented an interim report that summarized its findings on the data
needs of the medically indigent population. The following points were emphasized:

● Current data appear to be inadequate to address the needs of indigent care.

● The definition of the “medically indigent” tends to be operationally defined by
reimbursement programs and thus varies by program and locality.

● Standardized definitions would facilitate comparisons across studies that will
increase understanding of the problem.

● Data that currently are collected to rover this population vary in terms of intent
and detail, thus providing little on which policy issues can be derived or resolved.

Background

The Subcommittee on Minority Health Statistics was established by the NCVHS in
1986 after the Secretary’s Task Force on Black and Minori~ Health noted that there
was need for data on minority populations and identified a need to improve and fully
utilize available sources of data.
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Subsequently, the Subcommittee recognized the need to expand its focus on popula-
tions defined by race andlor ethnicity to include other groups whose health status and
health care utilization needs and patterns required special attention that could not be
addressed adequately through current data systems. To reflect this expanded focus,
the Subcommittee’s name was changed in November 1989 to the Subcommittee on
Health Statistics for Minority and Other Special Populations.

Current Year’s Activities

Early in 1989, the Subcommittee agreed to look into the issue of indigent care data
based on its recognition that (1) the number of persons without health insurance in
the United States and their problems with access to medical care has emerged as one
of the most compelling health policy issues of the 1980’s, (2) new health care delivery
and financing trends are exacerbating problems of access and financing health care
and, (3) little attention has been given to the data problems associated with defining
the “medically indigent” population, estimating its size, evaluating the adequacy of its
care, and determining its cost.

In this connection, the Submmmittee conducted a public hearing on May 3, 1989, to
receive testimonies on data issues of the medically indigent population. Presentations
were made by representatives of agencies within the Public Health Service and
agencies and associations in the private sector. Three issues commonly held high
priority concerns. The first was inadequacy of current data, including missing
populations, the need for local data, and the causes and extent of medicd indigence.
The second was the need for standardization of definitions for medicd indigence,
poverty, uninsured status, and uncompensated and/or charity care. The third issue
concerned policy coordination and funding for the collection and analysis of medical
indigence data. The me of data currently collected does not represent a comprehen-
sive plan of attack to gain maste~ of the problem.

At the September 6, 1989, Subcommittee meeting, the newly appointed Director of
the Office of Minority Health and the newly appointed Associate Director of Minority
Health, Centers for Disease Control (CDC), were invited attendees. The primary
objective of this meeting was to acquaint these two officials with the charge and
interests of the Submmmittee and to set the stage for identifying mutual areas of
endeavor that could benefit from supportive or mllaborative efforts.

The Office of Minority Health expressed a strong commitment to work with the
Subcommittee and indicated that the most pressing area for collaborative efforts
related to developing strategies to address the serious need for data for State and local
areas. The Associate Director of Minority Health, CDC, also expressed his concern
over the dearth of data available to assess State and local health problems.

In presenting its interim report at the November NCVHS meeting, the Subcommittee
concluded that the data issues surrounding medicrd indigence are sufficiently impor-
tant for the National Committee to address. Because these issues overlap minority
health data issues in many aspects, the Subcommittee recommended that they become
part of its charge and work agenda. The full Committee concurred.
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Continuing Work Plan

The Subcommittee intends to carry out the following work plan in 1990:

Conduct a survey of the uniformity and adequacy of the coding of race and
ethnicity on national health surveys for the purpose of determining the ability of
the data systems to produce data on minority populations.

Meet periodically with the Office of Minority Health and collaborating offices.

Develop standardized conceptual and operational definitions of medical indi-
gence.

Conduct a survey of agencies to determine what health data they are collecting
relative to the medically indigent population.

Continue to pursue various avenues to enmurage the Health Care Financing
Administration and the Social Security Administration to improve the racial and
ethnic identifiers in the Medicare and Medicaid data systems.
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Health Care Statistics

During 1989, the Subcommittee on Health Care Statistics monitored the plans by the
National Center for Health Statistics (NCHS) to carry out the Subcommittee’s
earlier recommendation that the National Academy of Sciences (NAS) be asked to
form a panel to provide advisory support on developing the National Health Care
Survey. This effort culminated in the award by NCHS of a contract to the NAS
National Research Council for such a panel study. The Subcommittee also developed
a resolution of support for the National Health Care Survey, which urged the
Secretary to provide adequate resources to proceed with survey plans. This
resolution was approved by the National Committee on Vital and Health Statistics
(NCVHS) at its February meeting and transmitted to the Assistant Secreta~ for
Health.

The Subcommittee’s review, in late 1988, of the adequacy of existing data sets to meet
the proposed coverage of settings by the National Health Care Survey had revealed
that the personal identifier was defined differently in each of the three m~or data
sets. The respective chairs of the Subcommittees on Health Care Statistics, Ambu-
latory Care Statistics, and Long-Term Care Statistics were requested at the
February NCVHS meeting to try to reach some agreement on a recommendation for
the use of a consistent personal identifier for the client across the different
components of the National Health Care Survey. A recommendation was presented
at the June meeting and approved, with modification, by the full Committee for
transmittal to the Assistant Secretary for Health.

Recommendations

At the February meeting of the NCVHS, the following resolution was passed, based
on the recommendation of the Subcommittee on Health Care Statistics:

The National Health Care Survey is a mechanism through which the National
Center for Health Statistics (NCHS) proposes to combine many of its existing
provider-based sumeys into an integrated survey system, relying to the extent
possible on approved minimum data sets. This system will use an integrated
s&pling approach which should improve the analytic utility of the surveys. It will
also attempt to eliminate data gaps and expand coverage of providers to
important new areas (e.g., emergency rooms). In addition, the survey will provide
NCHS with a framework for pursuing follow-up studies of patients in all surveyed
settings, thus enabling the development of data on outcomes, subsequent care,
and other information.
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The National Committee on Vital and Health Statistics supports NCHS in its
development of this important data system and encourages the Secretary to
support the Center with adequate resources to proceed with its plans to
implement the survey as quickly as possible. We also urge that every effort be
made to attain optimal sample sizes, depending on goals, and work toward
continuous collection cycles in all of these surveys.

The following resolution on the use of a personal identifier in the National Health
Care Survey was passed by the NCVHS at its June meeting and transmitted to the
Assistant Secretary for Health

The National Health Care Survey is an initiative to collect and combine
information from several separate data systems. Some of these systems wntain
personal identifiers; o~ers do not. In order to evaluate the care received by all
segments of the population, not just through a course of illness but over time, it
is essential in this survey to link patient records across data systems, The social
security number is the only practical patient identifier that could be used for this
purpose, and the mst of creating anew identifier would be prohibitive. Therefore,
the National Committee on Vital and Health Statistics recommends that the
National Center for Health Statistics (NCHS) develop a proposal to use the social
security number in the National Health Care Survey for the purpose of linking
records and that this proposal be subject to a pilot test. In doing so, established
procedures, mnsistent with the strictures of the Privacy Act and Section 308(d) of
the Public Health Service Act, will be used to protect confidentiality.

The letter transmitting the above resolution to the Assistant Secretary for Health
noted that, “There was a strong consensus on the Committee for the concept of a
unique personal identifier to allow for linkage of patient records. The majority of the
Committee members supported the use of the social security number for this
purpose . . . . A minority, while favoring the mncept, believed further clarification was
needed on the statutory provisions under which the social security number would be
collected and protected.”

Background

After receiving several presentations from NCHS about the development of the
National Health Care Survey, the NCVHS determined that this was a significant
activity that merited more attention by the Committee. During the June 1988 meeting,
the Subcommittee on Health Care Statistics was established to review the NCHS
plans for the survey and monitor the survey’s development.

Current Year’s Activities r

A major focus of the Subcommittee’s charge is to assist the NCHS in obtaining
sufficient internal and external input to the development and policy implication of the
National Health Care Survey. This process began in 1988 with a recommendation to
NCHS by the Subcommittee that the NAS be asked to form a panel to provide
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advisory support on developing the survey. During 1989, the Subcommittee moni-
tored NCHS plans to carry out this recommendation. NCHS awarded a contract to
the National Research Council of NAS in August, and a member of the Subcommit-
tee was asked and agreed to serve on the advisory panel. Recognizing that the survey
development had major implications for the future availability of health care
information, the Subcommittee also prepared a resolution of support for the survey,
which was adopted by the full Committee in February.

Review of the adequacy of existing data sets to meet the proposed coverage of settings
by the National Health Care Survey was another key responsibility in the Subcom-
mittee’s charge. As part of this review, the Subcommittee noted various inconsisten-
cies among the Uniform Hospital Discharge Data Set, the Uniform Ambulatory Care
Data Set, and the brig-Term Care Uniform Data Set. These inmnsistencies were
discussed with the respective subwmmittees that were addressing these data sets, and
in most cases it was felt that comparable statistics could be developed from the
different care settings.

The issue of a need for a consistent personal identifier to facilitate record linkage
across the individual surveys and with ezternal data files was raised with the full
Committee in February. Although survey development could proceed without this
issue being resolved, it was felt that recommending policy in this area would be useful.
The chairs of the Subcommittees on Health Care Statistics, Ambulatory Care
Statistics, and Long-Term Care Statistics were charged with the responsibility to
develop a remmmendation by the June meeting. Concluding that the social securi~
number (SSN) was the only unique identifier currently available that would enable
NCHS to link records in data bases held by NCHS and other Government agencies,
the proposed recommendation encouraged NCHS to attempt to obtain the patient’s
SSN in provider-based surveys for use as the primary personal identifier. This
recommendation related only to the NCHS use of the SSN in the National Health
Care Survey and did not modify the current minimum data sets.

The full Committee considered the proposed recommendation at its June meeting
and passed a modified version, remmmending that NCHS develop a proposal to use
the SSN in the National Health Care Survey for the purpose of linking records and
that this proposal be subject to a pilot test.

Continuing Work Plan

The Subcommittee considers the mntract between NCHS and NAS an efficient
mechanism for obtaining external input to the National Health Care Survey. Further,
the Subcommittee has completed its initial review of the uniform data sets related to
the survey and believes that future work on these data sets can be carried out by other
NCVHS subcommittees. Nonetheless, the NCVHS believes that it is appropriate,
either through the current Submmmittee or another approach, to follow the
development of the NAS study and to stay involved with the National Health Care
Survey on a periodic basis. At the November NCVHS meeting, it was agreed that
consideration of the fiture status of this Subcommittee would take place in early 1990
in conjunction with discussion of restructuring several subcommittees in order to be
more responsive to the need for data to assess health status and health care at the
community level.
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Appendix 1. Legislative Authority for
the National Committee on Vital and
Health Statistics From the Public
Health Service Act

Section 306 subsection (k) of Public Health Service Act

(1) There is established in the Office of the Secretary a committee to be known as
the National Committee on Vital and Health Statistics (hereinafter in this
subsection, referred to as the “Committee”) which shall consist of sixteen
members.

(2) (A) The members of the Committee shall be appointed by the Secretary from
among persons who have distinguished themselves in the fields of health
statistics, health planning, epidemiology, and the provision of health
services. Except as provided in subparagraph (B), members of the
Committee shall be a~~ointed for terms of four vears.

(B) (i)

(ii)

(iii)

In the case df’membership terms on th; Committee under this
subsection (as in effect prior to January 1, 1988) which expire in
calendar year 1988, the appointments to three such terms in such
calendar year shall be for a period of four years and the
appointments to two such terms in such calendar year shall be for
a period of three years, as designated by the Secretary.
In the case of membership terms on the Committee under this
subsection (as in effect prior to January 1, 1988) which expire in
calendar year 1989, one such term shall be extended for an
additional consecutive one-year period, as designated by the
Secretary.
In the case of membership terms on the Committee under this
subsection (as in effect prior to January 1, 1988) which expire in
calendar year 1990, two of such terms shall each be extended for
an additional consecutive one-year period, as designated by the
Secretary.

the Committee shall be compensated in accordance with section(3) Members of
208(c).

(4) It shall be the function of the Committee to assist and advise the Secretary–
(A)

(B)

(c)

to delineate statistical problems bearing on health and health se~ices
which are of national or international interest;
to stimulate studies of such problems by other organizations and agencies
whenever possible or to make investigations of such problems through
subcommittees;
to determine, approve, and revise the terms, definitions, classifications,
and guidelines for assessing health status and health services, their
distribution and costs, for use (i) within the Department of Health and
Human Services, (ii) by all programs administered or funded by the
Secretary, including the Federal-State-local cooperative health statistics
system referred to in subsection (e), and (iii) to the extent possible as
determined by the head of the agenq involved, by the Veterans’ Admin-
istration, the Department of Defense, and other Federal agencies con-
cerned with health and health services;
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(D)

(E)

(F)

(G)

with respect to the design of and approval of health statistical and health
information systems concerned with the collection, processing, and tabu-
lation of health statistics within the Department of Health and Human
Services, with respect to the Cooperative Health Statistics System estab-
lished under subsection (e), and with respect to the standardized means
for the collection of health information and statistics to be established by
the Secretary under subsection (j)(i);
to review and comment on findings and proposals developed by other
organizations and agencies and to make remmmendations for their
adoption or implementation by local, State, national, or international
agencies;
to cooperate with national committees of other countries and with the
World Health Organization and other national agencies in the studies of
problems of mutual interest; and
to issue an annual report on the state of the Nation’s health, its health
services, their costs and distributions, and to make proposals for improve-
ment of the Nation’s health statistics and health information systems.

