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Follow Up after Hospitalization for Mental Health (FUH) Workgroup Origins 
 

In 2016, Blue Cross and Blue Shield of Vermont (BCBSVT) approached our organization, the Vermont Program 
for Quality in Health Care, Inc. (VPQHC) regarding their interest in a collaborative project aimed at improving 
follow-up treatment for hospitalization for mental illness. After receiving the go-ahead from the State to support 
the project using our 9416 contract, VPQHC reached out to representatives from other payers in Vermont that 
cover the majority of patients under 65. Since July 2016, VPQHC, BCBSVT, The Department of Vermont Health 
Access (DVHA), MVP Healthcare, and PrimariLink have been attending monthly workgroup calls aimed at 
identifying common themes with the goal of developing a statewide Performance Improvement Project to 
improve the quality and continuity of care for Vermonters hospitalized with mental illness. 
 
The workgroup’s focus in Year 1 (7/1/16 through 6/20/17) was information gathering. Data on the FUH HEDIS 
metric was collected and pooled from each participating insurer to help identify target populations across 
Vermont. The group also delved deeper into claims data, reached out to providers across the state, and 
explored broader policy issues to help identify known or potential issues impacting appropriate follow-up after 
hospitalization for mental health illness. At the end of its first year, the Committee produced a summary report 
that included potential areas of focus for Year 2. 
 
One of the group’s identified priorities included organizing a meeting with hospital case managers, insurer case 
managers, community partners, other stakeholders, and project workgroup members to support information 
sharing and consensus building on meaningful performance improvement projects. This meeting was held on 
September 15, 2017 and was entitled Improving the Continuity of Care: A Call to Action. 
 

Statewide FUH Meeting 

Goals: 
The goals of the September 15, 2017 statewide meeting were to: 

1. Present the aggregated data the workgroup generated in Year 1. 
2. Identify whether attendees (which included stakeholders and community partners involved in 

successfully transitioning patients hospitalized with mental illness from acute care to the outpatient 
setting) were observing similar trends to those observed by the workgroup. 

3. Have each participating group share perspectives, experiences, and processes to gain a better 
understanding of the landscape, identify barriers, and generate innovative, actionable interventions. 

4. Have individuals/organizations volunteer to act as beta-sites for proposed interventions. Please refer to 
pages 7-8 to view a comprehensive list of organizations that were represented. 

 

Meeting Structure & Activities Overview 
 

Presentations: 
At the beginning of the day, presentations provided overviews of the motivation for the workgroup, the 
aggregated data produced by the workgroup in Year 1, and the mental health landscape in Vermont. The main 
goal of the presentations was to level-set and prompt discussion on whether attendees were observing the 
same trends. 
 
Refer to pages 12-19 to review the presentations. 

 

  

BACKGROUND 
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Table Activities: 

Presentations were followed by two tabletop activities. Tables were pre-assigned to ensure that each was 
populated with representatives from payer and hospital groups, in addition to relevant community, state and 
peer organizations. Each table was guided by a workgroup member that acted as a facilitator. The content 
generated from these activities and the enthusiasm the group exhibited went beyond the workgroup’s 
expectations. 
 
For the first activity, tables were presented with four de-identified case vignettes generated using data from 
BCBSVT and DVHA. The group was tasked with identifying where, within the process, the individual in the 
vignette was failed and what should have happened along the way for a better outcome. At the end of the 
activity, each table had the opportunity to present their findings to the group. The goals of this activity were: 1) 
to get individuals comfortable engaging with one another 2) to help attendees gain an understanding of each 
other’s processes, roles, barriers and best practices in working with the patient group and 3) to generate 
intervention ideas. 

