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➢ Announcements:

▪ Case Mix FY2025 Targeted Release Availability

▪ Reminder of Application Submission Process and to Read Documentation before Applying for Data

▪ Alert: New Publication on Machine learning approaches for predicting 30-day hospital readmissions: Evidence 

from Massachusetts healthcare data 

▪ Alert: New Publication on Collision Course: A Decade of Traumatic Brain Injury Trends and the Impact of Urban 

Safety Initiatives in Eastern Massachusetts

▪ Alert: New publication on residential proximity to nuclear power plants and cancer incidence in Massachusetts 

(2000-2018)

▪ Alert: A high-resolution multipollutant assessment of health damages due to the on-road sector in Boston, 

Massachusetts

▪ Reminder: American Public Health Association 2026 Abstract Deadline

➢ Data User Support Questions

▪ Social Isolation, Neglect and Abandonment

▪ National Emergency Medical Services Information System (NEMSIS) Case Definitions

▪ Capitated Claims

▪ Reminder Concerning Denied Claims

▪ Inpatient Medications

➢ Q&A
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CHIA Annual Data Release Status
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Targeted Release Availability

All CHIA CY2024 MA APCD data 

products and FY2024 case mix data 

products are now authorized for release 

and are available for application.

FY2025 Case Mix Data Products in Progress 

All CY2024 and FY2024 Data Products are Available

Case mix FY2025 (October 1, 2024, through September 30, 2025) hospital inpatient discharge data is targeted for release in June 

2026, outpatient emergency department visit data in August 2026, and outpatient observation stay I September 2026.
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Reminder of Application Submission Process and to 
Read Documentation before Applying for Data
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The following webpage links provide the step-by-step instructions for non-government 

entities and government entities on how to apply for the case mix and MA APCD data.

https://www.chiamass.gov/non-government-agency-apcd-requests
https://www.chiamass.gov/non-government-agency-case-mix-requests

https://www.chiamass.gov/government-agency-apcd-requests
https://www.chiamass.gov/government-agency-case-mix-requests

Non-Government Application Documents                                      Government Application Documents

Application documents are no longer submitted to or managed through IRBNet.org. All application materials must now 

be emailed directly to CHIA. Even if you have previous application documents submitted to IRBNet which you are 

updating, those updates should also be emailed directly to CHIA. 

❑ Massachusetts Case Mix Data application documents must be emailed to casemix.data@chiamass.gov. 

❑ Massachusetts All Payer Claims Data application documents must be emailed to apcd.data@chiamass.gov.

https://www.chiamass.gov/non-government-agency-apcd-requests
https://www.chiamass.gov/non-government-agency-apcd-requests
https://www.chiamass.gov/non-government-agency-apcd-requests
https://www.chiamass.gov/non-government-agency-apcd-requests
https://www.chiamass.gov/non-government-agency-apcd-requests
https://www.chiamass.gov/non-government-agency-apcd-requests
https://www.chiamass.gov/non-government-agency-apcd-requests
https://www.chiamass.gov/non-government-agency-apcd-requests
https://www.chiamass.gov/non-government-agency-apcd-requests
https://www.chiamass.gov/non-government-agency-case-mix-requests
https://www.chiamass.gov/non-government-agency-case-mix-requests
https://www.chiamass.gov/non-government-agency-case-mix-requests
https://www.chiamass.gov/non-government-agency-case-mix-requests
https://www.chiamass.gov/non-government-agency-case-mix-requests
https://www.chiamass.gov/non-government-agency-case-mix-requests
https://www.chiamass.gov/non-government-agency-case-mix-requests
https://www.chiamass.gov/non-government-agency-case-mix-requests
https://www.chiamass.gov/non-government-agency-case-mix-requests
https://www.chiamass.gov/non-government-agency-case-mix-requests
https://www.chiamass.gov/non-government-agency-case-mix-requests
https://www.chiamass.gov/government-agency-apcd-requests
https://www.chiamass.gov/government-agency-apcd-requests
https://www.chiamass.gov/government-agency-apcd-requests
https://www.chiamass.gov/government-agency-apcd-requests
https://www.chiamass.gov/government-agency-apcd-requests
https://www.chiamass.gov/government-agency-apcd-requests
https://www.chiamass.gov/government-agency-apcd-requests
https://www.chiamass.gov/government-agency-case-mix-requests
https://www.chiamass.gov/government-agency-case-mix-requests
https://www.chiamass.gov/government-agency-case-mix-requests
https://www.chiamass.gov/government-agency-case-mix-requests
https://www.chiamass.gov/government-agency-case-mix-requests
https://www.chiamass.gov/government-agency-case-mix-requests
https://www.chiamass.gov/government-agency-case-mix-requests
https://www.chiamass.gov/government-agency-case-mix-requests
https://www.chiamass.gov/government-agency-case-mix-requests
mailto:casemix.data@chiamass.gov
mailto:apcd.data@chiamass.gov
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Alert: New Publication on Machine learning approaches 

