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OPPS - Outpatient Prospective Payment System
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Measure Performance Period and Public Reporting
1. What is the performance period for the calendar year (CY) 2020 payment determination
for the surgery measure?
Results for the surgery measure for CY 2020 payment determination are calculated based on eligible
surgeries that were performed from January 1, 2018 through December 31, 2018.

2. When will CMS publicly report my facility’s measure performance scores?
Public reporting for the surgery measure will begin on or after January 2020 for CY 2020 payment
determination (calculated using data from CY 2018).
CMS announced the addition of the surgery measure in the Outpatient Quality Report (OQR) program
beginning with CY 2020 payment determination in the CY 2017 Hospital Outpatient Prospective
Payment System/Ambulatory Surgical Center (OPPS/ASC) Final Rule [81 FR 79562 (Nov. 14, 2016)], (see
CY 2017 Hospital Outpatient Prospective Payment and Ambulatory Surgical Center Payment Systems
and Quality Reporting Programs Final Rule [81 FR 79562 (November 14, 2016)]:
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalOutpatientPPS/HospitalOutpatient-Regulations-and-Notices.html).

3. Where will my facility’s results be publicly reported?
This measure will be publicly reported on Hospital Compare (see
https://www.medicare.gov/hospitalcompare/search.html) on or after January 2020.

4. Were any changes made to the surgery measure in 2018?
CMS conducts annual measure reevaluations that often result in minor changes to the measure.
Information about changes made to the surgery measure in 2018 can be found in the 2018 Surgery
Measure Updates and Specifications Report available on QualityNet at: www.qualitynet.org > Hospitals
– Outpatient > Measures > Surgery Measure > Measure Methodology. Changes made to the measure in
2018 will apply to the CY 2018 performance period. No changes were made to the measure in 2017
during the dry run year.

5. How does performance on this measure effect facility reimbursement?
Facilities paid by Medicare under the Outpatient Prospective Payment System (OPPS) participate in the
OQR Program by submitting data on measures of outpatient quality of care. Because the surgery
measure is calculated using paid Medicare claims, facilities are not required to submit any data for the
reporting of the measure. Facilities that meet Program requirements during a given calendar year
receive a full OPPS payment update, also called the Outpatient Department (OPD) fee schedule (FS)
increase factor, for the upcoming calendar year. Eligible facilities that do not participate, or participate
but fail to meet program requirements, receive a 2 percentage point reduction of their payment update
for the applicable payment year. Thus, there is no penalty linked to performance on the surgery
measure but there is a penalty if the measure results are suppressed.
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Background
6. Why measure hospital visits following hospital outpatient surgery?
Outpatient same-day surgery is exceedingly common in the United States (US). Nearly 70% of all
surgeries in the US are now performed in the outpatient setting, with most performed as same-day
surgeries at Hospital Outpatient Departments (HOPDs).
While most outpatient surgery is safe, there are well-described and potentially preventable adverse
events that occur after outpatient surgery, such as uncontrolled pain, urinary retention, infection,
bleeding, and venous thromboembolism, which can result in unanticipated hospital visits. Similarly,
direct admissions after surgery that are primarily caused by non-clinical patient considerations (such as
lack of transport home upon discharge) or facility logistical issues (such as delayed start of surgery) are
common causes of unanticipated yet preventable hospital admissions following same-day surgery.
Hospital utilization following same-day surgery is an important and accepted patient-centered outcome
reported in the literature. National estimates of hospital visit rates following outpatient surgery vary
from 0.5-9.0% based on the type of surgery, outcome measured (e.g., admissions only or both
admissions and ED visits), and timeframe for measurement after surgery. 1- 8 Furthermore, hospital visit
rates vary among HOPDs, suggesting variation in surgical and discharge care quality. However, providers
(HOPDs and surgeons) are often unaware of their patients’ hospital visits after surgery since patients
often present to the ED or to different hospitals. Therefore, a quality measure of hospital visits following
outpatient same-day surgery can improve transparency, inform patients and providers, and foster
quality improvement.

Majholm B, Engbaek J, Bartholdy J, et al. Is day surgery safe? A Danish multicentre study of morbidity after 57,709
day surgery procedures. Acta anaesthesiologica Scandinavica. Mar 2012;56(3):323-331.
2
Linares-Gil MJ, Pelegri-Isanta MD, Pi-Siqués F, Amat-Rafols S, Esteva-Ollé MT, Gomar C. Unanticipated admissions
following ambulatory surgery. Ambulatory Surgery. 12// 1997;5(4):183-188.
3
Fleisher LA, Pasternak LR, Herbert R, Anderson GF. Inpatient hospital admission and death after outpatient
surgery in elderly patients: importance of patient and system characteristics and location of care. Archives of
surgery (Chicago, Ill.: 1960). Jan 2004;139(1):67-72.
4
Coley KC, Williams BA, DaPos SV, Chen C, Smith RB. Retrospective evaluation of unanticipated admissions and
readmissions after same day surgery and associated costs. Journal of clinical anesthesia. Aug 2002;14(5):349-353.
5
Hollingsworth JM, Saigal CS, Lai JC, Dunn RL, Strope SA, Hollenbeck BK. Surgical quality among Medicare
beneficiaries undergoing outpatient urological surgery. The Journal of urology. Oct 2012;188(4):1274-1278.
6
Bain J, Kelly H, Snadden D, Staines H. Day surgery in Scotland: patient satisfaction and outcomes. Quality in health
care: QHC. Jun 1999;8(2):86-91.
7
Fortier J, Chung F, Su J. Unanticipated admission after ambulatory surgery--a prospective study. Canadian journal
of anaesthesia = Journal canadien d'anesthesie. Jul 1998;45(7):612-619.
8
Aldwinckle RJ, Montgomery JE. Unplanned admission rates and postdischarge complications in patients over the
age of 70 following day case surgery. Anaesthesia. Jan 2004;59(1):57-59.
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The vast majority of adverse events after surgery occur within the first 7 days following the surgery. 9,10
This measure therefore provides the opportunity for HOPDs to improve quality of care and to lower the
rates of adverse events leading to hospital visits after same-day surgeries.

