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A Note from the National Quality Forum

he science and public policy that suport healthcare performance

measurement evolve swiftly, and quality measures must keep up
with the times. This is especially true with ambulatory care perform-
ance measurement, which has been the subject of a significant amount
of policy attention in recent months.

The National Quality Forum’s (NQF’s) ‘Standardizing Ambulatory
Care Performance Measures’ project is a multiyear, multistage endeavor
that seeks consensus on standardized measures of outpatient care
performance measurement and reporting. The work comprises three
phases:

Phase 1 (2004)

In May 2004, NQF convened a workshop of its Members to identify
priority areas for ambulatory care quality measurement and reporting.
The 10 areas identified through this process were heart disease, dia-
betes, hypertension, obesity, asthma, prevention, depression, medication
management, patient experience with care, and coordination of care.!

Phase 2 (2005)

To address an urgent need for physician-focused ambulatory care con-
sensus standards, the NQF Board of Directors approved a request from
the Centers for Medicare and Medicaid Services (CMS) for expedited
review” of a predefined set of “physician-focused” ambulatory care

'National Quality Forum (NQF), Improving the Quality of Ambulatory Care Quality: Workgroup
Meeting Summary, Washington, DC: NQF; 2004. Available at www.qualityforum.org/mem-
bers/ambulatoryCare_docs/txmtgsummaryambulatoryFINALcolor.pdf. Last accessed April
2006.

? An expedited process differs from a regular consensus process in that the measures for review
are a predetermined set, and “competing” measures are not considered.
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measures from CMS, the National
Committee for Quality Assurance, and the
American Medical Association’s Physician

Consortium for Performance Improvement.

This initial set of ambulatory care consen-
sus standards is the result of that work.
Unlike other NQF consensus reports, this
report is being published only in electronic
format. This report, and the measure
specifications endorsed in it, will be
superseded by subsequent sets that
currently are being reviewed under the
NQF Consensus Development Process
in Phase 3. Some of these new measures
will be available in May 2006.

Phase 3 (2005-2008)

NQF is seeking consensus on a broad set of
performance measures for ambulatory care
in many priority areas. Phase 3 is proceed-

ing in the following four cycles:’

Cycle 1 -Priority areas: asthma/respiratory
illness; hypertension; medication
management; obesity; prevention,
immunization, and screening; and
care coordination.

Cycle 2 - Priority areas: behavioral health;
heart disease; diabetes; bone/joint
conditions; and prenatal care.

Cycle 3 - Priority areas: specialty and sub-
specialty care and special settings
of care; patient experience with
care; and efficiency.

Cycle 4 - Development of composite
measures.

*The disparities priority area, which was selected by the project’s funder, the Robert Wood Johnson Foundation, will be

applied across all cycles.
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Foreword

E ach year, more than a billion visits are made to physician offices and
clinics of various types. The care delivered in these office and clinic
settings —known as ambulatory or outpatient care —is central to health-
care delivery. However, despite the importance of ambulatory care,
there are few agreed-upon measures specifically aimed at measuring
the quality of care in this setting.

This report details 42 standardized performance measures that
should facilitate the evaluation and comparison of the quality of care
provided in ambulatory care settings. These measures have been care-
fully reviewed and endorsed by a diverse group of stakeholders
pursuant to the National Quality Forum’s (NQF’s) formal Consensus
Development Process, giving them the special legal status of voluntary
consensus standards.

The primary purpose of these NQF-endorsed™ voluntary consensus
standards is to drive quality improvement via accountability and public
reporting and to assist consumers and others in identifying providers
who deliver high-quality ambulatory care. The standards also may be
used by ambulatory care providers for internal quality improvement
efforts and by purchasers, policymakers, researchers, and regulators
for their various purposes.

We thank the Standardizing Ambulatory Care Performance Measures
Review Committee and its Technical Advisory Panels, as well as NQF
Member organizations, for their work with this project and for their
collective commitment to improving the quality of ambulatory care in

the United States.

Janet M. Corrigan, PhD, MBA
President and Chief Executive Officer
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National Voluntary Consensus Standards
for Ambulatory Care: An Initial Physician-
Focused Performance Measure Set

Executive Summary

M ore than a billion visits to physician offices and hospital out-
patient and emergency departments take place each year. How-
ever, although ambulatory (outpatient) care embraces a wide range of
health conditions, services, and care settings—and is the primary site
in the United States where patients receive care — there are few agreed-
upon quality measures specifically aimed at measuring the performance
of outpatient care providers.