for predicting 30-day hospital readmissions: Evidence 

from Massachusetts healthcare data

Okolie A, Bello A, Ikhifa MO, Ibiyeye AO, Agbeso DO, Alumona P. Machine learning approaches for 
predicting 30-day hospital readmissions: Evidence from Massachusetts healthcare data. World Journal of 

Advanced Research and Reviews. 2025;28(1):1-2. https://www.researchgate.net/profile/Awele-Okolie-

2/publication/396510048_Machine_Learning_Approaches_for_Predicting_30-
Day_Hospital_Readmissions_Evidence_from_Massachusetts_Healthcare_Data/links/68efa2c9f3032e2b4be9

10be/Machine-Learning-Approaches-for-Predicting-30-Day-Hospital-Readmissions-Evidence-from-

Massachusetts-Healthcare-Data.pdf 

New study uses thirteen years of hospital-level data from CHIA's 

Readmissions Data Book (2011–2023) to develop and compare 

machine-learning models, specifically Ridge regression, Random 

Forest, and Gradient Boosting. The authors analyze model 

performance and demonstrate that Gradient Boosting 

substantially outperforms linear approaches in capturing 

non-linear patterns in healthcare utilization. The findings highlight 

the potential of machine learning in enhancing risk stratification 

for targeted interventions within hospital systems.
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Alert: New Publication on Collision Course: A 

Decade of Traumatic Brain Injury Trends and 

the Impact of Urban Safety Initiatives in 

Eastern Massachusetts

Baker MB, Sood H, Binda DD, Dienes E, Nozari A, Brahmbhatt TS, Suchdev K, 

Daneshmand A. Collision Course: A Decade of Traumatic Brain Injury Trends and the 

Impact of Urban Safety Initiatives in Eastern Massachusetts. Journal of Clinical 

Medicine. 2025 Aug 18;14(16):5825. https://www.mdpi.com/2077-0383/14/16/5825

New study using eleven years of data from Boston Medical 

Center (a Level One ACS Verified and State Designated 

Trauma Center) to examine traumatic brain injury trends across 

Eastern Massachusetts from 2010–2020, finds that Asian 

patients are disproportionately affected by pedestrian-vehicle 

strikes, making them 2.4 times more likely to be injured as 

pedestrians than in non-motorcycle motor-vehicle collisions. 

These pedestrian accidents also correlate with higher injury 

severity and elevated mortality rates among Asian patients 

compared with other racial groups.

https://www.mdpi.com/2077-0383/14/16/5825
https://www.mdpi.com/2077-0383/14/16/5825
https://www.mdpi.com/2077-0383/14/16/5825
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Alert: New publication on residential 

proximity to nuclear power plants and cancer 

incidence in Massachusetts (2000-2018)

Alwadi Y, Evans JS, Schwartz J, Vieira CL, Christiani DC, Coull BA, Koutrakis P. 