7. Why measure hospital visits for any cause following outpatient same-day procedures?
CMS measures unplanned all-cause hospital visits to encourage HOPDs to minimize all types of risks that
may lead to the need for a hospital visit after an outpatient surgery. Measuring only hospital visits that
are potentially related to surgery, such as infection, would limit the measure’s impact on quality
improvement efforts. Measuring unplanned all-cause patient outcomes encourages facilities to minimize
the risk of a broad range of adverse events, including the risk of pain, bleeding, venous
thromboembolism, and urinary retention. These are common problems that may be related or unrelated
to a recent surgery. CMS has structured the measure so that HOPDs who most effectively minimize
patient risk of these outcomes will perform better on the measure.

8. What facilities are included in the measure calculation?
The surgery measure includes all non-federal acute care hospitals that provided qualifying same-day
surgeries during the performance period. Prospective Payment System (PPS)-exempt cancer hospitals
are not included in calculations.
The measure attributes surgeries to an HOPD if a claim is present in the Medicare outpatient data
indicating an HOPD surgical procedure. CMS identifies physician claims as Outpatient Hospital
Department or Physician Office by the Line Place of Service Code in the Part B Carrier claims file. Place of
Service Coding is used on professional claims to specify the entity where service(s) were rendered. CMS
then links Part B Carrier claims to Outpatient facility claims to identify the HOPD where the surgery took
place.
The Medicare 3-day payment window policy affects some surgeries performed at HOPDs. The policy
deems outpatient services (including surgical procedures) provided by a hospital or any Part B entity
wholly owned or operated by a hospital (such as an HOPD) in the three calendar days preceding the date
of a beneficiary’s inpatient admission as related to the admission.

9. Why is this measure not applicable to Ambulatory Surgical Centers (ASCs)?
ASCs often perform a limited set of surgical procedures in focused surgical subspecialties (e.g.,
orthopedics, urology, plastic surgery), while most hospital outpatient departments (HOPDs) perform a
heterogeneous mix of surgeries across a broad spectrum of subspecialties. Given the narrower scope of
practice of ASCs, it would not be fair to include them in a quality measure with HOPDs. Therefore, CMS

Fleisher LA, Pasternak LR, Herbert R, Anderson GF. Inpatient hospital admission and death after outpatient
surgery in elderly patients: importance of patient and system characteristics and location of care. Archives of
surgery (Chicago, Ill.: 1960). Jan 2004;139(1):67-72.
10
Coley KC, Williams BA, DaPos SV, Chen C, Smith RB. Retrospective evaluation of unanticipated admissions and
readmissions after same day surgery and associated costs. Journal of clinical anesthesia. Aug 2002;14(5):349-353.
9

6

includes only same-day surgeries at HOPDs, as described in the inclusion criteria presented in Question
17.

10. What data sources and years are used for measure calculation?
CMS uses Medicare Fee-for-Service (FFS) enrollment and claims data to calculate the surgery measure.
Specifically, the measure uses hospital outpatient claims, Part B physician claims, Part A inpatient claims,
and the Medicare Enrollment Database (EDB). The EDB is used for demographic and FFS enrollment
information. The measure uses claims to identify:
•

Eligible outpatient surgeries performed in HOPDs and subsequent visits; and

•

Patient’s clinical histories in the 12 months prior to the surgery during the measurement period.

HOPDs do not need to submit any additional data because CMS uses paid Medicare FFS claims. The
measure uses final action FFS claims and excludes denied claims.
CMS uses the CMS certification number (CCN) to attribute patients to facilities. All necessary data
elements (patient demographics, diagnoses, procedures, and dates) are included in standard claims files
(inpatient, outpatient, and physician claims) for calculation of risk-adjusted facility scores.
The measure calculations for CY 2020 payment determination include patients receiving qualifying
outpatient surgeries in any HOPD during a one-year period from January 1, 2018, through December 31,
2018.

11. Which quality reporting programs are implementing this measure?
CMS added the surgery measure to the OQR program in the CY 2017 OPPS/ASC Final Rule [81 FR 79562
(Nov. 14, 2016)]. For more information, see the CY 2017 Hospital Outpatient Prospective Payment
(OPPS) and Ambulatory Surgical Center Payment (ASC) Systems and Quality Reporting Programs Final
Rule [(81 FR 79562 (Nov. 14, 2016)].