 
In the next activity, each table was tasked with working through a pre-designed poster (pictured on page 20). 
The template for the poster was inspired by an activity produced by the Health Research Educational Trust – 
Hospital Improvement Innovation Network. The poster was made up of four domains: Patient & Family 
Engagement, Connecting Actions, Population Health, and Delivery System Innovation. The first three domains 
were identified as different areas that could influence a person’s continuity of care post-hospitalization for 
mental health illness. The goals of including these domains were: 1) to have individuals share their different 
perspectives, barriers and common goals and to learn from one another 2) to generate domain-specific 
intervention ideas 3) to help inform the intervention ideas under the fourth domain (Delivery System 
Innovation). At the end of the activity, each table presented their poster to the group. The collaborative output 
from the poster design activity is summarized below. 

 
After each table presented their poster, individuals were asked whether they would be willing to act as a beta- 
site for one or more of the discussed interventions. For a list of volunteers, please refer to pages 9-10. 
 

1. Patient and Family Engagement 

Current strategies in place that support patient and family engagement: 

 Allow the patient to identify a peer/care partner; support that care partner by providing free 

food and other supports while they are in the hospital. 

 Identify one key clinician as the care coordinator. 

 Support home visits if patient requests them. 

 Partner with local/regional resources to create a group/common release form. 

 Incorporate technological resources to engage families (e.g. video conferencing, apps). 

 Educate staff regarding mental health care literacy and best practices. 

 Emphasize a patient-centered approach. 

 Ensure care is coordinated across providers. 

 Have the payer care manager work closely with patient’s family. 
 

Potential strategies to support patient and family engagement: 

 Improve support for social determinants; for example financial help for family members to attend 
appointments. 

 Improve childcare access. 

 Build trust between providers and patients. 

 Increased support for working with challenging family dynamics. 

 Improve flexibility of reimbursements: e.g. provider time restrictions, limitations in same-day visits. 

 Develop an established process for involving family members/peer care partner. 

 Navigate HIPAA limitations in sharing information with people who could help. 

Poster Activity Results 
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2. Connecting Actions/Provider Relations 
 

Provider perspectives: 

 Social Worker/Discharge Planner: sees patients not getting where they need to go, think clinicians are 
on their own, hears clinicians don’t take Medicaid, feels clinicians are not qualified due to insurance 
barriers, never gets feedback, wishes insurance had greater flexibility. 

 Private Mental Health Clinician: thinks hospitals have more resources, worries about no-shows, never 

gets feedback, feels overwhelmed, feels like s/he is sharing useful information with large amount of 

detail. 

 Designated hospitals: sees patients stuck in the system, thinks these patients shouldn’t be hospitalized, 

hears there are not enough resources, feels financial stress. 

 Designated agencies: sees too steep a gradient from acute to outpatient care, under pressure to do 

more, but overwhelmed with not having consistent qualified staff due to high turnover. 

 Primary Care Physician: Feels overwhelmed, without enough time to review information from Mental 

Health Clinician. 

 Insurers: Sees criteria for coverage and thinks providers know their language. 

 
Strategies for improving relationships: 

 Mental Health Clinicians and Primary Care Providers 

o Standardize forms that flow between Primary Care Provider and Mental Health providers so 

type and amount of information is most useful. 

o Identify “traffic controller” to support efficient appointments and ensure adequate communication 

o Ensure a warm hand-off to the insurance care coordinator. 

o Support volunteer programs for inpatients (National Alliance on Mental Illness (NAMI)). 
 

 Service Providers and Insurance Providers 

o Encourage insurers to allow greater flexibility with “criteria” to allow for unique patient situations, 

including discretionary funds. 

o Improve understanding between service providers and insurers to minimize frustrations and 

support working within the system. 

o Change policy coverage to be consistent across policies. 
 

 Federally Qualified Health Centers (FQHCs) and Designated Agencies 

o Support shared care plans and multidisciplinary care. 

o  Encourage opportunities for inter-agency collaboration.  

o Establish peer navigator. 

o Improve Vermont Health Information Exchange (VHIE) interface. 

 

 Social Workers/Discharge Planners and Private Clinicians 

o Improve communication in particular feedback about what works and what doesn’t. 

o Establish a single point of contact in the system. 

o Better coordinate referrals. 