Residential proximity to nuclear power plants and cancer incidence in 

Massachusetts, USA (2000–2018). Environmental Health. 2025 Dec 18;24(1):92. 

https://link.springer.com/article/10.1186/s12940-025-01248-6

New study using MDPH's Cancer Registry data to analyze 

the association between residential proximity to seven 

nuclear power plants near Massachusetts and ZIP-code–

level cancer incidence from 2000–2018. The findings reveal 

that closer proximity is consistently linked to elevated risks 

for overall and multiple site-specific cancers, particularly 

among older adults, with relative risks declining sharply with 

increasing distance.

https://link.springer.com/article/10.1186/s12940-025-01248-6
https://link.springer.com/article/10.1186/s12940-025-01248-6
https://link.springer.com/article/10.1186/s12940-025-01248-6
https://link.springer.com/article/10.1186/s12940-025-01248-6
https://link.springer.com/article/10.1186/s12940-025-01248-6
https://link.springer.com/article/10.1186/s12940-025-01248-6
https://link.springer.com/article/10.1186/s12940-025-01248-6


9 CHIA Data User Workgroup |  January 27, 2026

Alert: A high-resolution multipollutant 

assessment of health damages due to the 

on-road sector in Boston, Massachusetts

Soni M, Arunachalam S, Ramarao MV, Efstathiou CI, Rick C, Buckley L, Dinesh 

C, Willis M, Perera F, Kinney P, Levy JI. A high-resolution multipollutant 

assessment of health damages due to the on-road sector in Boston, 

Massachusetts. Science of the Total Environment. 2025 Mar 15;969:178847. 

https://www.sciencedirect.com/science/article/pii/S0048969725004826

The study analyzes the health burden of on-road transportation emissions 

in Greater Boston using high-resolution modeling from the Community 

Multiscale Air Quality model to estimate pollutant-specific mortality and 

morbidity impacts. The study draws population and baseline mortality 

measures from CDC WONDER, childhood asthma data from the National 

Environmental Public Health Tracking Network, and census-tract 

demographics from the American Community Survey, linking these 

datasets to modeled concentrations of nitrogen dioxide, fine particulate 

matter, and ozone to resolve spatially explicit exposure–response 

relationships. The resulting multipollutant assessment demonstrates that 

vehicular emissions, particularly nitrogen oxides and primary fine 

particulate matter, drive substantial and spatially heterogeneous health 

damages, and emphasizes the need for geographically targeted 

emission-control strategies.

https://www.sciencedirect.com/science/article/pii/S0048969725004826
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REMINDER: American Public Health 2026 Annual 

Meeting Abstract Deadline is Approaching 

Abstract Submission Deadline — Tuesday, March 31, 2026, 11:59 PM (PDT)

For submission rules see: https://apha.confex.com/apha/2026/cfp.cgi

https://apha.confex.com/apha/2026/cfp.cgi
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Data User Support Questions
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Question: I’m interested in applying for data to study social isolation, 
neglect and abandonment among adults and wanted to know the 
magnitude of data resources for doing so before applying.

answer continued 

Answer:  Case mix and MA APCD medical claims data can be used to analyze specific areas of 
medical care to the extent that the area of interest are represented by specific diagnosis codes. 
Although no ICD-10-CM code exists for social isolation as a clinical entity, the ICD-10-CM 
classification system does include codes pertaining to the suspected abandonment or neglect of 
adults, such as T76.01XA, T76.01XD, and T76.01XS (See Table 1 below) . It is important to note that 
while social isolation itself is not captured in claims data nor case mix data as a diagnosis code, it has 
been measured through the Behavioral Risk Factor Surveillance System (BRFSS), a sample survey: 
telephone interview (cell and land line) that uses state-level random-digit-dialed probability samples 
of adults ages 18+ and relies on self-reported psychosocial indicators rather than diagnosis codes.

ICD-10-CM Code Definition

T76.01XA Adult neglect or abandonment, suspected, initial encounter

T76.01XD Adult neglect or abandonment, suspected, subsequent encounter

T76.01XS Adult neglect or abandonment, suspected, sequela

Table 1. Definitions of ICD-10-CM Adult neglect or abandonment
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answer continued 

The CDC’s June 24, 2024, MMWR report using the 2022 Behavioral Risk Factor Surveillance 

System (BRFSS) data shows that loneliness and lack of social and emotional support have a 
higher prevalence among people with lower household income and lower educational 
attainment, indicating that social isolation and loneliness disproportionately affect those 

facing economic and educational disadvantage. with prevalence highest among adults with 
less than a high school education (41.1% lonely; 36.3% lacking support) and household 
income below $25,000 (47.9% lonely; 39.8% lacking support).