(5) In carrying out health statistical activities under this part, the Secretary shall
consult with, and seek the advice of, the Committee and other appropriate
professional advisory groups.
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Appendix II. Charter

THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASH INCTON, D,C. 20201

CHARTER

NATIONALCOMNI~EEON VITALAND HEALTHSTATISTICS

PURPOSE

TheSecretaryischargedunderSection306(k)of the PublicHealthService
Act, as amended,42 U.S.C.242k(k),withtheresponsibilityto collect,analyze
anddissemfnatenationalstatisticson vitalevents;theextentandnatureof
illnessanddisabilityof thepopulationof theUnitedStates;theimpactof
il1nessanddisabilityof thepopulationon theeconomyof theUnitedStates,
and on otheraspectsof the well-beingof ‘i& population;environmental,SOCia7,
and otherhealth hazards;determinantsof health;healthresourcesand the
supplyof servicesby healthinstitutions;utilizationof healthcare;health
carecostsandfinancing;familyformation,growth,anddissolution;to
undertakeresearch,demonstrations,andevaluationsrespectingnewor fmproved
methodsforobtainingcurrentdataon themattersreferredto above;to
undertakeepidemiologicalresearch,demonstrations,andevaluationson such
matters;to provideselectedtechnicalassistancetoStateand1ocal
jurisdictions;tocoordinatehealthstatisticalandepidemiologicalactivities
of theDepartment;andto engageincooperativeendeavorswithothercountries
tofosterresearchconsultationand trainingprogramsin statisticalactivities.

ThisComitteeshallprovideadvice,consultation,andassistanceandmake
recon’mendationstotheSecretarythroughtheAssistantSecretaryforHealthon
policies.andplansin developingmajornationalsystemsofhealti dataCO1lection
intheDepartment,on coordinationofFederalhealthdatarequirements,andon
analysisovera widerangeof questionsrelatingto generalhealthproblemsof
thepopulation,health careresources,theuseof healthcareservicesand
health carefinancingandexpenditures.Inthesematters,theComitteeshall
consult withtheHealthCareFinancingAdministration(HCFA)andothercomponents
of theDepartment,otherFederalentitiesandnon-Federa7organizationsas
appropriate.

AUTHORITY

Section306(k)of thePublicHealthServiceAct,as amended,42 U.S.C.242k(k).
TheCommitteeis governedbyprovisionsof PublicLaw92-463whichsetsforth
standardsforthe formationanduseof advisoryconmlittees.

FUNCTION

It shal1 be the functionof the Comnitteeto assistand advisethe Secretary:

(A)to delineatestatisticalproblemsbearingon healthandhealthservices
which are of national or international interest;

(B)to stimulatestudiesof suchproblemsby otherorganizationsandagencies
wheneverpossibleor tomakeinvestigationsof suchproblemsthrough
subcommittees;
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(C)to determine,approveand revisethe terms,definitions,.classifications,
and guidelinesfor assessinghealthstatus‘andhealthservices,their
distributionandcosts,foruse: (i)withinthe Departmentof Healthand Human
Services;(ii) by al1 programsadministeredor fundedby theSecretary;and
(iii) to the extentpossibleas determinedby the headof the agencyinvolved,
by the VeteransAdministration,theDepartmentof Defense,andotherFederal
agenciesconcernedwithhealthand healthservices;

(D)with respecttothe designof andapprovalo.fhealthstatisticaland health
informationsystemsconcetnedwithcol1ection,processing,and tabulationof
health statisticswithinthe Departmentof Healthand HumanServices,andwith
respectto the standardizedmeansforthe collectionof healthinformationand
statisticsto be establishedby theSecretaryundersubsection(j) (1);

(E)to reviewand coinnenton findingsandproposalsdevelopedby other
organizationsand agencies and to makerecommendationsfor theiradoptionor
implementationby local,State,national,or internationalagencies;

(F)to cooperate’withnationalcomitteesof othercountriesandwith theWorld
Health Organizationandothernationalagenciesin the studiesof problemsof
mutualinterest;

(G) in the developmentof a reporton the stateof the Nation’shealth,its
health services,theircostsand distributions,to makeproposalsfor improvement
of theNation’shealthstatisticsandhealthinformationsystems,at such
intervalsas may be requiredby theCongress;

(H) in establishingstandardsto assur’ethe qualityof healthstatisticaland
epidemiologicaldatacollection,processing,and analysis;and

(1)with respectto dataon theeffectsof the environmenton health.

STRUCTURE

The Cotnnitteeshallconsistof 16 members,includingthe Chairperson.The
members.ofthe Comnittee’shal1 be appointedby theSecretary,or designee,
fromamongpersonswho havedistinguishedthemselvesin the fieldsof health
statistics,health planning,epidemiology,andthe provision.ofhealth services.
The Secretary,or designee,shallappointthe Chairfor a one-yearperiod,
renewableat the discretionof the Secretaryor designee.

Membersshal1 be invitedto serve for’overl apping four-yearterms.:‘TermsOF
more thantwoyearsarecontingentuponthe renewalof the Comnitteeby
appropriateactionpriorto itstermination.Any memberappointedto fil1 a
V;;ahkyoccurringpriorto the expirationof the te~ forwhichhis/her
Dre’decessarwas aDI)ointedshal1 be appointedonlyfor the remainderof such
‘term.A memberinayserveafter
successorhas beenappointed.

theexpirationof his/hertermuntilhis/her
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Subcommitteescomposedofmembersof theparentComitteemaybeestablished
toprovidetheCormnitteewithbackgroundstudyandproposalsforconsideration
andaction.TheChairshallappointmembersfromtheparentCoinnitteetothe
subcommitteesanddesignatea Chairforeachsubcommittee.TheChairshal1
appointad”hocsubcormnittees,composedsolelyofmembersoftheparentComnittee,
as necessarytoaddressspecificissuesforconsideration. Thesubcommittees
shal1 maketheirrecommendationstotheparentComnittee.Timelynotification
ofthesubcommitteesandadhocsubcomnittees,includingchargesandmembership
shallbemadeinwritingto theDepartmentCommitteeManagementOfficerby the
ExecutiveSecretaryoftheCotmnittee.

Managementandsupportservicesshal1 beprovidedbytheNationalCenterfor
HealthStatistics,CentersforDiseaseControl.

MEETINGS

MeetingsshallbeheldatthecalloftheChair,butnotlessthanannually,
withtheadvanceapprovalof a Governmentofficialwhoshal1 alsoapprovethe
agenda.A Governmentofficialshal1 bepresentatallmeetings.

Meetingsofthesubcommitteesshallbe held,asnecessary,atthecallofthe
respectiveChair,withtheadvanceapprovalofa Governmntofficialwhoshall
alsoapprovetheagenda.A Governmentofficialshal1 be presentatall
subcommitteemeetings.Allsubcommitteesshallreporttheirfindingstothe
Committee.

Meetingsshallbe opento thepublicexceptasdeterminedotherwiseby the
Secretary;noticeofallmeetingsshallbe given tothepublic.

Meetingsshallbe,conducted,andrecordsof theproceedingskept,asrequired
by theapplicablelawsanddepartmentalregulations.

COMPENSATION

Memberswhoarenot”full-timeFederaJemployeesshallbepaidattherateof
$Issperday,plusperdiemandtravelexpensesinaccordancewiththeStandard
GovernmentTravelRegulations.

ANNUALCOSTESTIMATE

EstimatedannualcostforoDeratinatheComitteeandSubcomittees,includln~
compensationandtravel-exu;nsesf;rmembersbutexcludingstaffsu;~ort,iS-
$93,024.
estimated

Estimated-annua?’man-yearsofstaffsupportreq~iredis2’.5,at-an
annualcostof$102,478.
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REPORTS

An annualreportshallbe submittedto theSecretarythroughtheAssistant
SecretaryforHea?th,not laterthanJanuary31of eachyear,whichshall
cotlta’inas a minimuma listof membersand theirbusinessaddresses,the
Connnittee’sfunctions,datesand placesof meetings,and a sumnaryof
Comittee activitiesand recomendationsmadeduringthefiscalyear. A
copyof thereportshallbe providedto the DepartmentComitteeManagement
Officer,

TERMINATIONDATE

The durationof theNationalComnitteeon VitalandHealthStatisticsis
continuing,and a nefichartershallbe filedno laterthanJuly23, 1990,the
dateof theexpirationof the nexttwo-yearperiodfolloi~ingthedateof the
Statuteestablishingthisadvisorycomittee,in accordancewithSection14(b)(2)
of PublicLaw”92-463.

APPROVED

~e*
Otis R. Bo~~en,M.D. -
Secretary
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Appendix Ill. Roster of
the National Committee on Vital and
Health Statistics

Department of Health and Human Services
Office of the Assistant Secretary for Health

Chainnan

Ronald G. Blankenbaker, M.D. (1990)
Vice President for Medical Affairs
St. Vincent Hospital

and Health Care Center
2001 West 86th Street
Indianapolis, Indiana 46260

Ex Oficio

Manning Feinleib, M.D., Dr.P.H.
Director
National Center for He~th Statistics
3700 East-West Highway
Hyattsville, Maryland 20782

&ectftive Secret~

Gail F. Fisher, Ph.D.
Associate Director
Office of Planning and Extramural
Programs

National Center for Health Statistics
3700 East-West Highway
Hyattsville, Maryland 20782

Current Membership

(Date Appointment E~ires)

Laurence G. Branch, Ph.D. (1992)
Boston University School of Medicine
80 East Conmrd Street, M-936
Boston, Massachusetts 02215

Nancy L. Cannon, Ph.D. (1993)
Vice President
Care Management Operations
LifePlans, Inc.
Two University Office Park
Waltham, Massachusetts 02154

Frederick A. Connell, M.D. (1992)
Acting Director
Maternal and Child Health Program
School of Public Health and

Community Medicine
University of Washington, SC-37
Seattle, Washington 98195

Jane L. Delgado, Ph.D. (1990)
President a;d Chief Exe~utive Officer
National Coalition of Hispanic Health

and Human Services Organizations
1030 15th Street, NW, Suite 1053
Washington, D.C. 20005

William R. Felts, Jr., M.D. (1991)
Professor of Medicine
George Washington University
Medical Center

2150 Pennsylvania Avenue, NW
Washington, D.C. 20037

Stephen F. Gibbens (1990)
730 Arcady Road
Montecito, California 93108

Judith Miller Jones (1992)
Director
The National Health Policy Forum
2011 I Street, NW, Suite 200
Washington, D.C. 20006
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Sister Irene V. Kraus (1993)
President
Daughters of Charity National
Health System

11775 Berman Drive
St. Louis, Missouri 63146-6905

Risa J. Lavizzo-Mourey, M.D. (1993)
Acting Director
Program in Geriatric Medicine
University of Pennsylvania
Ralston-Penn Center
3615 Chestnut Street
Philadelphia, Pennsylvania 19104-2683

Joseph R. Martin (1990)
General Manager
Center for Hospital and
Health Care Information

American Hospital Association
840 North Lake Shore Drive
Chicago, Illinois 60611

David Mechanic, Ph.D. (1992)
Institute for Health, Health Care

Policy, and Aging Research
Rutgers Universi&
30 College Avenue
New Brunswick, New Jersey 08903

Robert L. Mullin, M.D. (1990)
Director of Continuing Care
Hospital ofSaint Raphael
1450 Chapel Street
New Haven, Connecticut 06511

Bruce Steinwald (1991)
Vice President
Health Technology Associates
Columbia Square
555 13th Street, NW
Washington, D.C. 20004-1109

George H. Van Amburg (1993)
State Registrar and Chief
Office of the State Registrar and
Center for Health Statistics

Michigan Department of Public Health
P.O. Box 30195
Lansing, Michigan 48909

Karel M. Weigel, R.R.A. (1991)
Division of Administrative Services
Mayo Clinic
200 S.W. First Street
Rochester, Minnesota 55905

Members Retired During 1989

Mary Anne Freedman
Director
Division of Public Health Statistics
Vermont Department of Health
P.O. Box 70
Burlington, Vermont 05402

James K. Hutchison
Chief Actuary
The Blue Cross and Blue Shield
Association

676 North St. Clair Street
Chicago, Illinois 60611

William H. Kirby, Jr., M.D.
Principal
Health Management Services, Inc.
401 Walpole Court
Timonium, Maryland 21093

Meeting Dates

All meetings held in Wahington, D. C.