 

 Designated Hospitals and Designated Agencies 

o Share resources based on patient needs and patient acuity. 

o Empower the Department of Mental Health and insurers to do more care management. 

o Identify funds to improve community-based programs to ensure this middle layer of residential 
stabilization. 
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3. Population Health 

 
Question: What do you see as the top two Social Determinants of Health persons recently hospitalized for 
mental health illness face in continuing their treatment? NOTE: Several tables had trouble choosing just two! 

 
Housing:  5     
Social Support: 4   
Transportation:   3   
Food Security:    2  
Education:           2 

Employment:        2 
Health Behavior:  2 
OTHER: 
Discrimination  1 
Department Of Corrections Involvement  1 

   

Support needed to address/improve social determinants of health: 

 Meet the patient where they are. 

 Ensure people’s basic needs are met first. 

 Support skill building (GED) and employment opportunities. 

 Ensure medications are affordable. 

 Make housing vouchers available/Support Pathways program. 

 Be more open minded when trying to solve problems. 

 Ensure support and benefit systems are more nimble. 

 Improve resources for individuals with developmental disorders & psychological disorders across the 

lifespan. 

 Improve access to internet. 

 Expand Pathways. 
 

4. Delivery System Innovation 

TASK: Visit the future and identify three areas that will make care coordination better/improve rates of 
follow-up post hospitalization for mental health. 

Bold Ideas/Actions Needed: 

 

 Improve access to outpatient follow-up care 

o Have mental health services in every medical practice via onsite or exchange program. 

o Change clinic hours to better meet people’s schedules (systems for incentives for night hours?). 

o Use and expand telehealth (key for 19-25 year olds). 

o Support Single Payer (work through legislature). 
 

 Improve communication and care coordination to support outpatient follow-up care 

o Care Partner Program – Southwestern Vermont Medical Center to share plan with Blue Cross 
and Blue Shield of Vermont & FUH workgroup. 

o Ensure a warm handoff from psych unit to insurer care manager (make part of action plan for 

insurer to implement, and ensure follow-ups with patient within one week). 

o Have statewide consenting process for shared medical records (work through legislature). 

o Ensure Primary Care Physicians are involved early on and maintain connection through different 

care providers. 

o Increase peer support recovery system (give information about NAMI/PEAR-VT and identify 

peer prior to discharge and ensure name gets to outpatient provider). 

o Implement screening measures including Depression Action Plan (consider implementing at 

every visit – don’t make assumptions and know what to do if the answer is not expected). 

o Assess level of activation/motivation - use across insurer/mental health/medical team. 

o Implement routine text follow-up. 

o Refer to Vermont Chronic Care Initiative (VCCI). 
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o Use transitional care RNs to allow home visits. 

o Pilot psyRN interdisciplinary rounds to improve communication, track data, ensure warm hand offs. 

o Create magnet/postcard action plan to give out after discharge. 

 

 Improve community engagement 

o Use community care teams – Federally Qualified Health Center, Blueprint for Health. 

o Expand community support (work through legislature). 

o Improve the balance of spending between prevention and treatment resources. 

o Develop and utilize a resource pool including support groups. 

 

 Improve housing 

o Research what other states are doing to improve housing. 

o Identify types of housing needed including supportive housing. 

o Ask hospitals to invest in housing. 

o Improve step-down areas for post-hospitalization housing. 

o Use Pathways: Housing First programs. 

 

 

 

==================================================================================== 

 

 

Next Steps 

The workgroup intends to leverage the excellent content produced from the meeting to establish several PDSAs 
in collaboration with facilities/organizations that volunteered to act as beta-sites. The workgroup will help 
volunteer sites to identify a project and provide support throughout the PDSA cycle. Projects may center on 
improving: 
 

 Community engagement; 

 Access to outpatient follow-up care (including tele-health and post-visit texting options); 

 Communication and care coordination to support outpatient follow-up care; 

 Support for housing. 
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The next two pages cover the list of intervention projects derived from attendees’ responses during the 
Delivery System Innovation session at the September 15

th
 Statewide FUH meeting. Several attendees 

indicated that they, or their organization, were willing to volunteer as “beta sites” and implement an activity 
to work toward improving the continuity of mental health care. Please refer to pages 9-10 for the list of 
attendees and volunteers.   
 