Social Isolation and Loneliness: A Socioeconomic Gradient

Characteristic
Social connection measure % (95% CI)

Loneliness

Lack of social and emotional 

support

Education

Less than high school diploma 41.1 (39.1–43.1) 36.3 (34.4–38.3)

High school diploma or GED 34.7 (33.8–35.7) 27.5 (26.6–28.4)

Some college 33.0 (32.2–33.9) 24.6 (23.8–25.4)

College and above 26.0 (25.4–26.6) 16.5 (16.0–17.1)

Household income, $

<25,000 47.9 (46.3–49.4) 39.8 (38.3–41.3)

25,000–49,999 36.2 (35.2–37.2) 29.6 (28.6–30.7)

50,000–74,999 30.4 (29.3–31.6) 22.4 (21.3–23.5)

75,000–99,999 27.0 (25.8–28.3) 18.5 (17.4–19.6)

100,000–149,999 23.6 (22.5–24.8) 14.6 (13.7–15.5)

≥150,000 21.2 (20.2–22.3) 13.8 (12.8–14.7)

Unknown 34.7 (33.5–36.0) 25.6 (24.5–26.8)

Social Connection Demographic Characteristics - CDC BRFSS, United States, 2022
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answer continued 

The CDC’s March 24, 2024, MMWR report again using the 2022 BRFSS data shows 

that Black adults have a higher adjusted prevalence of lacking social and emotional 

support (29.3%) than White adults (22.5%) and Hispanic adults (23.8%) and are about 

30% more likely than White adults to lack social and emotional support after accounting 

for other factors. In contrast, the adjusted prevalence of social isolation or loneliness 

among Black adults (32.4%) is like White adults (32.4%) and does not meaningfully 

differ from most other racial and ethnic groups after adjustment.

Black Adults Face Greater Gaps in Social Support

Adjusted Prevalence for Adverse Social Determinants of Health - CDC BRFSS 2022

American 

Indian/ 

Alaskan 

Native Asian

Black or 

African 

American

Native 

Hawaiian/ 

Pacific 

Islander White

Hispanic or 

Latino

   Adjusted Prevalence

26.8 

(24.3–29.6)

39.5 

(36.7–42.5)

29.3 

(28.3–30.4)

36.3 

(30.3–43.4)

22.5 

(22.1–22.9)

   Adjusted Prevalence Ratio
1.19 

(1.08–1.32)

1.76 

(1.63–1.89)

1.30 

(1.25–1.36)

1.61 

(1.35–1.93)

Reference 

Group

   Adjusted Prevalence

32.5 

(29.7–35.4)

33.0 

(30.6–35.6)

32.4 

(31.2–33.6)

37.9 

(31.9–44.9)

32.4 

(32.0–32.8)

   Adjusted Prevalence Ratio
1.00 

(0.92–1.09)

1.02 

(0.94–1.10)

1.00 

(0.96–1.04)

1.17 

(0.98–1.39)

Reference 

Group

29.3 

(28.4–30.3)

36.4 

(34.2–38.8)

0.90 

(0.87–0.94)

1.12 

(1.05–1.20)

 Lack of social and emotional support

23.8 

(22.9–24.8)

27.2 

(25.2–29.3)

1.06 

(1.01–1.11)

1.21 

(1.12–1.31)

 Social isolation or loneliness

 Characteristic

Race and ethnicity, no. (95% CI)

Multiracial
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answer continued 

In Massachusetts Social Isolation or Loneliness is the Most Prevalent 
Adverse Social Determinant of Health

Massachusetts Adverse Social Determinants of Health - BRFSS 2022-2023

In Massachusetts, overall, 55.6% of Massachusetts adults reported experiencing at least one adverse social 

determinant of health, the most reported was feeling socially isolated or lonely (31.5%), followed by a lack of social 

and emotional support (22.6%). 
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answer continued 

Social isolation or loneliness emerged as the most prevalent adverse 

social determinant among Massachusetts adults, affecting 31.5% 

overall, with markedly higher prevalence among younger adults, 

females, racial and ethnic minoritized groups, individuals with disabilities, 

underscoring its unequal population burden. Moreover, social isolation 

clustered with other adverse social and health-related needs and scaled 

strongly with worse health outcomes, including sharply elevated odds of 

poor mental health and fair or poor overall health as cumulative 

adversities increased. 