Facility-Specific Reports and Claims-Detail Reports
12. What information is included in my facility’s CDR and FSR?
Prior to publicly reporting the surgery measure, CMS will provide two different types of confidential
reports to HOPDs:
•

Claims-Detail Reports (CDRs); and

•

Facility-Specific Reports (FSRs).

These reports are provided to facilities with the goal of supporting them in reviewing and understanding
the measure’s methodology and their specific results, and providing them with an opportunity to
preview measure results and patient prior to public reporting.
For CY 2020 payment determination, CMS will distribute:
•

Two CDRs; and
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•

One FSR.

The purpose and content included in each report is described below.
Claims-Detail Report
The CDRs provide facilities with information on their surgery cases included in the measure calculation.
Prior to the final measure calculation and public reporting of the measure in January 2020, CMS will
provide facilities with:
•

The first CDR in September 2018 with detailed information on outpatient surgery procedures
performed during the first 5 months of 2018 (January 1, 2018, through May 31, 2018).

•

The second CDR in March 2019 with detailed information on outpatient surgery procedures
performed during the first 11 months of 2018 (January 1, 2018, through November 30, 2018).

The CDRs are Microsoft Excel files that contain patient-level information (for example, qualifying cases
for the measure cohort, applied inclusion and exclusion criteria, and outcome information) for patients
who underwent qualifying surgery procedures at your facility. The CDRs contain no measure ratio
calculations.
An example mock CDR with simulated facility-specific data is available on QualityNet at:
www.qualitynet.org > Hospitals – Outpatient > Measures > Surgery Measure > Reports. The CDR is
accompanied by a User Guide, which helps facilities interpret the information in the CDR and includes an
overview of the measure methodology and patient-level data for the surgery measure. The CDR User
Guide is also available on QualityNet at: www.qualitynet.org > Hospitals – Outpatient > Measures >
Surgery Measure > Reports.
Facility-Specific Report
In Fall 2019, CMS will distribute FSRs to facilities subject to the measure with final calculations based on
the full 2018 performance period (January 1, 2018 through December 31, 2018). Performance results in
the FSR will be publicly reported in January 2020 and used for payment determination in CY 2020.
The FSR is a Microsoft Excel file that contains measure performance results and patient data for the
surgery measure. It includes your facility’s results, along with the information on measure performance
for other facilities in your state and the nation. The FSR also provides patient-level information for
patients who underwent qualifying surgery procedures at your facility, including information on hospital
visits (ED visits, observation stays, and unplanned inpatient admissions) following an outpatient surgery.
Finally, the FSR includes a table that summarizes your facility’s case mix compared with all facilities in
your state and the nation, and information on the effect of each risk factor in the statistical model.
Beginning in Fall 2019, an example mock FSR with simulated facility- and state-specific and actual
national data is available on QualityNet at: www.qualitynet.org > Hospitals – Outpatient > Measures >
Surgery Measure > Reports. The FSR is accompanied by a User Guide, which includes an overview of the
measure methodology, a summary of national results, and instructions about how to interpret the
measure and each table in the FSR.
See Table 1 below for a summary of the differences between CDRs and FSRs.
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Table 1. Comparison of data elements in surgery FSRs and CDRs
Data element

CDR

FSR

Each of the two CDRs will contain data
from less than a full calendar year of
claims (5 and 11 months)

Calendar year performance period
used for measure calculation and
public reporting (12 months)

Patient-level data (included and
excluded surgery cases)

Yes

Yes

State and National measure results

No

Yes

Facility-level distribution of measure
risk factors

No

Yes

Facility-level Risk-Standardized Hospital
Visit Ratio (RSHVR)

No

Yes

Performance period

13. Why is CMS distributing CDRs?
The intent of distributing CDRs is to allow facilities to:
•

Observe and correct coding errors in the claims used to calculate the measure;

•

Increase transparency about the way cases are chosen for inclusion in the measure; and

•

Provide facilities with an opportunity to improve the quality of care provided to patients
receiving outpatient surgeries prior to final measure calculation.

14. How can my facility access our reports?
Facilities will be able to access their FSRs and CDRs via the QualityNet Secure Portal. You should utilize
your facility’s QualityNet Secure Portal user account with the two designated roles of “File Exchange &
Search” (to receive the report) and “View QNet Content” (to download the report from the QualityNet
Secure Portal).

15. Why didn’t my facility receive a report?
If your facility did not receive a FSR or CDR, it could be due to any of the following reasons:
•

Your facility was not open during the performance period for the current report;

•

Your facility did not have any eligible cases for the measure during the report timeframe; and/or

•

Your facility did not have a QualityNet Secure Portal user account with the roles described in
Question 14.

If you do not have access to a FSR or CDR, you may access a mock report available on QualityNet at:
www.qualitynet.org > Hospitals – Outpatient > Measures > Surgery Measure > Reports. These mockup
reports contain real national information and simulated state and hospital data.
If you have questions about your QualityNet Secure Portal registration status, please contact the
QualityNet Help Desk at: qnetsupport@hcqis.org. If you would like to confirm whether a report is
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available or was sent to your facility, please submit a question using the QualityNet Question and Answer
Tool: https://cms-ocsq.custhelp.com/. Please provide the name of your facility and the facility’s CMS
Certification Number (CCN) for HOPDs.