The topics have been organized into the following broad categories: 
 

- Improve access to outpatient follow-up care 

- Improve communication and care coordination to support outpatient follow-up care  

- Improve community engagement 

- Improve housing 

 
Topics suggested at the statewide meeting that would likely require broad restructuring of an organization or 
broad enlistment of external partners are also included on the list. These projects may be dependent upon 
legislative advocacy o r  change, or the project may be foundational, but isn’t necessarily a  direct initiative to 
improve FUH. 

 
VOLUNTEERS: As you identify initiatives, VPQHC, in collaboration with the FUH workgroup members, will 
provide support with the implementation whenever possible. If you are a volunteer site, please feel free to 
reach out to VPQHC and we will work to connect you with the support needed.  

  

PROJECT IDENTIFICATION 
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Category Intervention Idea Process/Partners 

 
 
 
1.  Improve access to 

outpatient 
follow-up care 

1.1 Develop and test change of clinic hours to better 
meet people’s schedules (systems for incentives 
for night hours?) 

May be done locally by organization 

1.2 Use and expand telehealth (key for 19-25 year 
olds) 

May require broad restructuring of 
organization/broad enlistment of 
partners 

1.3 Have mental health services in every medical 
practice via onsite or exchange program. 

May require broad restructuring of 
organization/broad enlistment of 
partners 

1.4 Support Single Payer  Dependent on legislative 
advocacy/change 

 
 
 
 
 
 
 
 
2.  Improve 

communication and 
care coordination to 
support outpatient 
follow-up care 

2.1 Develop and test Care Partner program – 
Southwestern Vermont Medical Center to share 
plan with Blue Cross and Blue Shield of Vermont 
& FUH workgroup. 

May be done locally by organization 

2.2 Develop and test a warm handoff from psych unit 
to insurer care manager (make part of action 
plan for insurer to implement, and ensure follow-
ups with patient within one week) 

May be done locally by organization 

2.3 Develop and test program to ensure Primary 
Care Physician is involved early on and maintain 
connection through different care providers. 

May be done locally by organization 

2.4 Develop and test program to increase peer 
support recovery system (give information about 
NAMI/PEAR-VT and identify peer prior to 
discharge and ensure name gets to outpatient 
provider) 

May be done locally by organization 

2.5 Develop and test implementation of screening 
measures including Depression Action Plan 
(consider implementing at every visit – don’t 
make assumptions and know what to do if the 
answer is not expected) 

May be done locally by organization 

2.6 Develop and test assessment of level of 
activation/motivation - use across insurer/mental 
health/medical team. 

May be done locally by organization 

2.7 Develop and test implementation of routine text 
       follow-up. 

May be done locally by organization 

2.8 Develop and test referrals to Vermont Chronic 
       Care Initiative (VCCI). 

May be done locally by organization 

2.9 Develop and test use of transitional care RNs to 
       allow home visits. 

May be done locally by organization 

2.10 Develop and test pilot psychiatric RN 
         interdisciplinary rounds to improve 
         communication, track data, and ensure warm 
         hand offs. 

May be done locally by organization 

2.11 Develop and test creation of magnet/postcard 
         action plan to give out after discharge. 

May be done locally by organization 

2.12 Have statewide consenting process for shared 
         medical records 
         statewide (work through legislature) 

Dependent on legislative 
advocacy/change 
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4.  Improve housing 

4.1 Develop and test improved step-down areas for 
      post-hospitalization housing. 

May be done locally by 
organization 

4.2 Develop and test use of Pathways: Housing 
        First programs. 

May be done locally by 
organization 

4.3 Ask hospitals to invest in housing. May require broad restructuring 
of organization/broad 
enlistment of partners 

4.3 Research what other states are doing to 
        improve housing. 

May be foundational, but aren’t 
necessarily direct initiatives to 
improve FUH 

4.4 Identify types of housing needed including 
       supportive housing. 

May be foundational, but aren’t 
necessarily direct initiatives to 
improve FUH 

Category Intervention Idea Process/Partners 

 3. Improve community 
     engagement 

3.1 Develop and test use of community care teams 
       – Federally Qualified Health Center, Blueprint  
       for Health. 