In Massachusetts Social Isolation or Loneliness by Age

Massachusetts Adverse Social Determinants of Health by Age

Social isolation or loneliness 

• Defined with a response of “always/usually/sometimes” to the 

question, “How often do you feel socially isolated from others? 

Is it…” in 2022 or a response of “always/usually/sometimes” to 

the question “How often do you feel lonely? Is it…” in 2023.

Lack of social and emotional support 

• Defined with a response of “sometimes/rarely/never” to the 

question, “How often do you get the social and emotional 

support that you need? Is that…”

Definition of Measures Sent to Survey Respondents
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answer continued 

For both males and females, social isolation or 

loneliness and lack of social and emotional support were 

the most prevalent adverse measures of SDOH or 

HRSN; however, females were more likely than males 

(32.6% vs. 30.3%) to report social isolation or 

loneliness, while males were more likely than females 

(25.1% vs. 20.4%) to report lack of social or emotional 

support. 

In Massachusetts Social Isolation or Loneliness by Sex

Massachusetts Adverse Social Determinants of Health by Sex
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answer continued 

The prevalence of nearly all adverse measures of SDOH was 

higher among Black non-Hispanic, Hispanic, and 

Other/Multiracial non-Hispanic adults than among White non-

Hispanic adults. This included lack of social and emotional 

support (35.3%, 30.0%, and 25.4% vs. 18.8%), social isolation 

or loneliness (35.0%, 37.4%, and 39.1% vs. 29.3%), loss or 

reduced hours of employment (17.1%, 22.8% and 18.7% vs. 

8.9%), receiving food stamps or SNAP benefits (23.1%, 29.2%, 

and 20.0% vs. 8.5%), food insecurity (21.5%, 30.5%, and 

15.8% vs. 7.3%), housing insecurity (17.9%, 25.8%, and 13.5% 

vs. 6.6%), utility insecurity (13.4%, 14.2% and 11.2% vs. 4.3%), 

and lack of reliable transportation (12.8%, 16.2%, and 14.1% 

vs. 5.2%). Asian non-Hispanic adults were more likely than 

White non-Hispanic adults to report lack of social and 

emotional support (30.8% vs. 18.8%) and social isolation or 

loneliness (33.0% vs. 29.3%) but were less likely to report 

mental stress (8.7% vs. 13.3%). 

In Massachusetts Social Isolation or Loneliness by Race/Ethnicity

Social Determinants of Health by Race/Ethnicity
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Question:  I am specifically looking for prehospital population-based data to study 

behavioral health. Is there an equivalent to AHRQ-HCUP data for prehospital data? 

Answer:  Yes, the NEMSIS Public Use Web Based Data Subsets are available to increase the accessibility of the NEMSIS public release 

research data by sub-setting the volume and number of variables to existing NEMSIS case definitions. These case definitions are 

commonly used syndromes that may prove useful for analysis. Additional information regarding the criteria and variables are p rovided for 

each dataset. Additional years of data will be provided for each dataset as it is available. There is a subset for behavioral health data,  and 

the Commonwealth of Massachusetts does submit data from the Massachusetts Ambulance Trip Record Information System (MATRIS) to 

NEMSIS . See: https://nemsis.org/datasets/

https://nemsis.org/datasets/
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Question:  I am trying to determine what fraction of MCO/MMC members are in 

capitated contracts (with respect to the payer to provider reimbursement and 

specifically want wondered if I could use the medical claims CAPITATED Flag=1 on 

the claim line)?

Answer:  The researcher is referring to MC081 Capitated Encounter Flag where 1=Yes. For all the medical claim lines 

and all payers in the CY2024 Release that coding option of ‘Yes’ is not frequently used. See Table 1.