Februa~ 8-10,1989
June 7–9, 1989
November 1–3, 1989
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Appendix IV. Subcommittees of the
National Committee on Vital
and Health Statistics

Executive Subcommittee

Current Roster

Chairman

Ronald G. Blankenbaker, M.D. (1990)
Vice President for Medical Affairs
St. Vincent Hospital and
Health Care Center

2001 West 86th Street
Indianapolis, Indiana 46260

Judith Miller Jones (1992)
Director
The National Health Policy Forum
2011 I Street, NW, Suite 200
Washington, D.C. 20006

Joseph R. Martin (1990)
General Manager
Center for Hospital and
Health Care Information

American HospitaI Association
840 North Lake Shore Drive
Chicago, Illinois 60611

Bruce Steinwald (1991)
Vice President
Health Technology Associates
Columbia Square
555 13th Street, NW
Washington, D.C. 20004-1109

Ex ~cio

Gail F. Fisher, Ph.D.
Executive Secretary
National Committee on Vital and

Health Statistics
3700 East-West Highway
Hyattsville, Maryland 20782

Staff

Jack Anderson, NCHS
Marjorie S. Greenberg, NCHS
Thomas S. Vissman, NCHS

Meeting Dates

Meetingsheld in Wmhington, D.C.

February 8,1989 (working session)
May 12, 1989 (working session)
November 2,1989 (working session)

Meeting held in Chmlottesville, Viw’nia

September 11–13, 1989
(working session)

Functions and Process for the Executive Subcommittee
National Committee on Vital and Health Statistics

Back~ol~nd

At the November 8,1985, meeting of the National Committee on Vital and Health
. Statistics (NCVHS), based on the remmmendations of the Ad-hoc Subwmmittee on

Policy and Directions, there was established an fiecutive Subcommittee of the
NCVHS.
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Pulpose

The Executive Submmmittee was established to assist the Chairman, NCVHS, in
administering the activities of the NCVHS to facilitate and expedite accomplishment
of policies determined by the full Committee and in providing liaison with gover-
nmentaland nongovernmental organizations. The functions and procedures governing
the Executive Subcommittee are subject to approval and modification by the full
Committee.

Composition

The Chairman of the NCVHS is the Chairman of the Executive Subcommittee.
Additionally, the Chairman, NCVHS, shall appoint, subject to ratification of the full
Committee, three members to the Executive Subcommittee on an annual basis, with
the option of reappointment, if appropriate. When appropriate, the three members
will be selected one member each from those who have 1, 2, or 3 years, respectively,
remaining in their terms of appointment to the NCVHS. The NCVHS Executive
Secreta~, or designee, will be an ex officio member of the Executive Subcommittee.

Functions

Specific responsibilities of the Executive Subcommittee are to:

● Identi& and recommend issues for full Committee and subcommittee attention.

● Develop Committee agendas, with a view toward planning several agendas in
advance.

● Develop annual NCVHS Report.

● Coordinate and facilitate subcommittee activities.

● Advise National Center for Health Statistics or other appropriate agency on
allocation of annual NCVHS budget and on resource needs for future years.

● Conduct other business delegated to it by the full Committee.

Proceduresand Process

The Executive Subcommittee is empowered to act between full Committee meetings
on those activitiesdelegated to the Submmmittee, their actions subject to ratification
by the full Committee.

Specific activitiesinclude:

1. In interim periods between the full Committee meetings of the NCVHS, the
Executive Subcommittee will monitor, through telephone calls, mail, and/or
meetings, the progress of work and other activities relevant to the current
approved program of the full Committee. Working with staff and subcommittee
Chairmen, activities will be facilitated, and problems and issues identified and
resolved to ammplish the planned program,

33



2. The Executive Submmmittee will review work plans developed by the submm-
mittees and make recommendations to the full Committee.

3. The Subcommittee may confer with chairmen of other subcommittees or with
others to mnsider particular problems or issues impacting on the work of the full
Committee. These may include senior personnel in the Department and other
public and private agencies with interest in considerations appropriate to the
responsibilities of the Committee.

4. Minutes of any meetings of the Subcommittee will be prepared and mailed to the
fill Committee membership and/or presented at the next full Committee
meeting. If work progresses by mechanisms other than meetings, appropriate
reports will be made to the full Committee membership.

5. The Chairman of the NCVHS, or his designee, will report on the activities of the
Subcommittee at each full meeting. This report will include an outline of the
areas of concern of the Submmmittee and proposed plans for subsequent
followup and activity.

6. In unusual events where some actions, previously not approved by the Commit-
tee, may be required by the NCVHS and a meeting has not been scheduled, the
Subcommittee may mnsider alternatives and make recommendations to the full
Committee by mail or telephone. With concurrence, approved actions may be
taken by the Chairman or other formally appointed representatives of the
Committee.

7. In the absence of the Chairman at an Becutive Subcommittee or full Committee ‘
meeting, the Executive Subcommittee member with the most seniority on the
NCVHS would act as Chairman.
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Subcommittee on Medical Classification Systems

Current Roster

Chai)~nan

Karel M. Weigel, R.R.A. (1991)
Division of Administrative Services
Mayo Clinic
200 S.W. First Street
Rochester, Minnesota 55905

William R. Felts, Jr., M.D. (1991)
Professor of Medicine
George Washington UniversiQ
Medicd Center

2150 Pennsylvania Avenue, NW,
Rm. 405C
Washington, D.C. 20037

Jose~h R. Martin (1990)
Gen~ral Manager ‘ ‘
Center for Hospital and
Health Care Information

American Hospital Association
840 North Lake Shore Drive
Chicago, Illinois 60611

Bruce Steinwald (1991)
Vice President
Health Technolo~ Associates
Columbia Square
555 13th Street, NW
Washington, D.C. 20004-1109

Staff

Richard Havlik, M.D., NCHS
Lynnette Araki, NCHS
Edward Bacon, Ph.D., NCHS
Eileen McCarthy, NCHS
Sue Meads, NCHS

Patricia Brooks, HCFA

Meeting Dates

Meetings held in Wmhington, D. C.

January 11,1989 (working session)
April 17–18, 1989
June 9, 1989 (working session)
October 10,1989 (working session)
October 11,1989

Robert L. Mullin, M.D. (1990)
Director of Continuing Care
Hospital of Saint Raphael
1450 Chapel Street
New Haven, Connecticut 06511

Charge to the Subcommittee on Medical Classification Systems

It shall be the charge to this Subcommittee to monitor, evaluate, and formulate
recommendations as appropriate concerning the progress in the following areas:

1. The progress toward the development of ICD-10; to review and evaluate areas
where conflicting proposals emerge and to participate in the development of
recommendations that are most mmpatible with priority concerns in the United
States.

2. The progress of international decisions regarding ICD-10 as related to needs in
the United States that would require the development of an ICD-10-CM. To
consider alternative mechanisms and suggested time tables if an ICD-10-CM
were perceived as necessary.
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3.

4.

5.

6.

The progress of activities moving toward the development of a single classification
~stem for procedures in the United States to be used for physician fee for
services, diagnostic reporting, and hospital inpatient care reimbursement that will
respond to data user needs.

The ongoing refinement of diagnosis-related groups (DRG’s), case mix indexes,
and severity indexes.

The progress in a number of related areax systems for automated coding of
medical diagnoses and improved medical terminology and nomenclature, quality
of diagnostic data, and other related areas.

Continue to work with the existing ICD-9-CM Coordination and Maintenance
Committee, chaired by the Health Care Financing Administration and the
National Center for Health Statistics, to ensure the utility and integrity of
ICD-9-CM in its broadly based multi-use applications throughout the United
States.
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Subcommittee on Long-Term Care Statistics

Current Roster

Chai!man

Laurence G. Branch, Ph.D. (1992)
Boston University School of Medicine
80 East Concord Street, M-936
Boston, Massachusetts 02215

Nancy L. Cannon, Ph.D. (1993)
Vice President
Care Management Operations
LifePlans, Inc.
Two University Office Park
Waltham, Massachusetts 02154

Stephen F. Gibb.ens (1990)
730 Arcady Road
Montecito, California 93108

Judith Miller Jones, (1992)
Director
The National Health Policy Forum
2011 I Street, NW, Suite 200
Washington, D.C. 20006

David Mechanic, Ph.D. (1992)
Institute for Health, Health Care
Policy, and Aging Research

Rutgers University
30 College Avenue
New Brunswick, New Jersey 08903

George H. Van Amburg (1993)
State Registrar and Chief
Office of the State Registrar and
. Center for Health Statistics
Michigan Department of Public Health
P.O. Box 30195
Lansing, Michigan 48909

Staff

Richard Havlik, M.D., NCHS
Lynnette Araki, NCHS
Joan Van Nostrand, NCHS

Aurora Zappolo, OHPE, OASH

Martin Feuerberg, HCFA
Mary Waid-Simon, HCFA

Meeting Dates

Meetings held in Wmhington, D. C.

April 10, 1989
June 9, 1989 (working session)
August 15, 1989

Charge to Subcommittee on Long-Term Care Statistics

The care of the chronically ill and dependent is of increasing public policy importance.
Demographic trends and reduced mortali~ are resulting in substantial increases in
the number of older persons, especially the very old, and their share of the total
population. The increasing prevalence of chronic renditions and dependency that
accompanies aging implies substantial increases in the population needing long-term
health care and personal services and raises serious concerns about the availability
and affordability of such services. The absence of comprehensive financing concen-
trated in a single program has created difficulties in assembling information required
for analysis of policy choices.
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Similar concerns about information adequacy exist regarding care of the chronically
mentally ill and the mentally retarded and developmentally disabled. Efforts to
“reinstitutionalize” and “mainstream” have increased substantially the potential
sources of care and, unfortunately, the potential for inadequate care. Increased
fragmentation of the service system has also made collection of adequate data on
these persons and their services more problematic.

Therefore, the National Committee establishes the Subcommittee on Long-Term
Care Statistics to describe and assess the adequacy of information available pertaining
to long-term care policy issues and to recommend steps to reduce any deficiencies,
Specifically, the 1990 Charge for the Submmmittee on Long-Term Care Statistics is:

1.

2.

3.

4.

5.

6.

7.

38

Review the Interagency Task Force report on the Long-Term Care Client
Uniform Data Set.

Monitor the Forum on Aging’s consideration of the National Research Council’s
recommendations in me Aging Population in the Twenty-FirstCentuy, especially
the planning for a poss]%le longitudinal health and retirement study and review of
current functional classification techniques; consider those recommendations
directed to the National Committe~ and monitor general aging issues.

Monitor the development and review the Secreta~’s recommendation for a
resident assessment instrument for nursing homes by the Health Care Financing
Administration as mandated by the Omnibus Budget Reconciliation Act of 1987.

Review rewmmendations for a proposed survey of board and care homes.

Initiate a review of quality of life assessment strategies in long-term care
facilities.

fiamine possible linkage of long-term care to mental health data bases.

Encourage better descriptions of bed supply rates for long-term care and their
variation in the country.



Subcommittee on Ambulatory and Hospital Care Statistics

Current Roster

Chai~7nan

William R. Felts, Jr., M.D. (1991)
Professor of Medicine
George Washington University
Medical Center

2150 Pennsylvania Avenue, NW
Washington, D.C. 20037

Nancy L. Cannon, Ph.D. (1993)
Vice President
Care Management Operations
LifePlans, Inc.
Two University Office Park
Waltharn, Massachusetts 02154

Judith Miller Jones (1992)
Director
The National Health Policy Forum
2011 I Street, NW, Suite 200
Washington, D.C. 20006

Robert L. Mullin, M.D. (1990)
Director of Continuing Care
Hospital of Saint Raphael
1450 Chapel Street
New Haven, Connecticut 06511

Bruce Steinwald (1991)
Vice President
Health Technology Associates
Columbia Square
555 13th Street, NW
Washington, D.C. 20004-1109

Staff

Marjorie S. Greenberg, NCHS
Jim Delozier, NCHS

William Sobaski, HCFA

Meeting Dates

All meetings held in Wmhington, D. C.

January 12–13, 1989
May 2,1989
June 9, 1989 (working session)
August 24, 1989
November 1,1989 (working session)

Charge to Subcommittee on Ambulatory and Hospital Care
Statistics

1.

2,

3,

Monitor the responses within the Department of Health and Human Services to
the final report on the Uniform Ambulatory Care Data Set, which was submitted
to the Assistant Secretary for Health by the NCVHS and the Interagency Task
Force, Monitor any implementation plans that are developed by the agencies.

Follow the efforts of the Uniform Claim Form Task Force for the HCFA 1500 to
seek greater standardization of the definitions in use for place or site of health
care services.

Provide continuing liaison with the Health Care Financing Administration, the
National Center for Health Statistics, and other relevant agencies concerning the
statistical aspects of physician payment systems and other data systems and
research and development projects concerned with patient-provider encounters.
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4.

5.

6.

7.

8.

Follow these data systems and related activities by receiving periodic updates,
having an opportunity to react to developments and, where appropriate, framing
recommendations concerning their future course. Among those activities for
which data policy, data coordination, and data quality issues will be reviewed are
(a) progress towards implementing the Medicare Common Working File, (b)
status of the revision of the HCFA 1500, (c) progress towards implementation by
the Medicare program of the unique physician identification number (UPIN), (d)
status of research and demonstration projects on prospective payment method-
ologies for ambulatory care, (e) Medicaid data development, and (f) development
of the National Practitioner Data Bank.

Follow plans for implementing the data aspects of the Medicare Catastrophic
Coverage Act of 1988,including the drug benefit and the requirement for
physician coding of diagnoses on the HCFA 1500. Examine issues of data quality
and coordination.

Follow the status of relative value scale research and related physician payment
reform legislation and the associated data requirements.

