
Measure 0576: Follow-Up After Hospitalization for Mental Illness (National 
Committee for Quality Assurance)

Description The percentage of discharges for members 6 years of age and older who were 
hospitalized for treatment of selected mental illness or intentional self-harm diagnoses and 
who had a follow-up visit with a mental health provider. Two rates are reported:
1. The percentage of discharges for which the member received follow-up within 30 days 
after discharge.
2. The percentage of discharges for which the member received follow-up within 7 days 
after discharge.

Numerator 30-Day Follow-Up: A follow-up visit with a mental health provider within 30 days after 
discharge.

7-Day Follow-Up:  A follow-up visit with a mental health provider within 7 days after 
discharge.

Numerator 
Details

For both indicators, any of the following meet criteria for a follow-up visit. 
•An outpatient visit (Visit Setting Unspecified Value Set) with (Outpatient POS Value Set) 
with a mental health provider.
•An outpatient visit (BH Outpatient Value Set) with a mental health provider.
•An intensive outpatient encounter or partial hospitalization (Visit Setting Unspecified 
Value Set) with (Partial Hospitalization POS Value Set).
•An intensive outpatient encounter or partial hospitalization (Partial Hospitalization or 
Intensive Outpatient Value Set).
•A community mental health center visit (Visit Setting Unspecified Value Set; BH 
Outpatient Value Set; Observation Value Set; Transitional Care Management Services 
Value Set) with (Community Mental Health Center POS Value Set).
•Electroconvulsive therapy (Electroconvulsive Therapy Value Set) with (Ambulatory 
Surgical Center POS Value Set; Community Mental Health Center POS Value Set; 
Outpatient POS Value Set; Partial Hospitalization POS Value Set).
•A telehealth visit: (Visit Setting Unspecified Value Set) with (Telehealth POS Value Set) 
with a mental health provider.
•An observation visit (Observation Value Set) with a mental health provider.
•Transitional care management services (Transitional Care Management Services Value 
Set), with a mental health provider.
•A visit in a behavioral healthcare setting (Behavioral Healthcare Setting Value Set).
•A telephone visit (Telephone Visits Value Set) with a mental health provider.
(See corresponding Excel document for the value sets referenced above).

Mental Health Provider Definition:
A provider who delivers mental health services and meets any of the following criteria:
•An MD or doctor of osteopathy (DO) who is certified as a psychiatrist or child psychiatrist 
by the American Medical Specialties Board of Psychiatry and Neurology or by the 
American Osteopathic Board of Neurology and Psychiatry; or, if not certified, who 
successfully completed an accredited program of graduate medical or osteopathic 
education in psychiatry or child psychiatry and is licensed to practice patient care 
psychiatry or child psychiatry, if required by the state of practice.
•An individual who is licensed as a psychologist in his/her state of practice, if required by 
the state of practice.



•An individual who is certified in clinical social work by the American Board of Examiners; 
who is listed on the National Association of Social Worker’s Clinical Register; or who has a 
master’s degree in social work and is licensed or certified to practice as a social worker, if 
required by the state of practice.
•A registered nurse (RN) who is certified by the American Nurses Credentialing Center (a 
subsidiary of the American Nurses Association) as a psychiatric nurse or mental health 
clinical nurse specialist, or who has a master’s degree in nursing with a specialization in 
psychiatric/mental health and two years of supervised clinical experience and is licensed 
to practice as a psychiatric or mental health nurse, if required by the state of practice.
•An individual (normally with a master’s or a doctoral degree in marital and family therapy 
and at least two years of supervised clinical experience) who is practicing as a marital and 
family therapist and is licensed or a certified counselor by the state of practice, or if 
licensure or certification is not required by the state of practice, who is eligible for clinical 
membership in the American Association for Marriage and Family Therapy.
•An individual (normally with a master’s or doctoral degree in counseling and at least two 
years of supervised clinical experience) who is practicing as a professional counselor and 
who is licensed or certified to do so by the state of practice, or if licensure or certification is 
not required by the state of practice, is a National Certified Counselor with a Specialty 
Certification in Clinical Mental Health Counseling from the National Board for Certified 
Counselors (NBCC).
•A physician assistant who is certified by the National Commission on Certification of 
Physician Assistants to practice psychiatry.
•A certified Community Mental Health Center (CMHC), or the comparable term (e.g. 
behavioral health organization, mental health agency, behavioral health agency) used 
within the state in which it is located, or a Certified Community Behavioral Health Clinic 
(CCBHC).
•Only authorized CMHCs are considered mental health providers. To be authorized as a 
CMHC, an entity must meet one of the following criteria:
•The entity has been certified by CMS to meet the conditions of participation (CoPs) that 
community mental health centers (CMHCs) must meet in order to participate in the 
Medicare program, as defined in the Code of Federal Regulations Title 42. CMS defines a 
CMHC as an entity that meets applicable licensing or certification requirements for 
CMHCs in the State in which it is located and provides the set of services specified in 
section 1913(c)(1) of the Public Health Service Act (PHS Act).  
•The entity has been licensed, operated, authorized, or otherwise recognized as a CMHC 
by a state or county in which it is located.
•Only authorized CCBHCs are considered mental health providers. To be authorized as a 
CCBHC, an entity must meet one of the following criteria:
o Has been certified by a State Medicaid agency as meeting criteria established by the 
Secretary for participation in the Medicaid CCBHC demonstration program pursuant to 
Protecting Access to Medicare Act § 223(a) (42 U.S.C. § 1396a note); or as meeting 
criteria within the State’s Medicaid Plan to be considered a CCBHC.
o Has been recognized by the Substance Abuse and Mental Health Services 
Administration, through the award of grant funds or otherwise, as a CCBHC that meets the 
certification criteria of a CCBHC.