Nevertheless, using Capitated Encounter Flag = Yes for a percent of distinct memberlinkeid who are in a MCO -

MassHealth Managed Care Organization Enrollee (i.e., APCDID Code = 4) or who are in an ACO - Accountable Care 

Organization Enrollee (i.e., APCDID Code = 7). See Table 2.

CAPITATED ENCOUNTER FLAG FREQUENCY
YES 1.62443%
NO 95.68562%

UNKNOWN 0.13029%
OTHER 0.00001%

NOT APPLICABLE 2.55962%
BLANK 0.00002%

Date of 

Service to 
Year

MCO - MassHealth 

Managed Care 
Organization Enrollee 

ACO – Accountable Care 

Organization Enrollee (MassHealth 
only – unless approved by CHIA) 

2020 0.0089% 7.787%

2021 0.0003% 7.251%

2022 - 7.038%

2023 - 56.176%

2024 0.0002% 64.248%

Table 1. Capitated Flag Frequency Table 2. APCD ID Code Flag Frequency

answer continued 

Capitated Claims
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Answer (Continued):  The payment arrangement type (MC131) field also has a capitated option. (Code 01).  

Capitation’s claim line volume of payment arrangements declined from 4.26% in Release 8.0 to roughly 

3.20–3.27% in Releases CY2022–CY2024, reflecting an overall decrease of about one percentage point over 

the period. See Table 3 below.  Across the five releases, the year-to-year variation was minimal after 2021, 

with capitation stabilizing within a narrow range of 3.20% to 3.27%.

Payment Arrangement Type Code Release 8.0 Release CY2021 Release CY2022
Release 
CY2023

Release 
CY2024

Capitation 01 4.26% 3.45% 3.20% 3.21% 3.27%
Fee for Service 02 58.66% 63.72% 64.68% 62.96% 62.51%
Percent of Charges 03 1.64% 1.05% 1.37% 1.76% 1.74%
DRG 04 18.63% 15.85% 15.40% 15.59% 15.43%
Pay for Performance 05 0.07%
Global Payment 06 0.75% 0.87% 0.74% 0.68% 0.73%
Other 07 5.88% 4.96% 5.03% 5.42% 5.50%
Bundled Payment 08 0.18% 0.29% 0.49% 0.52%
Payment Amount Per Episode 
(MassHealth) (PAPE) 09

1.82% 0.70% 0.64% 0.59% 0.58%

Enhanced Ambulatory Patient 
Grouping (MassHealth) 10

1.17% 2.60% 2.51% 2.34% 2.38%

Blank Blank 7.13% 6.63% 6.16% 6.98% 7.33%

Capitated Claims

Table 3. Capitation Claim line Volume Frequency by Payment Arrangement Type Across Five Releases
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Reminder Concerning Denied Claims

Denied claims and/or denied claim lines are adjudicated service requests that a payer has 

determined to be non-payable based on unmet eligibility criteria, benefit-coverage limitations,

coding or documentation deficiencies, medical-necessity determinations, or other contractual or regulatory prohibitions, 

and are therefore excluded from reimbursement within the payer’s claim payment system. Some denials can be reversed 

as part of adjudication. For example,  CMS describes a denied claim as an insurer’s determination not to pay for a 

submitted service, triggering the patient’s or provider’s right to an internal appeal and, if needed, external review. See:  

https://www.cms.gov/cciio/resources/fact-sheets-and-faqs/indexappealinghealthplandecisions

The MA APCD filing specifications state that “Wholly denied claims should not be reported at this time. However, if a 

single procedure is denied within a paid claim that denied line should be reported.” While some carriers have opted to 

submit some wholly denied claims, when using the MA APCD to study denials data users should remember that:

❑ The MA APCD intentionally excludes wholly denied claims from submission requirements, while requiring reporting of 

denied service lines only when they occur within paid, adjudicated claims. 