16. My facility is not yet registered for QualityNet Secure Portal. How do we register?
Your facility can register for a QualityNet account by visiting the QualityNet website
(www.qualitynet.org) and selecting “Portal Resources.” Under “Portal User Training and Guides,” select
the “Non-QualityNet account holders” link to the PDF which will contain further instructions.
To gain Secure Portal access after a QualityNet account is established, visit the QualityNet website
(www.qualitynet.org), select “Portal Resources,” and then, under “Portal User Training and Guides,”
select the “QualityNet account holders” link to the PDF which will contain further instructions.
After you register and have a QualityNet Secure Portal inbox with the designated roles (see Question 14),
you must request an upload of your report using the QualityNet Question and Answer Tool: https://cmsocsq.custhelp.com/. Please provide the name of your facility and the CCN assigned by CMS.

Cohort Inclusion and Exclusion Criteria
17. What are the inclusion and exclusion criteria for the measure?
Inclusion Criteria
The measure includes outpatient surgeries:
•

That are substantial and performed as same-day surgery at HOPDs (except eye surgeries),
identified by Medicare Physician Fee Schedule (MPFS) global surgery indicator (GSI) code 090.
These surgeries are defined using a list developed by Medicare to identify Ambulatory Surgery
Centers (ASC) surgeries that are performed as same-day surgeries and do not typically require
an overnight stay. This list is publicly available at https://www.cms.gov/Medicare/Medicare-Feefor-Service-Payment/ASCPayment/11_Addenda_Updates.html (see Addendum AA).

•

That are cystoscopy procedures with intervention.

•

For patients who are age 65 or older at the time of the procedure.

•

For patients with continuous enrollment in Medicare FFS Parts A and B in the 12 months prior to
the procedure.

•

That are not performed concurrently with a higher risk procedure.

Exclusion Criteria
The measure excludes outpatient surgeries:
•

For patients who lack continuous enrollment in Medicare FFS Parts A and B for at least 7 days
after the procedure.

•

That occur on the same day as an emergency department (ED) visit but billed on a separate
claim, unless the ED visit has a diagnosis indicative of a complication of care.
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•

That are billed on the same outpatient or inpatient (CMS 3-day payment rule) claim as an ED
visit, unless the ED visit has a diagnosis indicative of a complication of care.

•

That are billed on the same outpatient claim as an observation stay.

For full cohort details, including more detail on the inclusion and exclusion criteria, please see the 2018
Surgery Measure Updates and Specifications Report available on QualityNet at: www.qualitynet.org >
Hospitals – Outpatient > Measures > Surgery Measure > Measure Methodology.

18. Why does the measure use Medicare’s list of covered ASC procedures?
“Same-day surgeries” are substantive surgeries and procedures listed on Medicare’s list of covered ASC
procedures. CMS developed this list to identify surgeries that can be safely performed as same-day
surgeries and do not typically require an overnight stay. Surgeries on the ASC list of covered procedures
do not involve or require major or prolonged invasion of body cavities, extensive blood loss, major blood
vessels, or care that is either emergent or life threatening.
Although CMS developed this list of surgeries for ASCs, the measure uses it for the HOPD setting for two
reasons. First, this list aligns with the measure target cohort of surgeries that have a low to moderate
risk profile and are safe to be performed as same-day surgeries. By only including surgeries from the list
of surgeries for ASCs, the measure effectively does not include surgeries performed at HOPDs that
typically require an overnight stay which are more complex, higher-risk surgeries. Second, CMS reviews
and updates this list of surgeries annually, and includes a transparent public comment submission and
review process for addition and/or removal of procedures codes.
For CY 2020 payment determination, CMS will use the 2018 lists of surgeries for ASCs for the measure,
as the performance period spans January 1, 2018 through December 31, 2018. The lists are posted at:
https://www.cms.gov/Medicare/Medicare-Fee-for-ServicePayment/ASCPayment/11_Addenda_Updates.html
(refer to Addendum AA of the respective link).
Using an existing, defined list of same-day surgeries, rather than defining surgeries de novo, is useful for
long-term measure maintenance. Procedures listed in Medicare’s list of covered ASC procedures are
defined using Healthcare Common Procedure Coding System (HCPCS) and Common Procedural
Terminology (CPT) codes.

19. Why are eye surgeries not included?
The measure does not include eye surgery because although eye surgery is considered a substantive
(GSI 090) surgery, its risk profile is more representative of ‘minor’ surgery, in that it is characterized by
high volume and a low outcome rate. Specifically, the analysis of claims data showed that all eye
surgeries had a very low outcome rate (1.3% at 7 days), with no temporal elevation in risk of hospital
visits post-surgery. This suggests hospital visits are not a good measure of the quality of eye surgery.
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20. Why does the measure not include surgeries for patients who had an ED visit or
observation stay on the same outpatient claim as the surgery?
CMS decided to not include these surgeries in the measure calculation because the sequence of events
in these cases is not clear. It is not possible to use claims data to determine whether the surgery was the
cause of, subsequent to, or during the ED visit or observation stay. However, in situations where an ED
visit has a diagnosis indicative of a complication of care, the ED visit is assumed to come after the
surgery and the case is included in the measure.