Denominator Discharges from an acute inpatient setting with a principal diagnosis of mental illness or 
intentional self-harm on the discharge claim during the first 11 months of the 
measurement year (i.e. January 1 to December 1) for members 6 years and older.



Denominator 
Details

An acute inpatient discharge with a principal diagnosis of mental illness or intentional self-
harm (Mental Illness Value Set; Intentional Self-Harm Value Set) on the discharge claim 
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
Identify readmissions and direct transfers to an acute inpatient care setting during the 30-
day follow-up period:
• Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set).
• Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set). 
• Identify the admission date for the stay.
Exclude both the initial discharge and the readmission/direct transfer discharge if the last 
discharge occurs after December 1 of the measurement year.
If the readmission/direct transfer to the acute inpatient care setting was for a principal 
diagnosis (use only the principal diagnosis on the discharge claim) of mental health 
disorder or intentional self-harm (Mental Health Diagnosis Value Set; Intentional Self-
Harm Value Set), count only the last discharge.
If the readmission/direct transfer to the acute inpatient care setting was for any other 
principal diagnosis (use only the principal diagnosis on the discharge claim) exclude both 
the original and the readmission/direct transfer discharge. 

See corresponding Excel document for the Value Sets referenced above in S.2b.
Exclusions Exclude from the denominator for both rates, members who begin using hospice services 

anytime during the measurement year (Hospice Value Set)

Exclude both the initial discharge and the readmission/direct transfer discharge if the 
readmission/direct transfer discharge occurs after December 1 of the measurement year. 

Exclude discharges followed by readmission or direct transfer to a nonacute facility within 
the 30-day follow-up period regardless of principal diagnosis. 

Exclude discharges followed by readmission or direct transfer to an acute facility within the 
30-day follow-up period if the principal diagnosis was not for mental health or intentional 
self harm. 

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

Exclusion 
details

Members in hospice are excluded from the eligible population. 
Exclude both the initial discharge and the readmission/direct transfer discharge if the last 
discharge occurs after December 1 of the measurement year.
If the readmission/direct transfer to the acute inpatient care setting was for a principal 
diagnosis (use only the principal diagnosis on the discharge claim) of mental health 
disorder or intentional self-harm (Mental Health Diagnosis Value Set; Intentional Self-



Harm Value Set), count only the last discharge.

If the readmission/direct transfer to the acute inpatient care setting was for any other 
principal diagnosis (use only the principal diagnosis on the discharge claim) exclude both 
the original and the readmission/direct transfer discharge

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 and direct transfers to a nonacute inpatient care 
setting:
• Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set).
• Confirm the stay was for nonacute care based on the presence of a nonacute 
code (Nonacute Inpatient Stay Value Set) on the claim. 
• Identify the admission date for the stay.

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

See corresponding Excel document for the Value Sets referenced above in S.2b.
Risk 
Adjustment

No risk adjustment or risk stratification 

Stratification N/A
Type  Process
Type of 
Score

Rate/proportion 

Data Source  Claims
Level  Health Plan
Setting  Inpatient/Hospital, Outpatient Services
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