❑ Because wholly denied claims are not completely present in the MA APCD, any analytic method or published 

research should remember the methodological distinction between excluded wholly denied claims and included 

denied line items and how this limitation impacts cost, utilization, and access-to-care analyses focused on analyzing 

denials.

https://www.cms.gov/cciio/resources/fact-sheets-and-faqs/indexappealinghealthplandecisions
https://www.cms.gov/cciio/resources/fact-sheets-and-faqs/indexappealinghealthplandecisions
https://www.cms.gov/cciio/resources/fact-sheets-and-faqs/indexappealinghealthplandecisions
https://www.cms.gov/cciio/resources/fact-sheets-and-faqs/indexappealinghealthplandecisions
https://www.cms.gov/cciio/resources/fact-sheets-and-faqs/indexappealinghealthplandecisions
https://www.cms.gov/cciio/resources/fact-sheets-and-faqs/indexappealinghealthplandecisions
https://www.cms.gov/cciio/resources/fact-sheets-and-faqs/indexappealinghealthplandecisions


23 CHIA Data User Workgroup |  January 27, 2026

Question:  What is the feasibility of identifying medications administered in 

the outpatient emergency department (ED) and inpatient setting using either 

MA APCD and/or hospital case mix data? Does MA APCD pharmacy claims 

drugs administered in an inpatient setting or in the ED?

Inpatient Medications

answer continued 

Answer: 

OUTPATIENT SETTING

In the case mix outpatient ED data, and in the case mix outpatient Observation Stay data, and in the MA APCD outpatient claims, 

certain specific drugs can be identified using a range of HCPCS Level II drug codes are considered “high-fidelity” identifiers of drugs 

administered in the outpatient setting, they contain the drug’s active ingredient and the billable does increment. All “J” codes can be 

used, but only specific ranges of “C” codes and “Q” codes.

• “J” codes are the backbone for physician-office and hospital outpatient drug billing.

• “C” codes are CMS OPPS temporary pass-through, or new-technology designations frequently used by hospital outpatient 

departments.

• “Q” codes are temporary codes that often capture brand-, formulation-, or biosimilar-specific products before they transition to

permanent J-codes. 

By “high-fidelity” identifier with regards to ingredient and dosage, you can see that specificity where J9271 denotes pembrolizumab 
billed per 1 mg; J9035 denotes bevacizumab billed per 10 mg; C9066 denotes sacituzumab govitecan-hziy billed per 2.5 mg; and 
Q5107 denotes bevacizumab-awwb (Mvasi), a bevacizumab biosimilar, billed per 10 mg. Each of these codes permit direct 
identification of the specific ingredient and billable quantity. Likewise, some codes for thrombolytics and radiopharmaceuticals used in 
outpatient care, for example, J3105 (tenecteplase, 50 mg), C9061 (teprotumumab-trbw, 10 mg), and C9060 (fluoroestradiol F-18, 
diagnostic, per 1 mCi) which show how the “J,” “C,” and “Q” codes also include monoclonal antibodies, small molecules, gene/cell 
therapies, contrast or diagnostic agents, and advanced biologics.
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Inpatient Medications

answer continued 

Answer (continued):

INPATIENT SETTING

In the inpatient setting, UB-04 revenue codes identify drug administration but not the specific drug. Only general 

codes for pharmacy services (0250–0256), including general, generic and non-generic drugs, IV solutions, 

take-home drugs, and experimental agents. There are separate codes for how those drugs are administered 

with IV therapy codes (0260–0263) and chemotherapy revenue codes (0331–0339) to distinguish injected, oral, 

IV, and other chemotherapy services provided during the inpatient hospitalization. 

Drug revenue codes

Revenue Code Description

0250 Pharmacy – General

0251 Pharmacy – Generic Drugs

0252 Pharmacy – Non-generic Drugs

0253 Pharmacy – Take-Home Drugs

0254 Pharmacy – Incident to Other Services

0255 Pharmacy – IV Solutions

0256 Pharmacy – Experimental Drugs

Method of Drug Administration

Revenue Code Description

0260 IV Therapy – General

0261 IV Therapy – Infusion Pump

0262 IV Therapy – IV Push

0263 IV Therapy – IV Therapy (Other)
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Inpatient Medications

answer continued 

Answer (continued):

DIFFERENCE BETWEEN INPATIENT CHEMO AND OUTPATIENT CHEMO

When chemo is administered in the inpatient care setting, you cannot see the specific drug, just one of the 

following generic revenue codes:

Inpatient Revenue Chemo Codes for Cancer

Revenue Code Description

0331 Chemotherapy Injected

0332 Chemotherapy Oral

0335 Chemotherapy IV

0339 Chemotherapy – Other

HCPCS drug codes do list the specific drugs used for outpatient chemotherapy are identified almost entirely by 

HCPCS J-codes, especially J9000–J9999, with occasional Q-codes for new agents and limited C-code use in 

hospital outpatient settings. The J code range J9000-J9999 includes most injectable and infused antineoplastic 

agents such as doxorubicin, cyclophosphamide, paclitaxel, cisplatin, pembrolizumab, nivolumab, trastuzumab, 

and many targeted and immunotherapy drugs. Some examples include:

• J9025 – Injection, azacitidine, 1 mg

• J9171 – Injection, docetaxel, 1 mg

• J9310 – Injection, rituximab, 10 mg

• J9271 – Injection, pembrolizumab, 1 mg

For full list of Chemotherapy Drugs HCPCS Code range J9000-J9999 used in the outpatient setting, see: 

https://www.aapc.com/codes/hcpcs-codes-range/10

https://www.aapc.com/codes/hcpcs-codes-range/10
https://www.aapc.com/codes/hcpcs-codes-range/10
https://www.aapc.com/codes/hcpcs-codes-range/10
https://www.aapc.com/codes/hcpcs-codes-range/10
https://www.aapc.com/codes/hcpcs-codes-range/10
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Answer (continued):

Case Mix Inpatient Setting and MA APCD Inpatient Setting
In Massachusetts case mix data, the term “inpatient setting” refers strictly to acute care hospitalizations in MDPH licensed acute hospitals, where 

DRG-based payment and consolidated institutional pharmacy operations ensure that revenue code drug entries reliably represent drugs 

administered during an acute inpatient stay. In contrast, the MA APCD “inpatient” file includes all institutional inpatient environments, such as long 
term psychiatric, rehabilitation, nursing home, residential treatment, and specialty hospitals. Although both datasets contain drug-related revenue 

codes, long term care billing structures differ fundamentally from acute care billing, especially in how medications are obtained and charged.

Long term care (LTC) facilities may dispense drugs through hospital-based pharmacies, contracted long term care pharmacies, or external 

pharmacy vendors. As a result, medications used during extended inpatient stays may appear either as revenue code items or aspharmacy claims, 

depending on the facility’s acquisition and billing pathways. Thus, revenue code drugs in the MA APCD represent administered drugs but do not 
signify a uniform clinical or operational context, unlike acute case mix data. Because MA APCD links medical and pharmacy claims, analysts can 

identify pharmaceuticals associated with long term stays, but doing so requires precise alignment of service dates, recognition of facility type and 

licensure, and an understanding of each institution’s pharmacy and billing configuration.

The MA APCD enables linkage between medical claims and pharmacy claims. This allows analysts to infer whether drugs were obtained during an 

inpatient long-term stay. However, this linkage requires exact alignment of service dates, awareness of facility type and license taxonomy, and 
understanding of institutional pharmacy arrangements. In sum, the phrase “drugs administered in the inpatient setting” can unintentionally obscure 

whether a medication was:

❑ Hospital dispensed

❑ Facility dispensed but pharmacy billed

❑ Resident obtained through an LTC pharmacy under a separate claim stream

Therefore, when referring to “inpatient”, keep in mind the distinction between:

❑ Acute care inpatient hospital–administered drugs

❑ Non acute institutional administered drugs

❑ Drugs dispensed during institutional residence but billed via pharmacy claims
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When is the next Data User Group meeting? 
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▪ The next User Group meeting is Tuesday, February 24, 2026

▪ http://www.chiamass.gov/ma-apcd-and-case-mix-user-workgroup-information/
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Questions?
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▪ Questions related to MA APCD email: 

apcd.data@chiamass.gov

▪ Questions related to Case Mix email: 

casemix.data@chiamass.gov

mailto:apcd.data@state.ma.us
mailto:casemix.data@state.ma.us
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