May be done locally by 
organization 

3.2 Develop and test utilizing a resource pool 
       including support groups. 

May be done locally by 
organization 

3.3 Improve the balance of spending between 
       prevention and treatment resources. 

May require broad restructuring 
of organization/ broad 
enlistment of partners 

3.4 Expand community support. Dependent on legislative 
advocacy/change 
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Meeting Attendee List, Project Volunteers & 

Workgroup Members 

 

 
9/15/17 Statewide FUH Meeting Attendee List 

 

 

 

Name Position Title Business 

Volunteered to act as 
beta-site and/or to 

continue workgroup 
engagement (as 

indicated on post-

meeting survey’s 18 

responses) 

 

 Amy Bingham Care Manager Central Vermont Medical Center  

 

Anne Rich Care Manager Vermont Department of Mental 
Health 

 

Annie Ramniceanu Mental Health System Director Vermont Department of Corrections X 

 
Ben Watts 

Health Services Director, Vermont 

Department of Corrections 

 
Vermont Department of Corrections 

 

Betsy Burghardt Care Manager Mt. Ascutney Hospital & Health 
Center 

X 

 

Billie Lynn Allard 
Director of Ambulatory Services, 
Transitions of Care & Care Management 

 

SVMC X 

Bonny Lavenberg Psychiatry Admissions Coordinator UVM Medical Center  

Christopher 
Chadwick 

LADC Case Manager State of Vermont; Department of 
Vermont Health Access; 
Vermont Chronic Care Initiative 

X 

Dan Osman Director Camp Daybreak  

Deborah Kelin 
Smith 

LADC Case Manager DVHA Vermont Chronic Care 
Initiative 

 

 

Devon Green 

 

VP of Government Relations 
Vermont Association of Hospitals 
and Health Systems  

Dillon Burns Mental Health Services Director Vermont Care Partners X 

Effie Farnham Registered Nurse/MAT Nurse Gifford Health Care  

Emma Harrigan Director of Quality Management State of Vermont  

Holly Francis Case Management and Social Work Team 
Lead 

UVM Medical Center  

Jane Renaud Utilization Review Nurse Central Vermont Medical Center X 

(upon review of pending 

report) 
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9/15/2017 Statewide FUH Meeting Attendee List 

Jean Copeland Care Coordinator Gifford Primary Care X 

Jennifer Sanborn VCC Clinical Coordinator Blue Cross and Blue Shield of VT  

 
Jessica Emerson 

Director of Admissions, 
Discharge Planning & Social 
Services 

 
Grace Cottage Hospital 

 

Johanna Rawson Program Manager for Care 
Management, CVMC 

Central Vermont Medical Center  

Kirk J. Woodring 
 
Chief Clinical Officer/LICSW 

 
The Brattleboro Retreat 

X 

 
Mary Kate Marcellus 

 
BSN, RN-BC, Discharge 
Planner/Case Manager 

Psychiatric Services Inpatient 
Unit, Rutland Regional Medical 
Center 

 

 
Mary Moulton 

 
Executive Director 

Washington County Mental Health 
Services, Inc. 