Consider the importance of emerging and projected quality of care activities for
relevance to existing data ~stems and implications for revisions to those systems,
Ramine data quality issues related to measurement ‘of the effectiveness and
quality of care.

Assess the need to reexamine the dafa elements and definitions contained in the
Uniform Hospital Discharge Data Set (UHDDS), its congruence with the
Uniform Ambulatoq Care Data Set, and the adequacy of the UB-82 as the
principal vehicle for collecting the UHDDS. Develop a recommendation on this
issue by the February 1990 NCVHS meeting.
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Subcommittee on Health Statistics for Minority
and Other Special Populations

Current Roster

Chaii~nan

Risa J. Lavizzo-Mourey, M.D. (1993)
Acting Director
Program in Geriatric Medicine
University of Pennsylvania
Ralston-Penn Center
3615 Chestnut Street
Philadelphia, Pennsylvania 19104-2683

Frederick A, Connell, M.D. (1992)
Acting Director
Maternal and Child Health Program
School of Public Health and -

Community Medicine
University of Washington, SC-37
Seattle, Washington 98195

Sister Irene V. Kraus (1993)
President
Daughters of Charity National
Health System

11775 Berman Drive
St, Louis, Missouri 63146-6905

Joseph R. Martin (1990)
General Manager
Center for Hospital and
Health Care Information

American Hospital Association
840 North Lake Shore Drive
Chicago, Illinois 60611

Staff

Jacqueline P. Davis, NCHS
Diane Makuc, Ph.D., NCHS
Patricia Golden, NCHS

Warren Hewitt, OMH, OASH

Frank Emerson, HCFA
Maw Waid-Simon, HCFA

Meeting Dates

Meetingsheld in Washington,D.C.

May 3,1989
June 9, 1989 (working session)
September 6,1989
December 12, 1989

Charge to Subcommittee on
Special Populations

Health Statistics for Minority and Other

Recognizing the importance to the Department of Health and Human Services
(DHHS) of collecting and disseminating valid and reliable health data on minority and
other special populations, it shall be the Subcommittee’s charge to:

1. Review and make recommendations on the uniformi~ and adequacy of the
collection, analysis, and dissemination of minority health data.

2. Work with and support the Office of Minori& Health and mllaborating offices in
their data-related minority health activities.

3. Examine health data issues related to the medically indigent, including the
medically underserved, uninsured, and underinsured to determine whether
DHHS systems adequately address these issues and make recommendations.
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Subcommittee on Health Care Statistics

Current Roster Staff

Chaimaan
Edward L. Hunter, NCHS
Edward Baron, Ph.D.j NCHS

(Inactive since June 1989; no R. Clifton Bailey, Ph.D., HCFA
chairman)

Laurence G. Branch, Ph.D. (1992) Meeting Dates
Boston University School of Medicine
80 East Conmrd Street, M-936 Meetings held in Wmhington, D, C.
Boston, Massachusetts 02215 February 8, 1989 (working session)
David Mechanic. Ph.D. (1992) June 9,1989 (working session)
Institute for Heath, Heath C’are

Policy, and Aging Research
Rutgers University
30 College Avenue
New Brunswick, New Jersey 08903

Charge to Subcommittee on Health Care Statistics

The Subcommittee on Health Care Statistics is charged to:

1,

2.

3.

Review the activities underway at the National Center for Health Statistics
(NCHS) to develop the Nation~ Health Care Survey program. The Subcommit-
tee should assist NCHS in obtaining sufficient internal and external input to the
development and policy implication of the survey. As part of this process, the
Subcommittee should assure that user needs are assessed and that appropriate
priorities are set to respond to these needs.

The Subcommittee will coordinate its activities with other Submmmittees to
assure that their concerns are considered in developing strategies and content for
health care surveys.

Assume the Executive Subcommittee’s current role of reviewing the status of
uniform data sets not currently under study by a subcommittee. This review will
focus on the adequaq of existing data sets to meet the proposed mverage by the
Health Care Survey. The Subcommittee will recommend to the Committee the
need for review and/or revision of em”stingdata sets or the development of new
data sets.
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Appendix V. Report of the
Subcommittee on Long-Term Care
Statistics: Review of DHHS
Interagency Task Force Report on
the Long-Term Care Facilities
“Minimum Data Set’”

Introduction

The arena of long-term care is changing. Simple assumptions that long-term care
(LTC) is synonymous with nursing home care are incorrect. Instead, there is a
mixture of types of patients receiving care in nursing homes, as well as different
sources of care for those with long-term need. The Interagency Task Force is to be
commended for its efforts to establish a taxonomy to document uniformly the
definitions of LTC facilities.

The Subcommittee recognizes the difficulty in developing a set of objective criteria to
identi~ accurately other LTC facilities of interest. The traditional definitions of such
facilities (e.g., Iicensure status) are widely recognized as insufficient, but appropriate
alternative definitions or criteria are still problematic. How can we ensure that
unlicensed facilities providing long-term care services actually receive the initial
screening information that determines whether they will meet the revised criterion as
a LTC facili~?

The Subcommittee further believes that, in order to reflect accurately the current
long-term care environment, mnsideration must be given to expanding the facilities
“minimum data set” to include long-term care providers that are not facilities as
defined but which provide LTC services. Examples include adult day care programs
and home health services, to name a few.

Because of the complexity and dynamism of the situation in the LTC arena, the
Subcommittee strongly endorses the Task Force’s recommendation that an evaluation
study be conducted using the “minimum data set” on a test basis before widespread
application is attempted by either the Government or the private sector. This
evaluation should also examine the feasibility of expanding the providers covered as
noted in the above paragraph.

IThe Subcommittee prefers the term uni~om rather than “minimum” because the latter maybe viewed as
a constraint and su~ests that these are the only data to be collected. Depending on the use, more or
different data might be nec~ry. Uniform connotes comparable and sufficient data for various uses.
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In addition, the Subcommittee recommends the conduct of an evaluation study to
assess the impact of these changes on data mmparability with previous years’
collection. In particular, it will be necessary to determine if the strategy to use a
screening criterion to define a LTC facility, rather than relying on the conventional
names, is more useful in capturing policy ramifications. Instead of focussing on
specific elements of the “minimum data set,” the Subcommittee has identified specific
areas for evaluation.

Major Areas of Evaluation

● 25-day length of stay-The impact of setting an arbitrmy limit of an average length
of stay of more than 25 days for residents to quali~ as a LTC facility must be
assessed to determine what types of facilities may be excluded by this definition.
If an arbitrary length of stay is used, concordance with the 30-day length of stay
used by NCHS, by the Uniform Hospital Discharge Data Set, and by the hospital
industry should be encouraged. In addition, there is a need to establish an
indicator of major patient subgroups to encompass both very long-term and other
stay patients because the current trend calls for institutions to serve multiple
populations within the same facility. Perhaps adding another duration indicator,
such as the length of stay of discharges or recent admissions, might be a more
accurate measure instead of using only a mean or median number of length-of.
stay days to characterize the facility.

● Overnight screener-Screener number 2 is logically redundant to screener number
1; that is, length of stay as typically used implies overnight ammmodations. If
screener number 1 is intended to include duration of treatment, with or without
overnight ammmodation, there is potentially substantial ambiguity in the
current version.

● Protective oversight or health care-The implications of the qualifier “protective
oversight or health care” need much more consideration. Although these are
overlapping concepts, adequate characterization could be improved to avoid
ambiguity among potential respondents.

a. fistead of a “yes or no” catego~ for protective oversight, it might be better
to achieve a gradation of two or three additional levels. Presumably, almost
all would have minimal protective oversight, although for some it might be
the major component.

b. Health care should also have more gradations, either in the screener or in the
detail collected on those with a positive response.

c. The separation of the screener into these two segments might be
advantageous.
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● Telms for impaired &nctioning-The terms “impaired functioning” and “impair
adaptive functioning could be misconstrued. The first connotes physical disabil-
i~, whereas the second covers the broad spectrum of being completely dependent
or in a locked ward to having difficulty with alcohol or drugs. These terms should
be defined more specifically.

Additional Areas Needing Evaluation

Nursing services-More detail on the nursing services offered by the LTC facilities
will assist in distinguishing those facilities from mixed use facilities. In addition,
the frequency of providing such services would assist in differentiating those
providing more specialized care from the more custodial group.

~pes of residential fmilities–Facilities that are part of a larger varied residential
organization require proper characterization. For example, long-term care facil-
ities within life-care facilities where residents are provided different levels of
services based on need should be identified. In addition, screening questions will
need to be applied broadly to prevent omission or undercounting of these
facilities.

Contrasting bed usage–The number of certified or licensed beds would be usefil
to contrast actual beds currently in use.

Integrate data sets=To adequately evaluate the facilities data set, there will be a
need to integrate the facilities’ “minimum data set” with the client data set. Thus,
inconsistent definitions, such as the 25-day and 30-day lengths of stay, need to be
corrected. Further, when the client data set is completed, the two data sets will
need to be evaluated together.

Uses of “minimum data set”- The Subcommittee recognizes that to be of greatest
value, the “minimum data set” should be adopted by other Government agencies
and by the private sector in addition to its use within the Department. Evaluation
of such uses, particularly in the private sector, should be included.

Board and care homes-Board and care homes represent a major challenge to the
Government, both in terms of enumeration and in collecting information of use,
need, and quality. This aspect of the minimum data set merits special emphasis
and careful consideration.

Special categories— A specific category for AIDS patients should be added to the
“treatment population normally served.” Possibly, other subgroups, such as
children, should be identified separately.

Type of nursing facilities-Besides designating a facility as owned or leased by a
“chain;’ it would be important to obtain information on whether the facility is
part of a health maintenance organization or part of a managed care system,
operating under management agreements or operating under special
arrangements.
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● Types ofpersonnel-In view of new personnel training requirements, it might be
necessary to categorize the employees of the facilities into smaller classifications?
e.g., nurses aides.

Summary

The Subcommittee endorses the effort to identi& LTC facilities in their multiple
forms, especially the intent to identi~ mental health and general health care facilities
in the same data set. However, because the screener approach is new and its
ramifications unclear, the Subcommittee recommends that the data set be pilot tested
and that an evaluation of its effect be conducted before large scale application by
Government and private sector nursing facilities is endorsed. To this end, the
Subcommittee plans to monitor progress on the implementation of an evaluation
project and would like to be apprised of the design, execution, and results when they
become available. Such an evaluation phase is critical to the ultimate usefulness of the
LTC facilities’ “minimum data set.”
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Appendix V1. Report of the
Subcommittee on Ambulatory Care
Statistics and the Interagency Task
Force on the Uniform Ambulatory
Care Data Set

Introduction

The interest of the National Committee on Vital and Health Statistics (NCVHS) and
the Department of Health and Human Services (DHHS) in ambulatory care data is
a lengthy one. A brief synopsis of major milestones and a history of the development
of the Uniform Ambulato~ Care Data Set are presented at the end of this report. The
written history began with the 1972 Chicago Conference on Ambulatory Medical
Care Records, From this Conference and subsequent work of a technical mnsultant
panel, the first Uniform Minimum Basic Data Set on Ambulatory Medical Care
Records was published by the Department in 1976. A second technical consultant
panel reevaluated the data set, resulting in the publication of a revised Uniform
Ambulatory Medical Care Minimum Data Set in 1981, Although widely dissemi-
nated, this data set has not been officially acted upon by the Department.

The most recent reassessment of the data set is reflected in this document and
represents the joint work of the NCVHS Subcommittee on AmbulatoV Care
Statistics and the departmental Interagency Task Force on the Uniform Ambulatory
Care Data Set. The charges and membership of each group are also presented later.
The Interagency Task Force was charged with ascertaining the data needs of
departmental agencies, whereas the NCVHS Subcommittee reviewed the data set
from the broader perspective of other governmental agencies, the research commu-
nity, and the private sector. Although initially two separate reports were envisioned,
the close working relationship between the Subcommittee and Task Force resulted in
consensus on a single uniform data set. During these deliberations the terms
‘tminimum” and “medical” both were removed from the data set’s name. The process
of achieving consensus that every major user should require every item, as a
minimum, was viewed as limiting and nonproductive. “Medical” was eliminated
because it was considered too closely identified with services that only physicians
might deliver.

The NCVHS Subcommittee and the Interagency Task Force believe that a ~mmon
data set is essential to carrying out stewardship responsibilities for programs that
finance or directly provide ambulatory care. Research efforts also will be enhanced by
conformance with uniform categories and definitions. The changing dynamics in
ambulatory care will demand that this data set be reviewed periodically to assure that
it reflects the information most needed for making management and policy decisions.

Confidentiality represents a mntinuing mncern, which extends beyond the activities of
the Subcommittee and the Task Force. It must be acknowledged that, wherever health

——

—
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or other personal data are collected, there is always the risk of inappropriate
disclosure and invasion of personal privacy. The absence of such information,
however, presents other serious risks. Programs and other organizations collecting
and usin~ health data must assume the responsibility for safemarding those data and
protecting citizens’ rights under applicable laws aid regulations
approaches or seek solutions where inadequate safeguards exist.