21. Why does the measure include cystoscopy with intervention?
All endoscopy procedures are considered non-surgical procedures based on Medicare coding (GSI code
000). However, CMS includes cystoscopy with intervention because:
1. It is a common procedure;
2. It is often performed for therapeutic intervention by surgical teams; and
3. The outcome rate and causes of hospital visits post-procedure are similar to those for the other
surgeries in the measure cohort.

Defining Hospital Visits Outcome
22. What is the outcome for this measure?
The outcome for this measure is any (i.e., one or more) hospital visit within 7 days of an outpatient
surgery. The measure defines a hospital visit as:
1. An inpatient admission directly after surgery; or
2. Any ED visit, observation stay, or unplanned inpatient admission occurring after discharge from
the HOPD.
Admissions and return visits are well described and recognized indicators of quality in outpatient sameday surgery.

23. How does CMS define ED visits and observation stays?
The measure defines ED visits and observation stays using billing codes or revenue center codes
identified in Medicare Part B outpatient hospital claims. The 2018 HOPD Data Dictionary provides
specific codes used to identify ED visits and observation states available on QualityNet at:
www.qualitynet.org > Hospitals – Outpatient > Measures > Surgery Measure > Resources. If patients are
seen in the ED or in observation and then admitted and billed with an inpatient claim, the measure only
counts an inpatient admission as the outcome.

24. How does CMS define a ‘planned’ admission for this measure?
Planned admissions are those planned by providers for anticipated medical treatment or procedures
that must be provided in the inpatient setting. The surgery measure does not count “planned” hospital
visits as an outcome because these are not a signal of quality of care.
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CMS developed an algorithm that identifies planned readmissions and adapted this algorithm to the
surgery measure. The algorithm uses procedure codes and principal discharge diagnosis codes on each
hospital claim to identify admissions that are typically planned and may occur after an outpatient
surgery. A few specific, limited types of care are always considered planned (for example, major organ
transplant, rehabilitation, or maintenance chemotherapy). Otherwise, a planned admission is defined as
a non-acute admission for a scheduled procedure (for example, total hip replacement or
cholecystectomy). Admissions for an acute illness or for complications of care, as well as all ED and
observation stay hospital visits, are never considered planned. Admissions occurring on the day of the
surgery (Day 0) and Day 1 post-surgery are considered “unplanned” as the vast majority of these
admissions are inpatient admissions directly following surgery. The measure does not count “planned”
hospital visits as an outcome because variation in planned admissions does not reflect quality
differences. For more information on the planned admission algorithm, see the 2018 Surgery Measure
Updates and Specifications Report available on QualityNet at: www.qualitynet.org > Hospitals –
Outpatient > Measures > Surgery Measure > Resources.

25. Why does the measure use a 7-day outcome timeframe?
CMS limited the outcome timeframe for hospital visits to 7 days because existing literature suggests that
the vast majority of adverse events after surgery occur within the first 7 days following the surgery. 11,12
A 7-day timeframe ensures that the measure will capture adverse events following surgeries, but will
not capture events impacted by factors unrelated to the care patients received.

26. Why does the measure outcome include both same-day admissions and post-discharge
hospital visits?
Unanticipated hospital visits in the immediate days following surgery are highly likely to be related to
surgery quality and less likely due to practice variation. CMS considered the alternative of measuring
hospital visits after discharge from the HOPD only, and not inpatient admissions directly following
surgery. The advantage of this approach is the measure would capture any event that is serious enough
that the patient needs to seek hospital care after discharge. However, the disadvantage of this approach
is that CMS would not count in the measure adverse events that require immediate hospital admissions.
For this reason, CMS includes both admissions directly after surgery and post-discharge hospital visits in
the measure.

27. What are the most common hospital visit diagnoses following outpatient same-day
surgery performed at HOPDs?
The most common hospital visit diagnoses following HOPD same-day surgery are urinary retention,
spinal stenosis of the lumbar region, post-procedural pain, and urinary tract infection.

11

Fleisher LA, Pasternak LR, Herbert R, Anderson GF. Inpatient hospital admission and death after outpatient
surgery in elderly patients: importance of patient and system characteristics and location of care. Archives of
surgery (Chicago, Ill. : 1960). Jan 2004;139(1):67-72.
12
Mattila K, Toivonen J, Janhunen L, Rosenberg PH, Hynynen M. Postdischarge symptoms after ambulatory
surgery: first-week incidence, intensity, and risk factors. Anesthesia and analgesia. Dec 2005;101(6):1643-1650.
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28. How does the measure handle same-day hospital visits?
This measure includes unplanned inpatient admissions directly following surgery. The measure also
includes surgeries that occur on the same day as ED visit but billed on a separate claim if the ED visit has
a diagnosis indicative of a complication of care. And the measure includes surgeries that are billed on
the same hospital outpatient claim as an ED visit if a diagnosis on the claim is indicative of a
complication of care.