X 

Michele Rowland 
Ex. Director: Quality/ Risk and Care 
Management 

Brattleboro Memorial  Hospital  

Nick Martin Program Director NAMI Vermont  

Sara Teachout 
Director, Government, Public and 
Media Relations 

BCBSVT  

Tim Rowland Psychologist Brattleboro Retreat  

Wilda White Executive Director Vermont Psychiatric Survivors Group  

9/15/2017 Statewide FUH Meeting Attendee List: FUH Committee Members 

Bruce Saffran QI Facilitator VPQHC  

Catherine Fulton Executive Director VPQHC  

Elizabeth Winterbauer Senior Epidemiologist VPQHC  

Erin Carmichael QI Administrator State of VT, DVHA, Medicaid 
Program 

 

Hillary Wolfley Research Associate VPQHC  

Jenn Gordon Transformation Specialist VPQHC  

Megan Resnick Quality Improvement Project Liaison Blue Cross and Blue Shield of VT  

Shellie Stevens Clinical Quality Consultant Blue Cross and Blue Shield of VT  

Teresa Voci Director, Quality & Provider Relations Blue Cross and Blue Shield of VT  

Todd Hill Team Care Administrator, Quality 
Improvement 

DVHA  

 
 
 
Mark McGee, Staff Psychiatrist, Brattleboro Retreat did not attend the September 15th meeting, but expressed 
interest to be involved,  with a focus on tele-medicine.  
 

Click here to be linked to a list of attendees that agreed to share their contact information. If you are willing to 

share your contact information, but did not have the opportunity to take the post-meeting survey to indicate this, 

please feel free to add your information to the Google Sheet. 

10

https://docs.google.com/spreadsheets/d/1DrkaIE8nPB6T7SH4aPVRaMOECoEAxOIjOEwMPpnEBkg/edit#gid%3D0


 

 

 

 

 

 

 

For your reference, the following pages include: 

 PowerPoint presentations from the September 15
th
 meeting 

 Sample Poster used for the activities 

 FUH HEDIS Measure Specifications and Information   
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Follow-Up After Hospitalization for Mental Illness 

 
 

Follow-Up After Hospitalization for Mental Illness (FUH) 
 

 

SUMMARY OF CHANGES TO HEDIS 2016 
 

 Added value sets to identify acute inpatient discharges, readmissions and transfer settings for the event/ 
diagnosis. 

 Added “Numerator events by supplemental data” to the Data Elements for Reporting table to capture the 
number of members who met numerator criteria using supplemental data. 

 

 

 
 

The percentage of discharges for members 6 years of age and older who were hospitalized for treatment of 
selected mental illness diagnoses and who had an outpatient visit, an intensive outpatient encounter or partial 
hospitalization with a mental health practitioner. Two rates are reported: 

1. The percentage of discharges for which the member received follow-up within 30 days of discharge. 

2. The percentage of discharges for which the member received follow-up within 7 days of discharge. 

 

 

 
 

Product lines       Commercial, Medicaid, Medicare (report each product line separately). 

 

Ages        6 years and older as of the date of discharge. 

 

Continuous 
enrollment 

Date of discharge through 30 days after discharge. 

 

Allowable gap       No gaps in enrollment. 

Anchor date       None. 

 

Benefits       Medical and mental health (inpatient and outpatient). 

 

Event/ 
diagnosis 

An acute inpatient discharge with a principal diagnosis of mental illness (Mental Illness Value 
Set) on or between January 1 and December 1 of the measurement year. To identify acute 
inpatient discharges: 

1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set). 

2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 

3. Identify the discharge date for the stay. 

 

The denominator for this measure is based on discharges, not on members. If members have 
more than one discharge, include all discharges on or between January 1 and December 1 of 
the measurement year. 

 

Acute readmission 
or direct transfer 

If the discharge is followed by readmission or direct transfer to an acute inpatient care setting 
for a principal mental health diagnosis (Mental Health Diagnosis Value Set) within the 30-day 
follow-up period, count only the last discharge. Exclude both the initial discharge and the 
readmission/direct transfer discharge if the last discharge occurs after December 1 of the 
measurement year. 

 Description   

 Eligible Population   
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Follow-Up After Hospitalization for Mental Illness 

 
 

To identify readmissions to an acute inpatient care setting: 

1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set). 

2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 

3. Identify the admission date for the stay. 

 

Organizations must identify “transfers” using their own methods and then confirm the acute inpatient care setting 
using the steps above. 

Exclusions Exclude discharges followed by readmission or direct transfer to a nonacute inpatient care 
setting within the 30-day follow-up period, regardless of principal diagnosis for the readmission. To identify 
readmissions to a nonacute inpatient care setting: 

1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set). 