Purpose

~d must modify

The purpose of the Uniform Ambulatory Care Data Set is to improve the compara-
bility of ambulatory care data by defining a common core of standard data items with
uniform definitions. These items are considered to be those most likely to be needed
by a variety of users for multiple applications. It is recognized, however, that the items
will not necessarily be sufficient to meet the total data needs of any one user group
and that providers of ambulatory care and mllectors of ambulatory care data may
supplement this data set in accordance with their particular requirements. For
example, a reimbursement data set may include an auxiliary set of items needed for
eligibility and coordination of benefits, whereas a data set for assessing quali~ and
effectiveness of care may define additional pieces of information that should be
obtained from a patient’s medical record.

The items in this data set are recommended for inclusion in the remrds of all
ambulato~ health care but do not, themselves, define a complete patient remrd,
Although desirable, all items do not need to be remrded in the individual patient.
health record. Some items, for example, may be included in registration or billing
records. In such instances, however, the capability should exist to link data from the
various data sources. This ability to link records is considered an essential aspect of
the data set. In addition, some data items need only be recorded once and updated
when necessary.

The data items also are the common core of data remmmended for adoption in the
health care delivery and financing programs of the Department of Health and Human
Services that require data on individual ambulatory encounters on a continuing basis.
In addition, when items in this data set are included in other data systems, the
recommended definitions and minimal classifications should be followed. It further is
recommended that other Federal and State organizations, as well as institutions,
professional organizations, and insurance companies that mllect ambulatory care
dat~ endorse the definitions and agree to use the data set to the maximum extent
possible. Finally, it is expected that there will be a phase-in period during which data
collectors will implement recommended data items that currently are not being
collected. Although several studies have been mnducted over the years on the
availability of the data items in various ambulatory care settings, additional evaluation
and fieldtesting may be required for some items.

Whereas the 1981 data set defined those items that should be entered in the records
of all ambulato~ health care, this revision emphasizes that, to the extent possible,
these items should be abstracted uniformly from those records into ambulatory care
data bases. This brings the data set into amrdance with the Uniform Hospital
Discharge Data Set and reflects the fact that an increasing number of public and
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private sector groups are recognizing the need for collecting and analyzing data on
amb~latory care for. a variety of pu oses. These purposes include patient care,

Tquahty assurance, reimbursement, po icy dev~lopm:nt, management and planning,
and research. Although the 1981 report pointed m th]s dlrectlon, the focus was
primarily on health record~, and the definitions in some cases did not lend themselves
to uniform retrieval. Consistent with the 1981 version, however, neither a survey or
other data collection system nor a specific data mllection form is recommended.
Nonetheless, the ~nsiderable efforts of the Uniform Claim Form Task Force in
fostering uniformity through the mmmon claims form for physician services, the
HCFA 1500, is recognized. Because the history of in atient data indicates that

1information from bilhng instruments is likely to be use for purposes well beyond
remuneration, relevant billing instruments should ca ture ade uate data for current

! 3and emergin applications. It is also important that t ey be up ated as frequently as
%necessary to e consistent with the most current recommendations on data Items and

definitions.

Summary of Recommendations

The Submmmittee on Ambulatory Care Statistics of the NCVHS and the DHHS
Interagency Task Force on the Uniform Ambulatory Care Data Set have identified
the followingcore set of items for inclusion in a Uniform Ambulatory Care Data Set.
These items are recommended for inclusion in the records of all ambulatory health
care and for uniform abstraction from existing remrds into ambulatory care data
bases. They delineate information that characterizes the patient, the provider, and the
encounter, A few items are designated as “optional.” There was sufficient interest in
these items to rewmmend uniform definitions; however, these optional items would
not be considered mandato~ for health care delivery and financing programs of the
Department that require data on individual ambulatory enmunters on a continuing
basis.

Patient Data Items

1, Personal identification
2. Residence
3. Date of birth
4. Sex
5, Race and ethnic background
6. Living arrangement and marital status (optional)

Provider Data Items

7. Provider identification
8. Location or address
9. Profession
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Encounter Data Items

10.
11.
12.
13.
14.
15.
16.

Date, place, and address of encounter, if different from Item 8
Patient’s reason for encounter (optional)
Problem, diagnosis, or assessment
Services
Disposition
Expected sources of payment
Total charges

This list of items is consistent with the data set remmmended by the NCVHS to the
Secretary of DHHS in 1980 and published by the Department in 1981. Item
definitions have been modified in a number of cases to reflect current needs, and the
separate items for diagnostic, therapeutic, and preventive services have been com-
bined into one services item. Type of practice has been eliminated as issues related to
setting or financial arrangement are captured under place of eneounter or expected
sources of payment. The definition of a provider has been considerably expanded, with
corresponding impact on the definition of an encounter. An optional item for living
arrangement and marital status has been added. Finally, the address of the encounter,
if different from the provider’s address, has been included, along with an extensive list
of places of encounter.

Definitions

The Subcommittee and Interagency Task Force developed the following definitions
for “provider: “ambulatory care,” and “en~unter.” These definitions form the
framework for the Uniform Ambulatory Care Data Set, because the core items are
recommended for each ambulato~ care encounter with a provider.

A. Individual Provider

An individual provider is a health professional who delivers services or is
professionally responsible for services delivered to a patient who is exercising
independent judgment in the care of the patieng and who is not under the
immediate supervision of another health care professional.

In addition to physicians and dentists, this definition includes a wide range of
health professionals, such as nurse practitioners, physical therapists, psycholo-
gists, optometrists, chiropractors, and podiatrists, who meet the criteria stated in
the definition. The pathologist who is responsible for a laborato~ and the
radiologist who interprets an x ray are included because they are professionally
responsible for services delivered to a patient and exercise independent judg-
ments in those responsibilities, even though earlier definitions used in the
ambulatory medical care data set did not include such physicians responsible for
ancillary services because they frequently did not have direct contact with the
patient. The purpose of this expanded definition is to assure that data on the
services rendered to a patient are captured when the services o~ur and where the
data are most likely to originate. The definition excludes, for example,
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the technician in a laboratory who draws the blood or the nurse who carries out a
specific test, such as measuring blood pressure, which was ordered by another health
professional, as these individuals are considered not to be exercising independent
judgment and to be under immediate supervision. In the former case, the pathologist
is the provider, and in the latter case, the health professional who ordered the test is
the provider, even if he or she has no direct contact with the patient when the service
is delivered. Pharmacists and suppliers of appliances and equipment are not consid-
ered to meet the definition of a provider in this data set.

Additional Provider Data Element

The Subcommittee and Interagency Task Force also recommend collecting, where
feasible, an additional data element to identify the health professional provider who
initiated the enmunter if different from the provider who delivered or was responsible
for the services delivered. This item is considered useful for both quality and
utilization review and sufficiently important to be part of the core set of recommended
items. This initiating or ordering health professional may be responsible, on a
continuing basis, for developing and managing the plan of care for the patient or,
more simply, may have made an initird referral to another health professional for
assessment, treatment, therapy, or Iaboratog tests. Examples would include the
physician who prescribed the physical therapy, who ordered the laboratory tests, or
who referred the patient to another specialist. Certain problems are recognized with
collecting the item. For example, the provider of services may not always have access
to the initiating provider’s numeric identifier. Confidentiality issues could be a factor,
although automated systems should be able to associate a provider’s name with his or
her numeric identifier. Furthermore, the mntinuing role of the initiating provider in
the patient’s course of care will be ambiguous in the data set without further detail
and record linkage. At a minimum, it maybe useful at least to know that the services
were ordered or the patient was referred by another provider. It is recommended that
this additional item be tested for utility and feasibility where it is not currently being
collected.

B. Ambulatory Care

Ambulatory health care comprises services provided to patients who are neither
hospitalized nor institutionalized as inpatients in a health care facility that is
the site of the encounter.

As an example, a physician visit to a nursing home patient at a nursing home
would be considered inpatient care, whereas that same patient’s visit to the
physician’s office would be defined as ambulatory care. In order to operationalize
this definition it may be necessmy to identi~ specifically which institutions
constitute health care facilities and which do not, falling more in the category of
residential or custodial care. The definition also has implications for a health care
facility to maintain a record for a visit to an inpatient by an outside provider or for
adequate linkage of records between institutions and providers. For further
detail, see the discussion on place or site of encounter.
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C. Encounter

An encounter is a professional contact between a patient and a provider who
delivers services or is professionally responsible for services delivered to a
patient.

A professional mntact occurs between a patient and a provider when the patient
is physically present or when the provider is analyzing a specimen or interpreting
au image of the patient for the referring physician. Thus, an enmunter occurs
when a patient receives ancillary services through a separate prow’der when those
services are not captured at the time of the original enwunter with the provider
ordering the services. A professional mntact also can occur between a patient and
provider on the telephone and by other communication mechanisms from remote
sites, but data system policies may differ on whether such a mntact constitutes an
enmunter and what data elements should be rewrded or wllected for these
contacts. A provider conference with a collateral, e.g., the parent of a patient who
is a child, irrespective of who initiates the contact, could be considered an
enmunter. h cases of family systems therapy, where multiple family members are
present, an enmunter should be munted for each of the family members, even if
only one bill is generated. On the other hand, provider consultation with another
provider about a patient in the absence of the patient or referral of the patient to
another provider is not considered an enmunter. Provider consultation with a
third party for the purpose of developing and obtaining services for a patient, e.g.,
a case manager seeking housing arrangements for a patient or a provider
complying with preadmission certification requirements for a patient, can repre-
sent appropriate services but should not be considered an enmunter. For
purposes of this data set, receiving services from a pharmacist or a supplier also
does not mnstitute an enmunter.

Uniform Ambulatory Care Data Set

The recommended data set for ambulatory care follows. It represents the outmme of
Subcommittee and Interagency Task Force meetings as informed by consultation with
dle broader mmmunity of data users. Differences in mntent or definition from the
1981 data set are described.

Patient Data Items

1. Personal Identification

a. Name: Surname, first name, and middle name or initial.

b. Numeric A unique number for the individual that links personal character-
istics of the person to all services received by the person within a health care
system and across systems when services are covered under a third-party
(government or private) reimbursement or funding arrangement.

Commen~ a. Name The 1981data set specifies “Surname, first name, and
middle initial.” This revision sugests middle name rather than
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initial, where available and feasible to collect, to further facili-
tate patient identification and record linkage. Individual users
may decide that they need more detail, such as maiden name.
Additional information probably will be needed for reimburse-
ment applications and coordination of benefits, such as the
insured’s name if different from the patient’s name, and the
relationship of the insured to the patient. The designation and
definition of these items currently is under the purview of the
Uniform Claim Form Task Force, and the Subcommittee and
Interagency Task Force endorse uniformity in developing these
items.

b. Numeric The ability to link services for the individual across
health care systems and reimbursement mechanisms is consid-
ered an extremely important goal. It is remgnized that replace-
ment of the multiple numbers now in use by a unique identi~ing
number for each individual, applicable regardless of health care
source or third-party arrangement, is complex. The Submmmit-
tee and Interagency Task Force support the statement in the
1981 data set that a convenient number for this purpose would
be the social security number, with a modifier, as necessary, for
patients without their own numbers to enhance individual
identification of recipients of health care. The social security
number, for the most part, is unique and lifetime; and the trend
is towards its broader use, including in the Medicare Program.
However, the Subcommittee and Task Force recognize certain
statutory prohibitions on the mandatory collection of social
security number by Government agencies and totally support
the need to protect personal privacy whatever numeric identifier
is used. When the use of social security number is not feasible,
other constructions for unique identification will need to be
devised, but it must be recognized that these could require a new
bureaucracy and wnsiderable additional expense.

2. Residence (usual residence, full address, and zip code)

Commenti The item should relate to the usual residence, although the remrd
may also contain a temporary address. Provision needs to be made for changes in
usual residence. Depending on the needs of the particular data system, it may also
be advisable to obtain a semnd forwarding address or permanent address if
different from the usual address. Reimbursement applications will also require
the insured’s address if different from the patient’s, The address should be in
sufficient detail (street name and number, city or town, wunty, State, and Zip
Code) for followup or outreach. The information also is becoming increasingly
important for conducting population-based analyses for policy purposes. The
five-digit Zip Code is the minimum required, but the nine-digit Zip Code is
considered desirable. Data systems, where it is useful, should make provision for
collecting nine digits. It should be recognized that “munty” may not be captured
on an encounter form, but a system should have the capability to mmpute coun~
and metropolitan statistical area (MSA) from the address. For persons with no
fixed address, at least the city in which the care was rendered should be noted.
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3. Date of Birth (month, day, year)

Comment: A minimum of tiree digits are required for year. If birth date is not
known, interpolate year of birth from age. For reimbursement applications,
insured’s birth date and birth date of spouse may both be required.