29. Does the measure count multiple hospital visits within 7 days of a qualifying surgery as
multiple outcomes?
No, the measure outcome is a dichotomous “yes/no” value regardless of the number of times the
patient visited a hospital in the 7 days following a surgery. For each eligible surgery, the outcome of
“hospital visit” status is assigned if, within 7 days after an outpatient surgery, the patient had one or
more eligible unplanned hospital visits.

30. How does the measure handle multiple non-concurrent surgeries within a 7-day window?
If there is a hospital visit outcome within 7 days of two surgeries, the hospital visit will only be assigned
to the surgery nearest to (and preceding) the hospital visit.
For example:
If a patient has Procedure A on Day 1, Procedure B on Day 4, and an ED visit on Day 6. The outcome on
Day 6 will be attributed to only the second procedure (Procedure B), and no outcome will be assigned to
the first procedure as no unplanned hospital visits occurred between Procedures A and B.
If an unplanned hospital visit occurs after the first surgery but before the date of the second surgery, the
measure attributes the outcome to the first surgery. If the ED visit occurs on the same day as the second
surgery, the measure attributes the ED visit to the first surgery. If a hospital admission occurs on the
same date as the second surgery, the measure attributes the hospital admission to the second surgery.

Measure Calculation and Risk Adjustment
31. Is this measure risk-adjusted?
Yes, the measure risk adjusts for 25 patient-level variables, including age, clinical comorbidities, and
indicators of surgical complexity.
The selection of risk factors was informed by the peer-reviewed literature, an open review process
including comments from stakeholders and the public, and empirical analyses. Please refer to the
HOPD_Surg_Risk_Factor_CCs tab (tab 6) of the 2018 Surgery Data Dictionary for a summary of these risk
adjustment variables available on QualityNet at: www.qualitynet.org > Hospitals – Outpatient >
Measures > Surgery Measure> Resources.
The risk-adjustment methodology does not include specific acute conditions if they occur only during
the index procedure (also called the complication-of-care variables) (see Appendix B: Complication-ofcare variables not used in risk adjustment of the FSR User Guide available on QualityNet at:
www.qualitynet.org > Hospitals – Outpatient > Measures > Surgery Measure> Facility-Specific Report).

14

The list of risk factors is shown in Table 4 (Case Mix Comparison) of your FSR and the mock FSR posted
on the surgery measure page on QualityNet at: www.qualitynet.org > Hospitals – Outpatient > Measures
> Surgery Measure > Facility-Specific Report. The mock FSR contains actual national-level results and
simulated hospital and state-level data. The Case Mix Comparison table shows the prevalence of each
risk factor among your hospital’s patients compared to state and national averages. The diagnosis codes
for each risk factor for the measure are grouped into CMS Condition Categories (CCs). These correspond
to thousands of ICD-10-CM codes. Crosswalks mapping ICD-10-CM codes to CCs are also posted on the
surgery measure pages of QualityNet at: www.qualitynet.org > Hospitals – Outpatient > Measures >
Surgery Measure > Resources.

32. How does CMS account for differences in the patient characteristics of HOPDs?
The measure uses a risk-standardized ratio to account for the fact that patient demographics, clinical
characteristics, and surgical procedural complexity vary across facilities. This strategy accounts for
within-facility correlation of the observed outcome, and it accommodates the assumption that
underlying differences in quality across HOPDs lead to systematic differences in outcomes. For fairness,
the model adjusts for demographic and clinical characteristics and procedural variables that vary across
patient populations, are unrelated to quality, and influence the outcome. This ensures that differences
in the measure score do not reflect differences in case mix and surgical procedure mix across HOPDs.

33. How does CMS account for differences in surgical procedures in HOPDs?
The measure risk adjusts for surgical procedural complexity using two variables.
•

First, it adjusts for surgical procedural complexity using the Work Relative Value Unit (RVU) of
the procedure. Work RVUs are assigned to each CPT procedure code and approximate surgical
procedural complexity by incorporating elements of physician time and effort. For patients with
multiple concurrent CPT procedure codes, CMS risk adjusts for the CPT code with the highest
Work RVU 13 value.

•

Second, it classifies each surgery into an anatomical body system group using the Agency for
Healthcare Research and Quality (AHRQ) Clinical Classifications Software (CCS). 14 The measure
uses the body system variable, in addition to the Work RVU of the surgery, to account for organspecific differences in risk and complications that are not adequately captured by the Work RVU
alone. This approach to risk adjustment for surgical procedural complexity is similar to that
described in the literature and used for risk adjustment in the American College of Surgeons’

More information on RVUs is available at http://www.cms.gov/apps/physician-fee-schedule/overview.aspx.
HCUP Clinical Classifications Software for Services and Procedures. Healthcare Cost and Utilization Project
(HCUP). 2008. Agency for Healthcare Research and Quality, Rockville, MD http://www.hcupus.ahrq.gov/toolssoftware/ccs_svcsproc/ccssvcproc.jsp, 2014.
13
14
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National Surgical Quality Improvement Program (NSQIP). 15 The coding list for the body systems
is available at: www.hcup-us.ahrq.gov > Tools & Software > HCUP Tools & Software.