2. Confirm the stay was for nonacute care based on the presence of a nonacute code (Nonacute 
Inpatient Stay Value Set) on the claim. 

3. Identify the admission date for the stay. 

 

Exclude discharges followed by readmission or direct transfer to an acute inpatient care setting within the 30-
day follow-up period if the principal diagnosis was for non- mental health (any principal diagnosis code other 
than those included in the Mental Health Diagnosis Value Set). To identify readmissions to an acute inpatient 
care setting: 

1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set). 

2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 

3. Identify the admission date for the stay. 

 

Organizations must identify “transfers” using their own methods and then confirm the acute inpatient care setting 
using the steps above. 

These discharges are excluded from the measure because rehospitalization or transfer may prevent an 
outpatient follow-up visit from taking place. 

 

 

 
 

Denominator          The eligible population. 

Numerators 

 

30-Day Follow-Up An outpatient visit, intensive outpatient visit or partial hospitalization with a mental 

   health practitioner within 30 days after discharge. Include outpatient visits, intensive  

outpatient visits or partial hospitalizations that occur on the date of discharge. 

 

7-Day Follow-Up An outpatient visit, intensive outpatient visit or partial hospitalization with a mental 

Health practitioner within 7 days after discharge. Include outpatient visits, intensive   

outpatient visits or partial hospitalizations that occur on the date of discharge. 

 
  

 Administrative Specifications   
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Follow-Up After Hospitalization for Mental Illness 

 
 

 

For both indicators, any of the following meet criteria for a follow-up visit: 

 A visit (FUH Stand Alone Visits Value Set) with a mental health practitioner. 

 A visit (FUH Visits Group 1 Value Set and FUH POS Group 1 Value Set) with a mental 
health practitioner. 

 A visit (FUH Visits Group 2 Value Set and FUH POS Group 2 Value Set) with a mental 
health practitioner. 

 A visit in a behavioral healthcare setting (FUH RevCodes Group 1 Value Set). 

 A visit in a nonbehavioral healthcare setting (FUH RevCodes Group 2 Value Set) with a 
mental health practitioner. 

 A visit in a nonbehavioral healthcare setting (FUH RevCodes Group 2 Value Set) with a 
diagnosis of mental illness (Mental Illness Value Set). 

 Transitional care management services (TCM 7 Day Value Set), where the date of 
service on the claim is 29 days after the eligible population event/diagnosis date of 
discharge. 

 

The following meets criteria for only the 30-Day Follow-Up indicator: 

 Transitional care management services (TCM 14 Day Value Set), where the date of service on the claim 
is 29 days after the event/diagnosis date of discharge. 

 

Note: Transitional care management is a 30-day period that begins on the date of discharge and continues for 
the next 29 days. The date of service on the claim is 29 days after discharge and not the date of the face-to-face 
visit. 

 

Note: 

 Organizations may have different methods for billing intensive outpatient visits and partial hospitalizations. 
Some methods may be comparable to outpatient billing, with separate claims for each date of service; 
others may be comparable to inpatient billing, with an admission date, a discharge date and units of 
service. Organizations whose billing methods are comparable to inpatient billing may count each unit of 
service as an individual visit. The unit of service must have occurred during the required period for the rate 
(e.g., within 30 days after discharge or within 7 days after discharge). 

 Refer to Appendix 3 for the definition of mental health practitioner. 

 

 

 
 

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

 

Table FUH-1/2/3: Data Elements for Follow-Up After 

Hospitalization for Mental Illness 

 

Administrative 

Measurement year  

Data collection methodology 
(Administrative) 

 

Eligible population  

Numerator events by administrative 
data 

Each of the 2 rates 

Numerator events by supplemental data Each of the 2 rates 

Reported rate Each of the 2 rates 

Lower 95% confidence interval Each of the 2 rates 

Upper 95% confidence interval Each of the 2 rates 

 

 

 Data Elements for Reporting   
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