4. Sex

a. Male

b. Female

5. Race and Ethnic Back~ound

a. Race

(1) American Indian/Eskimo/Aleut

(2) Asian or Pacific Islander

(3) Black

(4) White

(5) Other Race

b. Ethnicity

(1) Hispanic Origin

(2) Not of Hispanic Origin

Comment: The above categories are those used by the Department in the
Uniform Hospital Discharge Data Set (UHDDS) and the Long-Term Care
Minimum Data Set and are recommended to try to maintain comparability
between institutionalized and ambulatory patients. The Department specifically
uses the category American Indian/Eskimo/Aleut rather than the Office of
Management and Budget (OMB) category of American Indian or Alaskan
Native, because Alaskan Native can include American Indians and could also be
considered anyone born in Alaska. The Subcommittee notes that the ethnicity
identifier is an indication of Hispanic ori~”n rather than a generic classification of
ethnicity and that some localities may want to mllect additional information on
ethnic origin. To the extent that finer distinctions can be made within a particular
racial or ethnic group that will enhance the analyses, it is also desirable, as long
as such categories can be aggregated into the basic categories designated above,
For example, within Hispanic origin, it often is useful to differentiate among
Mexican Americans, Cubans, and Puerto Ricans. The OMB states that a person’s
racial and/or ethnic background is determined by the way in which the person
chooses to be identified in his or her mmmunity. Nonetheless, it is known that
some providers rard this item based on observation. It is recognized that there
often are problems mllecting accurate racial and ethnic identifiers and that the
data only can be collected as permitted by law, but the information is considered
important and useful for a variety of analytic purposes, This is one of the items
that may not need to be mllected at every encounter if it is available for
abstraction from the patient’s health care record or contained in an enrollment
file.
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6. Living arrangement and marital status (optional)

The Subcommittee and Interagency Task Force recognize that a person’s social
support system can be an important determinant of his or her health status, access to
health care services, and use of services. Frequently, marital status and/or living
arrangement are used as surrogates for the social support system available to a
patient. It is recommended that, when this information is needed for program design,
targeting of services, utilization and outcome studies, or other research and develop-
ment purposes, the following definitions should be used for living arrangement and
marital status. In terms of measurement of social support the item on living
arrangement will have greater utility than the item on marital status. However, the
ultimate selection of items needs to be made on the basis of the context and purpose
of the data collection.

Living Arrangement

a. Alone

b. With spouse (alternate with spouse or unrelated partner)

c. With children

d. With parent or guardian

e. With relatives other than spouse, children, or parents

f. With nonrelatives

g. Unknown

Multiple responses can be made to this item because of living arrangements that
are a combination of spouse, children, parents, and nonrelatives.

In those data systems that choose to collect marital status in lieu of or in addition
to living arrangement, the following categories should be used:

Marital status

a. Married—A person currently married. Classi& common law marriage as
married.

b. Never married-A person who has never been married or whose only
marriages have been annulled.

c, Widowed—A person widowed and not remarried.

d. Divorced–A person divorced and not remarried.

e. Separated—A person legally separated or otherwise absent from spouse.

f. Unknown.
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These categories are mutually exclusive. Cohabitation should be grouped with
married unless the purpose of data collection is specifically for health insurance
benefit determination.

Longitudinal studies will have the opportunity to examine transitions from one
type of living arrangement or marital status to another.

Provider Data Items

An “individual provider” has been defined as a health professional who delivers
services or is professionally responsible for services delivered to a patient, who is
exercising independent judgment in the care of the patient, and who is not under the
immediate supervision of another health care professional. An “encounter” is defined
as a professional contact between a patient and a provider during which services are
delivered.

The following characteristics should be collected for the provider of record for each
encounter. If a user decides to collect the additional provider data element, discussed
above under definitions, for the provider who initiated the encounter if different from
the provider who delivered or was responsible for the services delivered, consideration
also will have to be given to the necessary identification elements required for this
item.

7. Provider Identification

a. Name: Surname, first name, and middle name or initial

b. Numeric: A unique number that distinguishes the provider from all other
providers and is the same for the provider in all settings where he may be in
practice.

Commenb a. Name As in the case of patient identification, middle name rather
than initial is su~ested if available and feasible to collect to
facilitate provider identification and record linkage.

b. Numeric Many providers practice in more than one health care
setting. Use of a unique number for each provider will make it
possible to identi~ all of the patients that the provider encounters
in various settings and to distinguish his patients from those of
another provider in the same setting. A single provider identifica-
tion number will also benefit the provider, for it can replace the
many different numbers with which he may currently identifi
himself in different situations. At the same time, it is acknowledged
that some insurers also require the provider’s tax identification
number.

The replacement of the multiple numbers now in use by a unique
identifying number for each individual provider, applicable regard-
less of health care source or third-party arrangement, is analogous
to the complex situation previously addressed for patient identifie-
rs. The Subcommittee again supports the statement in the 1981
data set that a convenient number for this purpose would be the
social security number, with a modifier to indicate that health
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services are the object. However, the Subcommittee and Intera-
gency Task Force recognize the Department’s current decision not
to use the social security number for this purpose and conclude
that, if the use of social security number is not feasible, other
constructions need to be devised. The Subcommittee and Intera-
gency Task Force further remgnize HCFA’S current initiative to
develop a HCFA- or carrier-assigned number for Medicare pro-
viders. However, this effort will apply only to the medical doctors
(M.D.’s), doctors of osteopathy (D.O.’S), dentists, optometrists,
chiropractors, and podiatrists who treat Medicare patients and will
have to be expanded to include all the health professionals who
qualifi as providers under this data set.

8. Location or Address

(Full address and Zip Code for the location of the office or facility that is the usual
or principal place of practice)

Comment: The address should be in sufficient detail (street name and number,
city or town, county, State, and Zip Code) for followup or outreach. Where Zip
Code is used, it must be five digits as a minimum, but the nine-digit Zip Code is
considered desirable, and data systems finding it useful should make provision for
collecting nine digits. Systems also should have the ability to compute county and
metropolitan statistical area from the address. The provider must make a
consistent selection for this item even if he spends his time equally among sites of
practice.

9. Profession (the one in which the provider is currently engaged)

a.

b.

c.

Physician (M.D. or D.O.) or Dentist (DDS or DMD)
List specialty and or subspecialty (limit up to three)

Other Licensed or Certified Health Care Professional
List field of practice or specialty

Other Health Care Provider
List self-designated field of practice or specialty

Comment: This element includes both certified and self-designated profession.
Categories “b” and “c” are provided for a wide range of personnel who are the
principal (or solo) providers at an encounter. Examples are nurse practitioners,
health associates functioning as health practitioners, psychiatric social workers,
and clinical psychologists. The Subcommittee and Interagency Task. Force
recognized certain problems with self-designated specialty or subspecialty but did
not identi~ a practical alternative. Development of further guidance for this item
would be useful.

Encounter Data Items

10, Date, Place or Site and Address of Encounter, if different from item 8

a, Date of Encounter: Month, day, and year

Comment: Each encounter generates a date of service related to the other
‘characteristics of the visit. Linking encounters for the same patient determines
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when services started, categorizes services into episodes of care, and identifies
gaps in prescribed schedules for care. The Subcommittee and Interagency Task
Force remgnize that, under batch billing, one can lose the specificity of data
elements associated with each encounter date; but the objective of these
recommendations is to enmurage identi~ng a unique date of remrd for each
enmunter. Automated data systems will facilitate this objective.

b. Place or Site of Encounter

(see list which follows)

Commenk The accompanying list is similar to the draft list developed by the
Unifom Claim Form Task Force for the HCFA 1500. Inpatient facilities have
been retained for mmpleteness. Also, it has been assumed that outpatient
services that meet the definition of ambulatory care potentially could take place
inmost, if not all, of these facilities. Ambulatory care has been defined as services
provided to patients who are neither hospitalized nor institutionalized as inpa-
tients in a health care facility that is the site of the encounter. Consideration was
given to developing a greatly abbreviated list that would mllapse sites into a
number of general categories. However, it was decided that it was preferable to
retain the specificity and level of detail in the ammpanying list, which will permit
others to aggregate sites for their own purposes. Furthermore, it was determined
that it was necessary at this stage to mllect the detailed information in order to
make subsequent decisions about aggregations. Greater specificity in definition
probably will be needed for several of the sites, and additional sites muld be
added. Suggestions include 24-hour observation units, involuntary confinement
sites, and work-site clinics. Modifications of the draft list include a distinction
between freestanding and hospital-based for ambulatory surgical facilities, bir-
thing centers, and hospices; updating of definitions for mental health facilities;
substitution of “Home” for “Patient’s Home” to reflect generally “care in a
private residence: because often patients stay with relatives in lieu of their legal
address; and the addition of “Freestanding Walk-in Urgent Visit Center,”
“Freestanding Radiolo~ Imaging Services Facility< and “Freestanding Clinic:’
The Uniform Claim Form Task Force did not list these latter facilities, in part
because of difficulties with their definitions. No special license or certification are
required, and it has been suggested that “these places of service cannot be
distinguished from a Clinic, Ambulatory Surgical Center, or other Group
Practice.” Nonetheless, the Submmmittee and Interagenq Task Force felt their
separate ezistence should be reflected in the list. It should be noted that the
Submmmittee had recommended previously that a wnsensus group such as the
Uniform Claim Form Task Force evaluate the categories and definitions cur-
rently in use for ambulatory sites of care and determine the eztent to which
standardization is feasible. The efforts of the Uniform Claim Form Task Force in
this regard are acknowledged and appreciated.

c. Address of Facility where Services Rendered, when different from item 8

Commenh This is an addition to the 1981 data set. The address should be in
sufficient detail (street name and number, city or town, county, State, and Zip
Code) for geographic analyses and in some cases, for the essential purpose of
obtaining the patient remrd. Where Zip Code is used, it must be five digits, as a
minimum, but the nine-digit Zip Code is mnsidered desirable, and data systems

58



finding it useful should make provision for mllecting nine digits. Systems also
should have the ability to mmpute county and metropolitan statistical area from
the address, Although in many cases, this item will be the same as item 8,
provider’s address, it will be important for various population-based, utilization
and access analyses to know the actual location of the encounter when it differs
from the provider’s usual or principal place of practice.

It was recognized that some data collections also will need to obtain the facility’s
tax identification number and that this number muld have utility for remrd
linkages, for example, in the case of charge data. Further, where services are
provided under an organized system of care, there maybe interest in obtaining
the tax identification number of the organized entity. The latter number muld
serve three purposes. First, it muld facilitate record retrieval when the record is
maintained at a central site other than the address of the provider (item 8) or the
address of the encounter site (item 10c). Second, it could help distinguish a
pattern of unrelated encounters with different individual providers from a series
of similar encounters which were provided under an organized system of care.
Third, as suggested above, it muld help in record linkage where there is a facili~
charge (see item 16—Total Charges). However, given the policy and legal issues
involved in obtaining tax identification numbers, and the time and mst consider-
ations of adding data elements to the core data set, the Subcommittee and
Interagency Task Force concluded that items 8 and 10c should satisfy the majority
of data needs.

Ulst for Place of Encounter

(1)

(2)

(3)

(4)

(5)

,/

Office

Location where the health professional routinely provides health examinations,
diagnosis, and treatment of illness or injury on an ambulato~ basis.

Home

Care in a private residence.

Hospital Inpatient

An institution (other than psychiatric) that primarily provides diagnostic,
therapeutic, and rehabilitation services to inpatients for a variety of medical
conditions, both surgical and nonsurgical, by or under the supervision of
physicians.

Hospital Outpatient

A portion of a hospital that provides diagnostic, therapeutic, and rehabilitation
services to sick or injured persons who do not require hospitalization or
institutionalization at the time of the enmunter.

Hospital Emergency Room

A portionof ahospitaIwhereemergentdiagnosisandtreatmentof illnessand/or
injury is rendered.
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(6)

(7)

(8)

(9)

(lo)

(11)

(12)

(13)

(14)
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Freestanding Clinic

Specific facilities that provide ongoing outpatient medical care, such as Health
Maintenance Organization clinics, Neighborhood Health Centers, health de-
partment clinics, community health centers, and family planning clinics.

Rural Health Clinic

A certified facility that is located in, a rural medically underserved area, under
the general direction of a physician, and provides outpatient prim~ medical
care.

Freestanding Walk-in Urgent Visit Center

Facilities that provide initial, urgent medical care or specialized diagnostic
services but provide minimal followup services.

Ambulatory Surgical Facility

a. Freestanding

b. Hospital based

A facility used as a setting to provide surgical services on an outpatient basis.

Independent Laboratory

A laborato~ certified to perform diagnostic and/or clinical tests independent of
a physician’s office or hospital.

Freestanding Radiolo~ or Imaging Services Facility

A facility independent of a hospital that provides any one or a combination of
such radiolog services as diagnostic andlor therapeutic radiolo~, nuclear
medicine, computerized azial tomography (CAT) scan procedures, magnetic
resonance services or diagnostic ultrasound, and other imaging services.

Skilled Nursing Facility

h institution that primarily provides inpatient skilled nursing care and related
services to patients who require medical, nurse, or rehabilitative services but
who do not need the intensive care of an inpatient hospital.

Intermediate Care Facility

& institution that primarily provides health-related care and services to
individuals who do not require the degree of care or treatment that a hospital or
skilled nursing facility is designed to provide, but, because of their physical
condition, require care and services (above the level of room and board).

Custodial Care Facility

A facility that provides room, board, and other personal assistance services
generally on a long-term basis, and that usually does not include a medical
component.



(15)

(16)

(17)

(18)

(19)

(20)

(21)

Birthing Center

a. Freestanding

b. Hospital based

A facility that provides a setting for labor, delivery, and
care, as well as immediate care of newborn infants.