34. Does the measure adjust for sociodemographic (SDS) factors?
No, CMS did not adjust the measure for SDS. CMS testing demonstrated that doing so did not
appreciably change the measure scores. In addition, it might contribute to masking disparities in care.
CMS also continues to have concerns about holding hospitals to different standards for the outcomes of
their patients of diverse SDS because CMS does not want to mask potential disparities or minimize
incentives to improve the outcomes of disadvantaged populations. However, CMS will continue to
assess the appropriateness of including SDS factors in risk adjustment.

35. How is the risk-standardized hospital visit ratio (RSHVR) calculated?
The RSHVR is calculated as the ratio of the number of “predicted” unplanned hospital visits to the
number of “expected” unplanned hospital visits. The denominator is the expected number of hospital
visits given the HOPD’s case mix and surgical procedure mix. The numerator is the number of hospital
visits predicted for the HOPD’s patients accounting for its observed rate, the number of surgeries
performed at the HOPD, the case mix, and the surgical procedure mix.
To calculate a facility-specific, post-surgical RSHVR, the measure uses hierarchical logistic regression to
model the log-odds of the outcome as a function of the patient demographic and clinical characteristics,
surgical procedure, and a random facility-specific intercept. This strategy accounts for within-facility
correlation of the observed outcome, and it accommodates the assumption that underlying differences
in quality across HOPDs lead to systematic differences in outcomes. For fairness, the model adjusts for
demographic, clinical, and procedural variables that vary across patient populations, are unrelated to
quality, and influence the outcome. This ensures that differences in the measure score do not reflect
differences in case mix and surgical procedure mix across HOPDs.
This approach is analogous to a ratio of “observed” to “expected” outcomes ratio used in other types of
statistical analyses. It conceptually allows for a comparison of a particular facility’s performance given its
case mix to an average facility’s performance with the same case mix. Thus, a predicted/expected ratio
of less than one indicates a lower-than-expected visit rate (or better quality), and a ratio of greater than
one indicates a higher-than-expected visit rate (or worse quality).

36. Where can I learn more about the measure’s risk adjustment model?
The best source of information on the risk-adjustment model is the 2018 Measure Updates and
Specifications Report available on QualityNet at: www.qualitynet.org > Hospitals – Outpatient >
Measures > Surgery Measure > Measure Methodology.

Raval MV, Cohen ME, Ingraham AM, et al. Improving American College of Surgeons National Surgical Quality
Improvement Program risk adjustment: incorporation of a novel procedure risk score. Journal of the American
College of Surgeons. Dec 2010;211(6):715-723.
15
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Additional references on hierarchical generalized linear modeling, which is also used for CMS’s measures
implemented in the Inpatient Quality Reporting Program, can be found in the published literature
section for related inpatient outcome measures available on QualityNet at: http://www.qualitynet.org >
Hospitals - Inpatient > Claims-Based and Hybrid Measures > Readmission Measures > Published
Literature on the QualityNet website.
Please note that the risk-standardized measure results will be included in the fall 2019 FSR, which will be
distributed to facilities during the preview period prior to January 2020 public reporting.

37. Why does this measure report a ratio and not a rate?
HOPDs perform varying numbers of procedures on varying body systems. Although most HOPDs
perform procedures on most of the body systems, their procedure mix can vary substantially. Therefore,
the overall crude national rate would represent a rate across a wide variety of procedures that may not
be representative of any single hospital. As a result, CMS opted not to multiply the ratio by the national
rate as it may cause confusion among HOPDs that do not have a procedure mix similar to the national
average.

38. What does a ratio less than one mean? Greater than one?
A ratio of less than one indicates the HOPD’s patients were estimated as having fewer post-surgical visits
than expected compared to HOPDs with similar surgical procedures and patients, and a ratio of greater
than one indicates the HOPD’s patients were estimated as having more visits than expected. If the
HOPD’s entire interval estimate is below 1.00, CMS classifies the performance as having “better than
expected” performance. If the entire interval estimate is above 1.00, CMS classifies the HOPD as having
“worse than expected” performance. If the HOPD’s interval estimate includes 1.00, CMS classifies it as
“no different than expected.”

39. Patients undergoing same-day surgeries at my hospital outpatient department had zero
hospital visits but my hospital has a RSHVR greater than 1. Why is this?
Your facility can have a raw (unadjusted) rate of zero hospital visits but an RSHVR that is greater than 1
because the RSHVR is based on the ratio of the predicted number of hospital visits based on a facility’s
case mix and its facility-specific effect to the expected number of hospital visits based on the facility’s
case mix and the average of all facility-specific effects in the nation. In this type of approach, an HOPD
would never have a predicted number of visits equal to 0. In addition, the occurrence of zero hospital
visits is typically associated with relatively low case volume. Estimated RHSVRs for smaller facilities will
likely be closer to 1 because the limited number of eligible surgeries tells little about that facility’s true
outcome rate.