Hospice

a. Freestanding

b. Hospital based

immedi

A facility that provides palliative and supportive care for termi]
and their families. (Use home as place of service for hospice care
home.)

Intermediate Facility Care (Mentally Retarded)

An institution that primarily provides health-related care z
mentally retarded individuals who do not require the deg
treatment that a hospital or skilled nursing facility is designed
because of mental condition, require care and services (above d
and board).

Outpatient Mental Health Clinic

An organization that provides only ambulatory mental health se
a regular or emergency basis. The medical responsibility for all]
and/or direction of the mental health program is generally
psychiatrist.

Psychiatric Hospital

An entity (public or private) either operated as a hospital by a S
mental hospital) or licensed as a hospital by the State (e.g., pri
hospital), which is primarily concerned with providing 24-hour i]
health care to mentally ill patients.

Residential Treatment Center for Emotionally Disturbed Child

An organization whose primary purpose is the provision of indiv
programs of mental health treatment services in conjunction I
care, primarily to children and youth under the age of 18.

Mental Health Partial Care Organization

A freestanding organization offering only day or evening partial
hospitalization. Partial care or hospitalization is a planned pro{
health treatment services generally provided in visits of 3 or
groups of patients, that may involve intensive short-term thera~
tation; sustainment, maximization, or socialization through rec
occupational program activities, including sheltered workshops
tion, rehabilitation, and training, including special education clas
nursery schools, and vocational training.
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(22)

(23)

(24)

(25)

(26)

(27)

(28)

(29)
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Multiservice Mental Health Organization

k organization that directly provides inpatient, residential, outpatient, andlor
partial care and is not classifiable as a psychiatric or general hospital or as a
residential treatment center for emotionally disturbed children.

General Hospital with Psychiatric Services

(For use with patients receiving psychiatric services in a hospital inpatient site
that is not a psychiatric hospital.) An organization that provides psychiatric
services, either in a separate psychiatric inpatient, outpatient, or partial hospi-
talization service with assigned staff and space or outside of separate psychiatric
services, e.g., psychiatric services are provided in a medical-surgical service.

Residential Substance Abuse Treatment Facility

A facility that provides treatment for substance (almhol and drugs) abuse to
live-in residents who do not require acute medical care. Services include
individurd and group therapy and counseling, family counseling, laborato~ tests,
drugs and supplies, psychological testing, and room and board.

Comprehensive Outpatient Rehabilitation Facility

A facility primarily engaged in providing (by or under the supervision of a
physician) diagnostic, therapeutic, and restorative services to outpatients on an
ambulatory basis for the rehabilitation of injured, disabled, or sick persons.

Inpatient Rehabilitation Center

A medical rehabilitation facility that provides diagnostic and inpatient rehabil-
itative treatment services for disease or injury.

End Stage Renal Disease Treatment Facility

A facility that provides dialysis treatment, maintenance andlor training to
patients on an outpatient or home-care basis.

Ambtiance

A vehicle (land, air, or water) specifically designed and equipped for lifesaving
and transporting the sick or injured.

Other Unlisted Facility

Other service facilities not identified above.
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12.

Patient’s Reason for Encounter (optional)

Includes the patient’s stated reason at the time of the encounter for seeking
attention or care. This item attempts to define what actually motivated the patient
to seek care.

Commenh The Subcommittee and Interagency Task Force recommend this as an
optional research item for specird studies and consider it particularly useful for
the first visit although it may also have selected uses for repeat visits. The patient’s
reason for an encounter with a provider is not always the sign and symptom
pattern recorded by the provider after completion of a sequence of history taking,
examination, investigation, and assessment by the provider. Although this signand
symptom pattern might be accurate, it may not explain the patient’s concerns and
expectations. Capturing such information, where available, can mntribute to
utilization, quality of care, and epidemiologic studies and should improve the
ability of the provider and the health care system to understand the relationship
between the patient’s perceived need and the provider’s decisions regarding this
need. It may eventually result in information relative to the natural history of
disease and changes in health seeking behavior.

Several systems have been tested and used for mding the patient’s reason for
encounter and should be considered for retrieval, further testing, and analysis of
this information by data systems. These coding systems include the International
Classification of Primary Care developed by a working party for the World
Organization of National Colleges, Academies, and Academic Association of
General Practitioners/Family Physicians and the Reason for Visit Classification
used in the National Ambulato~ Medical Care Survey conducted by the National
Center for Health Statistics.

Problem, Diagnosis, or Assessment

Describes all conditions requiring evaluation and/or treatment or management at
the time of the encounter as designated by the provider. It is recommended that
the standard coding mnvention for this purpose should be the widely used
International C1assMcation of Diseases and, if existent, its clinical modification
(currently ICD-9-CM), with all codes available for use. This approach should
accommodate the coding of symptoms, ill-defined conditions, and problems when
a firm diagnosis has not been established.

The condition that should be listed first is the diagnosis, problem, symptom, or
other reason for encounter shown in the patient’s health care remrd to be chiefly
responsible for the ambulatory medical care services provided during the
encounter. List additional codes that describe any m-existing conditions. Do not
code diagnoses documented as “probable: “suspected,” “questionable,” or “rule
out” as if they are established. Rather, code the rendition(s) or symptom(s) to the
highest degree of certainty for that encounter.

Comment: It is recognized that data systems that currently are not capturing this
information will require an implementation phase, but the item is considered
essential for any ambulatory care data set. Information on all patient problems
and dianoses reauiring attention at the encounter are needed to assess the
aualitv of care de~verd”, to determine what types of health problems are being
s;en &d treated in the different types of a-rnbulatory care facilities, and for
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assessing the appropriateness of the setting used to perform the services.
Information on multiple diagnoses is important for developing severi~ indexes
and assessing resource requirements and use. Clear guidelines are needed for
remrding this item in the ambulato~ setting, These guidelines should endeavor
to assure mllection of data that can be compared in all settings.

Services

Describe all diagnostic sem”ces of any type including history, physical examina-
tion, laboratory, x ray or radiograph, and others that are performed pertinent to
the patient’s reasons for the encounter; all therapeutic services performed at the
time of the enmunteq and all preventive services and procedures performed at
the time of the enmunter. Also, describe, to the extent possible, the provision to
the patient of drugs and biological, supplies, appliances and equipment.

The diagnostic, therapeutic, and preventive services should be captured in
mnnection with the enmunter where they are provided. The HCFA Common
Procedure Coding System (HCPCS), which is based on CPT-4 for physician
services and has been augmented for nonphysician services, currently is the most
inclusive coding system for fostering uniformity in reporting these services. Drugs
and biological will, in most cases, be provided by pharmacists; and supplies,
appliances, and equipment usually are provided through specialized suppliers,
Because neither pharmacists nor suppliers meet the data set’s definition of a
provider, provision of services through these individuals will not be interpreted as
instituting an encounter. Thus obtaining information on these services will
require linkage of encounter records with records maintained or generated by the
respective pharmacist or supplier. Currently, HCPCS only includes information
on injectable medicwions, ti-d-there is no universally adopted system for waling
other drugs and biological. However, given the passage of the Medicare
Catastrophic Coverage Act of 1988, the development of such a system is
anticipated. When this system is established, the ability to link patient encounter
records with it is desirable. When information on durable medical equipment
prosthetics, and orthotics is captured, it is remmmended that HCPCS, which
includes codes for many of these services, be used. If provision of these services
generates a bill, patient enmunter remrds can be linked with these bills,

AIthough this is mnsidered optional, if a data system finds it useful to know
whether or not medications were prescribed as a screen for linking with a
pharmaceutical data file, a simple “yes” or “no” item can be added to the data set,
as follows:

Were medications prescribed at this enmunter?

1) Yes

2) No

Where linkage is not feasible and information on medication therapy either
ordered or provided at the enmunter is required by a data system for purposes of
research and analysis, either an open-ended question on new and mntinued
medications or a tailored checkoff list of medications should be developed to
meet the specific needs of the data system.



14.

Although data systems based on billing records only will contain information
about services actually provided, the patient health care record also should
include notation of services prescribed or ordered by the provider.

Commenti This item a~egates the three separate items for diagnostic, thera-
peutic, and preventive services contained in the 1981 data set. Distinctions among
these three types of services were considered ambiguous and unnecessary for the
purposes of the data set. The 1981 data set recommended also recording all
services ordered or scheduled but not performed at the time of the encounter.
Although these services should be recorded in the patient’s health care remrd, it
is considered impractical horn the point of view of data collection to capture for
an individual encounter any services other than those actually performed or
delivered at the encounter. The expansion of the definition of a provider to
include providers of ancillary services and providers of other services ordered at
the encounter, such as physical therapy, enables this modification from the 1981
data set and should permit services to be associated with the provider who
delivered them. The important issues will be the ability to link all services actually
received by a given patient, to reconstruct the sequence of events, to avoid
double-counting, and to address the goal of constructing episodes of care, where
appropriate. For example, a patient might be receiving several services from more
than one professional who are billing separately, but under a plan of care
established by one of the providers. The recommended additional provider item
to identi~ the ordering or initiating provider will facilitate this information
development. Further, full advantage should be taken of all codes available in’
HCPCS to capture information on new patients versus established patients, initial
visits and followup visits, referrals, and consultations.

Disposition

The provider’s statement of the next step(s) in the care of the patient. As many
categories as apply should be reported. At a minimum, the following classification
is suggested.

a. No followup planned

b. Followup planned

(1)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

Return anticipated as necessary but not scheduled.

Return to the current provider at a specific date.

Telephone followup.

Returned to referring provider.

Referred to other individual provider.

Referred to other provider for mnsultation.

Referred to an adjunctive provider agency.

Transferred to other individual provider.

Admit to acute care hospital.
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(10) Admit to residential health care facility.

(11) Other.

Commenb Home health care and rehabilitative care agencies are examples of
adjunctive provider agencies. Data users may choose to make finer distinctions
where the information is available, and it will add to their administrative and
research purposes.

Patient’s Expected Sources of Payment

a.

b.

c.

Primary source

The primary source that is expected to be responsible for the largest
percentage of the patient’s current bill.

Secondary Source

The secondary source, if any, that will be responsible for the next largest
percentage of the patient’s current bill.

Other Source(s)

The categories for primary, secondary, and other sources are as follow~

(1)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

Blue Cross and Blue Shield.

Other health insurance companies.

Other liability insurance.

Medicare.

Medicaid.

Workers compensation.

Self-insured employer plan.

Health Maintenance Organization (HMO).

CHAMPUS.
(10) CHAMP VA.

(11) Other government payers.

(12) Self-pay.

(13) No charge (free, charity, special research or teaching).

(14) Other.

Commenh The above categories are consistent with those used in the current
Uniform Hospital Discharge Data Set with a further breakout for other liability
insurance, self-insured employer plan, health maintenance organization (HMO),
CHAMPUS and CHAMP VA. The addition to the data set of a sewndary source
of payment and a possible third and other sources reflects the increasing interest
among pfivate and public insurers in coordination of benefits. This information is
more likely to be available tiom registration forms and billing records than from
the patient’s health care record. It is recognized that as the expected source(s) at
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the time of the enmunter, this information has limitations and may overstate
some categories and understate others. However, it is still considered useful to
collect for trend purposes and for some indication of patients’ coverage by
third-party payers. For utility in reimbursement applications, actual policy
numbers will be necessary to collect and would verify basic mverage if not
coverage for specific services.

d. Payment mechanism (related to this service)

(1) Fee-for-service.

(2) HMO or pre-paid plan.

(3) Unknown or unidentified.

Commenti The 1981 data set included some information on payment mechanism
under both type of practice and expected source of payment. This revision
recommends creating a separate item for this information under expected sources
of payment. Where the information can be obtained and it is considered useful for
research purposes, data collectors may want to gain more detail about the
payment arrangement, such as preferred provider organizations, independent
practice associations, and comprehensive medical plans. However, such detail is
unlikely to be available on a routine basis.

Total Charges

All charges for procedures and services rendered to the patient during this
encounter. This includes a technical component or facility fee when billed
separately from the professional wmponent.

Comment: Patient health care records, from which most other mmponents of the
ambulatory care data set are to be captured, do not usually include fiscal
information. However, in most ambulatory care settings, information on charges
associated with the encounter can be obtained as a byproduct of the billing
activity, offering the only readily available approximation of the fiscal dimensions
of ambulatory care services. As in the case of services, this item has been limited
to charges for services rendered by the provider during the enmunter, in contrast
to the 1981 data set, which also attempted to capture charges for procedures and
services ordered during the enmunter. It is recognized that this item is difficult to
capture in a uniform way and often will involve linkages of records, particularly
when a technical or facility component is billed separately from the professional
component. Further, the data set may not include all the information necessary
for making these linkages and, in these cases, the total charges obtained will be a
partial or undermunt. Nonetheless, the Submmmittee and Interagency Task
Force believe that charges represent an important element in most data systems
and encourage research and developmental work that will enhance the utility of
the data mllected.

To the extent possible, it would be considerably more valuable to obtain a
breakdown of itemized charges associated with specific services. Further, linkage
with administrative retirds would permit subsequent collection of allowed
chargesor benefitsby typeof service,whichmaybe usefulinformationfor some
applications.
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Charge data linked with information on patient characteristics, provider charac-
teristics, and the encounter could, if uniformly and systematically collected, yield
substantially improved aggregate information on the scope, characteristics, and
distribution of ambulatory care charges; and provide the sampling frame required
for more profound and sophisticated ambulatory care cost investigations that are
needed to determine actual costs, make cost comparisons, and develop and
monitor cost-related policies.
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History of Uniform Ambulatory Care Data Set
Major Milestones

1969:

1972:

1973:

1974

1975:

1980:

1984

1986:

198?

National Conference on Hospital Discharge Abstract Systems, leading to
development of the Uniform Hospital Discharge Data Set.

Conference on Ambulatory Medical Care Records (Chicago) developed
minimum data set for inclusion in all patient records.

National Committee on Vital and Health Statistics (NCVHS) established
Technical Consultant Panel to review initial ambulatory care minimum data
set.

The National Committee on Vital and Health Statistics (NCVHS) approved
revised recommended minimum data set, published in 1976 in Ambulatory
Medical Care Recor&: Un~orm Minimum Bmic Data Set.A report of the United
States National Committee on Ktal md Health Statitics, DHEW Pub. No.
(HRA)76-1453, Series 4, No. 16.

Methodological development and testing project conducted in a sample of 16
group practices under the sponsorship of National Center for Health Statistics.
NCVHS established second Technical Consultant Panel to reevaluate mini-
mum data set.

NCVHS approved and transmitted to the Secretary revised minimum data set,
published in 1981 in Uniform Ambulatoy Medical Care Minimum Data Set,
DHHS Pub. No. (PHS) 81-1161.

NCVHS established Subcommittee on Statistical Aspects of Physician Pay-
ment Systems.

NCVHS approved and transmitted to the Assistant Secretary for Heal& the
report of the Subcommittee, published in 1987 in Statistical Aspects of
Physician Payment Systems, DHHS Pub. No. (PHS) 87-1461, Series 4, No. 24.

NCVHS established Subcommittee on Ambulatory Care Statistics, and the
Department of Health and Human Services established Interagency Task
Force on the Uniform Ambulatory Medical Care Minimum Data Set.

1987–89: Subcommittee and Interagency Task Force held series of separate and
joint meetings.

NCVHS Subcommittee on Ambulatory Care Statistics presented Interim
Report at NC~S meeting on June 1–3, 1988.

Subsequent meetings of Submmmittee and Interagency Task Force
reviewed and refined Interim Report. The two groups reached consensus
on a single final report with separate transmittals.

Report circulated to agencies within the Department and to interested
external organizations for comment, March–April 1989.

Subcommittee and Interagency Task Force met on May 2, 1989, to
address all comments.

Final report submitted to NCVHS and to the Department in June 1989.
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The history of the Uniform Ambdatory Care Data Set begins with participation in the
1972 Chicago Conference on Ambulatory Medical Care Records. That action was, in
turn, stimulated by the earlier National Conference on Hospital Discharge Abstract
Systems of June 1969. One of the main conclusions of the 1W2 Conference
participants was as follows ‘We believe that the first and most important steps now
are to identi& the basic core of data germane to all functions served by ambulatory
care data and to introduce uniform terms, definitions, and classifications for this data
set. A major concern of the Conference is the proliferation of different ambulatory
medical record and reporting systems being introduced by federally sponsored health
programs, by medical foundations and institutions, and by commercial data process-
ing companies. We propose that a minimum uniform basic data set form a part of
each patient’s medical record, so that it will be universally available for abstracting,
reporting and analysis.” At the close of the conference the U.S. National Committee
on Vital and Health Statistics (NCVHS) was asked to refine and develop a uniform
minimum basic data set to appear in ambulatory medical care records and to speci~
formats for recording information for each item in the data set,

~ 1973 the National Committee identified a technical panel of 12 consultants on
Ambulatory Medical Care Records. Their report, approved in 1974 by the NCVHS,
was published in 1976, entitled Ambulato~ Medical Care Records: Uniform Minimum
Bmic Data Set A report of the United States Nti”onal Committee on Vital tid Health
Statistics, DHEW Pub. No. (HRA) 76-1453, Series 4, No. 16.

The following statement was made in the foreword of that document by Abraham M.
Lilienfeld, M.D.: “b selecting and defining this minimum basic data set, the
consultants were guided by two types of purposes that are served by the maintenance
of ambulatory medical care records: (1) the improvement of ambulatory patient care;
and (2) a variety of management, planning, educational, and research uses that can be
carried out only when data have been abstracted from records and analyzed. Although
the consultants’ decisions on items to be included in the data set were influenced by
the data needs for the second type of purposes, they have not specified the subset of
the items on which data would need to be abstracted, assembled for groups of
patients, and an~yzed to serve any particular purpose.”

During 1975, a methodological development and testing project was conducted in a
sample of 16 group practices under the sponsorship of the National Center for Health
Statistics (NCHS). In that same year, the NCVHS established a sewnd technical
consultant panel to reevaluate the minimum data set. In 1980, the NCVHS approved
and transmitted to the Secretary the panel’s revised data set, which was published in
1981 in UnifomaAmbulato~ Medical Care Minimum Data Set, DHHS Pub. No. (PHS)
81-1161. The charge to that second panel was as follows

1.

2.
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“To review terms, definitions, and classifications currently approved by the
NCVHS for the Uniform Ambulatory Medical Care Minimum Data Set
(UAMCMDS).

“To consider the UAMCMDS in relationship to multiple needs including at least
Federal health programs and federally-funded health programx statistical



3.

4,

5.

6.

7.

8.

9.

purposes; utilization review, PSRO use; health planning the Cooperative Health
Statistics System; and epidemiological, evaluative, and clinical research; and to
potentate the provision of primary health care services to communities.

“To recommend formats, timing, and circumstances for capturing and recording
data elements and for the flow of the data thru information brokers, data
processors, State centers for health statistics, and other units responsible for
sampling, a~egating, and tabulating the data.

“TO recommend a format to be used for the UAMCMDS.

“To recommend the use of coding and classification schemes for appropriate
items of the UAMCMDS.

“To remmmend solutions for the problems of geographic coding so that
jurisdictions can be accommodated.

“To recommend mechanisms for revising the UAMCMDS and the periodicity for
such revisions.

“To make other remmmendations relative to the promulgation and implemen-
tation of the UAMCMDS.

“To consider problems of confidentiality.”

The third look at ambulato~ care data, reflected in this document, again was initiated
by the National Committee on Vital and Health Statistics and began with the work of
the S~~bcommittee on Statistical Aspects of Physician Payment Systems in 1984. That
work is documented in a report entitled Statistical Aspects of Physician Payment
Systems; DHHS Pub. No. (PHS) 87-1461, Series 4, No. 24. The report notes that, after
two decades of documenting utilization and costs of inpatient care, both public and
private insurers have suddenly been mnfronted with an enormous shift in patient care
from inpatient to outpatient settings. This change caused Medicare administrators to
give a priority to the development of Part B Medicare Annual Data (BMAD). The
Subcommittee cited the importance of that step and strongly recommended the need
for review of ambulatory care in other settings and programs, particularly with respect
to precare and aftercare. They reported:

“It is timely to undertake a full review of the adequacy of the Uniform
Ambulatory Medical Care Minimum Data Set. The current data set defines those
items that should be entered in the records of all ambulato~ health care. A
revision should bring the data set into accordance with the Uniform Hospital
Discharge Data Set by also speci&ing those items which should be abstracted
uniformly from existing records. The increasing interest in comparable ambula-
tory care data bases with standardized definitions, evidenced by the presentations
made before the subcommittee, supports the reassessment of the Uniform
Ambulatory Medical Care Minimum Data Set at this time. Significant changes in
the care delivered in ambulatory settings and in the requirements for data have
occurred since the last review and revision . . . .This review and revision process
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should be carried out by the National Committee on Vital and Health Statistics
and, concurrently, by an interagency task force established within the
Department.”

The Subcommittee on Ambulatory Care Statistics was created specifically to respond
to this mandate and to provide liaison with the Interagency Task Force on the
UAMCMDS, which was established by the Assistant Secretary for Health in the
spring of 1987 to carry out the departmental review of the data set. The charges of the
Subcommittee and the Interagency Task Force are contained in the next section,
From the beginning of their deliberations, the Subcommittee and the Interagency
Task Force, which was chaired by the Health Care Financing Administration, have
worked in close parallel. Both of the groups’ interim and final reports were timed to
coincide, with the intent to mmplete the parallel reviews and recommend a revised
data set by June 1989. The working relationship between them was mngenial,
eztremely helpful, and resulted in strengthening both efforts. Whereas the Task Force
was charged with ascertaining the data needs of departmental agencies, the Subcom-
mittee reviewed the data set from the broader perspective of other governmental
agencies, the research wmmunity, and the private sector.

The Subcommittee met with members of the Interagency Task Force in a working
session on April 16-17,1988,to develop a first draft of a revision to the 1981 version
of the Uniform Ambulatory Medical Care Minimum Data Set. The Subcommittee’s
reconsideration of the data elements and definitions in that data set up to that point
resulted in a proposed revision, contained in the Subcommittee’s Interim Report of
May 1988. This interim report was presented at the NCVHS meeting of June 1-3,
1988, and was the basis of discussions at the June 28 and July 19, 1988, meetings of
the Interagency Task Force. These further discussions set the ground work for the
meeting of the Subcommittee with Task Force members on August 15-16, 1988. The
tentative conclusions reached at that meeting, with some additional input from the
September 20, 1988, meeting of the Interagency Task Force, were reflected in two
revised documents, dated September 8 and September 29, respectively. A firther
revision was the restit of the Submmmittee meeting held October 3, 1988, and
contained preliminary recommendations for all of the data elements.

During a meeting on December 20, 1988, the Interagency Task Force reached
consensus that its report and that of the NCVHS Submmmittee should describe the
same core data set. The Task Force agreed to continue working with the Subcom.
mittee on finalizing the data elements and definitions for a new Uniform Ambulatory
Care Data Set and on development of a common find report based on the
Subcommittee’s interim report. These joint efforts continued at the Subcommittee’s
meeting on January 12–13, 1989, and subsequent Task Force meetings on January 17
and February 16, 1989. In March the Interagency Task Force submitted the draft of
the final report to the Assistant Secretary for Health for informal circulation to
agencies within the Department for mmments. Concurrently, the Subcommittee sent
the draft report to the extensive list of external organizations and individuals who had
shown a continuing interest in the work of the Subcommittee. On May 2, the
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Submmmittee and Interagency Task Force held a joint meeting to discuss all
comments received from the agencies and the external reviewers. The report was then
finalized for transmittal to the NCVHS and the Department in June 1989.
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Charge to Subcommittee on Ambulatory Care Statistics

1.

2.

3.

4.

5.

6.

Conduct a thorough and systematic review of the Uniform Ambulatory Medical
Care Minimum Data Set (UAMCMDS) for the purpose of developing a revised
version which meets current and anticipated needs. Carry out this review by
receiving appropriate input from other governmental agencies, the research
mmmunity, and the private sector.

Serve as liaison to the departmental interagency task force established to review
the UAMCMDS horn an internal perspective, comment on task force reports and
deliberations, and react to task force recommendations.

Monitor and review the efforts of the Uniform Claim Form Task Force to
investigate the definitions currently in use for place or site of ambulato~ medical
care service and to seek greater standardization in these definitions. Assure the
timely input of other departmental agencies with related data activities into this
process.

Provide continuing liaison with the Health Care Financing Administration, the
National Center for Health Statistics, and other relevant agencies concerning the
statistical aspects of physician payment systems and other data systems covering
patient-provider enmunters in ambulatory medical care settings.

Monitor these data systems and related activities by receiving periodic updates,
having an opportunity to react to developments, and, where appropriate, framing
recommendations concerning their future course.

Prepare an interim report to the National Committee on Vital and Health
Statistics on the UAMCMDS by June 1988 and a final report by June 1989.

Charge to the Interagency Task Force on the Uniform Ambulatory
Care Data Set

1.

2.

3.

4.
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Conduct a thorough and systematic review of the Uniform Ambulatory Medical
Care Minimum Data Set (UAMCMDS) for tie purpose of developing a revised
version that meets current and anticipated needs of the Department of Health
and Human Services (DHHS).

Carry out the review of the UAMCMDS by receiving appropriate input from
DHHS agencies and other DHHS task forces dealing w“th uniform minimum
health data sets.

Serve as liaison to the Subcommittee on Ambulatory Care Statistics, which has
been established to review the UAMCMDS from a Government-wide and private
sector perspective. Comment on Subcommittee reports and react to Subcommit-
tee recommendations.

Provide mntinuing liaison with other subcommittees dealing with patient-
provider encounters in ambulatory medical care settings, e.g., Subcommittee on
Long-Term Care Statistics and Subcommittee on Medical Classification Systems,



7. Prepare an interim report to the National Committee on Vital and Health
Statistics (NCVHS) on the UAMCMDS by June 1988.

8. Prepare a draft report on the UAMCMDS by December 1988 and prepare a final
report to the NCVHS by April 1989. The final report must be submitted to the
NCVHS not later than June 1989.
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Staff
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Stephen King, M.D, HCFA
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Janet Wise, HCFA
Mary B. Cooper, HCFA
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