40. Will facilities be able to replicate the RSHVR for the purpose of validation?
No, facilities will not be able to replicate the RSHVR independently. The model requires use of patient
longitudinal data across care settings and data from the entire national sample for all outpatient
surgeries to estimate the facility-specific effects used in measure calculations. However, your facility
can validate the patient cohort used to calculate your facility’s RSHVR using the discharge-level
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information contained in your FSR, available via the QualityNet Secure Portal (www.qualitynet.org > Log
In).
To ensure transparency in calculating the RSHVR, CMS posted the measure calculation methodology,
including the crosswalk of ICD-9 and ICD-10 codes to CCs using CMS’s Hierarchical Condition Categories
(HCCs) system, available on QualityNet at: www.qualitynet.org > Hospitals – Outpatient > Measures >
Surgery Measure > Resources.
Facilities may also request a copy of the SAS program used to estimate the RSHVR by emailing the
QualityNet Question and Answer Tool located at http://cms-ocsq.custhelp.com/. However, please note
that CMS does not provide training, consultations, or technical assistance for using the program or
obtaining the needed data.

41. How does CMS categorize facility performance for the measure?
CMS categorizes each facility’s performance by comparing each facility’s 95% interval estimate for its
RSHVR with the expected RSHVR of 1.00. The interval estimate represents the range of probable values
of the RSHVR. A 95% interval estimate indicates that there is 95% probability that the true value of the
RSHVR lies between the lower limit and the upper limit of the interval. Because an RHSVR of 1.00
indicates that an HOPD’s predicted hospital visits are equal to the expected hospital visits, CMS
compares the interval estimate for each HOPD to 1.00.
As shown in Figure 1 below, CMS assigns the performance categories as follows:
•

“Worse than expected” if the HOPD’s entire interval estimate was above 1.00.

•

“No different than expected” if the HOPD’s interval estimate included 1.00

•

“Better than expected” if the HOPD’s entire interval estimate was below 1.00.

If a facility did not have the minimum number of same-day surgeries for the measure (N=30), CMS
cannot reliably tell how well the facility is performing, and assigns the facility a separate category of
“Number of cases too small.”
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Figure 1: Example Performance Category Assignment for the Surgery Measure

42. What performance information will be provided to small-volume facilities?
CMS is providing a confidential FSR to all open facilities that have at least one outpatient surgery for the
measure during the performance period. RSHVRs will be calculated for every facility with at least one
qualifying surgery and included in the FSR. However, if a hospital has fewer than 30 surgeries eligible for
inclusion in the measure, its performance will be categorized as “Number of cases too small.” Smallvolume facilities will receive comparative performance data (for example, state-level results) and
patient information.

Using Measure Results for Quality Improvement
43. My facility is interested in conducting a quality improvement program to understand and
reduce our hospital visits after surgery. How can I best track my facility’s performance on
the surgery measure, including for time periods not reported in my report?
Though the measure is not designed for your facility to be able to calculate the RSHVR, having
information on your observed or ‘raw’ rate of post-surgical hospital visits will allow your facility to
identify and address performance gaps on an ongoing basis. To obtain your facility’s raw rate, you will
need to calculate the proportion of eligible surgeries that is followed by a hospital visit for your time
period of interest. You will also need to obtain data on hospital visits to other facilities. Outpatient
surgeries should be selected based on the inclusion and exclusion criteria listed in the response to
Question 17. Please note that your facility’s raw rate may change over time due to changes in case mix
as well as to changes in quality. However, if your facility’s case mix is stable over time, your raw rate can
be used to track internal improvement over time.
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Although you can calculate your facility’s raw rate for more recent timeframes than the data included in
your FSR, it is difficult to predict how this may translate into a risk-standardized hospital visit ratio, since
the risk-standardized ratios are measures of each facility’s performance relative to the national
performance.

44. How can my facility use this measure outcome data to improve performance?
Facilities can use data from the reports to understand their post-surgical hospital visit patterns and
improve performance. Facilities can use the index surgical procedure data and the type and reason for
the hospital visit as presented in the CDR Table 1 and in the FSR Table 3 to understand the top reasons
for unplanned hospital visits by surgery type. This will allow providers to tailor interventions to reduce
or eliminate the adverse event.
The type of hospital visit can be used to evaluate the number of unplanned hospital admissions directly
after surgery. This may provide a clue to whether hospital admission or observation directly after
surgery is a routine practice for some providers in your facility.
The risk factors data in the FSR Table 4 provides information on facility patient mix and which conditions
may result in a higher chance of a hospital visit within 7 days of the surgery. This will allow facilities to
tailor clinical and educational interventions targeting the specific patient population, with the goal of
reducing or eliminating the risk of a hospital visit for complication of the same-day surgery.

Why doesn’t the surgery outcome measure account for patient behavior or
compliance?
45. My facility provides post-treatment care planning and education, but we cannot ensure
patients will follow recommended care plans when they go home. Why doesn’t the
surgery measure account for patient behavior or compliance?
Reducing adverse outcomes is the joint responsibility of facilities and clinicians. Measuring hospital visits
will create incentives to invest in interventions to same-day outpatient surgeries and symptom
management. CMS recognizes that some patients who receive education may not follow post-care
instructions. However, all facilities have the opportunity to reduce the rate of hospital and ED visits
following same-day surgeries.

Contact
46. Who do I contact if I have more questions?
Facilities can submit questions about the surgery measure to the QualityNet Question and Answer Tool
here: https://cms-ocsq.custhelp.com/.
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