The top 10 priority areas for standardized performance measures
for ambulatory care were identified by National Quality Forum (NQF)
Members in a May 2004 NQF workshop. Following the workshop, the
Centers for Medicare and Medicaid Services (CMS) requested that
NQF consider for endorsement an initial set of national voluntary
consensus standards for physician-focused ambulatory care quality,
based on those priority areas and additional areas subsequently added
by CMS, to address the huge lack of information about physician
performance.

This NQF report details the 42 NQF-endorsed™ consensus standards
for ambulatory care.' They are intended for physician-level accounta-
bility, including public reporting, in the following seven priority areas:

B asthma/respiratory illness;

B behavioral health;

B bone conditions;

! An additional nine ambulatory consensus standards for public reporting have been endorsed

as part of National Voluntary Consensus Standards for Adult Diabetes Care —2005 Update. See
appendix E for details.
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B heart disease;
B hypertension;
B prenatal care; and

B prevention, immunization, and screening.

Consistent with other endorsed consensus standards, these
measures were evaluated for importance, scientific evidence,
usability, and feasibility, and they have been deliberated
through the NQF Consensus Development Process. The
measure set is derived from the national ambulatory care
performance measurement activities of CMS, the National
Committee for Quality Assurance, and the American Medical
Association’s Physician Consortium for Performance
Improvement.

In addition to the NQF-endorsed consensus standards,
two recommendations describing guiding principles and
operational considerations for implementation were endorsed.
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National Voluntary Consensus Standards for Ambulatory Care
PRIORITY AREA MEASURE

Asthma/Respiratory lllness

® Asthma assessment

® s of appropriate medications for people with asthma

m Asthma: pharmacologic therapy

® Appropriate treatment for children with upper respiratory infection
® Appropriate testing for children with pharyngitis

Behavioral Health Optimal practitioner contacts for medication management

Effective acute phase treatment

m [ffective continuation phase treatment

Bone Conditions m (steoarthritis: assessment for use of anti-inflammatory or analgesic over-the-counter medications
m (steoarthritis: functional and pain assessment

Heart Disease Symptoms and activity assessment

Cholesterol screen

Lipid profile

Drug therapy for lowering LDL cholesterol

Cholesterol control

LDL cholesterol level

Antiplatelet therapy

Beta blocker treatment after a heart attack

Beta blocker therapy — prior myocardial infarction

Angiotensin converting enzyme inhibitor (ACE inhibitor)/angiotensin receptor blocker (ARB) therapy
Smoking cessation and smoking cessation intervention

(Coronary Artery Disease)

Left ventricular function assessment

Weight measurement

Assessment of clinical symptoms of volume overload
Assessment of activity level

Beta blocker therapy

ACE inhibitor/ARB therapy

Warfarin therapy for patients with atrial fibrillation

Heart Disease
(Heart Failure)

Plan of care
Controlling high blood pressure

Hypertension

Prenatal Care Anti-D immune globulin

Screening for human immunodeficiency virus

Tobacco use and tobacco cessation

Advising smokers to quit, discussing smoking cessation medication, and discussing smoking
cessation strategies

Discussing urinary incontinence and receiving urinary incontinence treatment
Flu shot for older adults and flu shot for adults ages 50-64

Influenza vaccination

Pneumonia vaccination

Childhood immunization status

® Breast cancer screening

m (olorectal cancer screening

® (ervical cancer screening

Prevention, Inmunization,
and Screening
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National Voluntary Consensus Standards
for Ambulatory Care: An Initial Physician-
Focused Performance Measure Set

Introduction

n the United States, patients receive care primarily in the ambulatory

(outpatient) setting, with more than a billion visits to physician
offices and hospital outpatient and emergency departments each year."
However, even though the ambulatory care setting is where most
healthcare services are delivered, there are few agreed-upon quality
measures specifically aimed at measuring the performance of outpatient
care providers.

Ambulatory care embraces a wide range of health conditions, serv-
ices, and care settings. In May 2004, the National Quality Forum (NQF)
conducted a workshop with its Members to identify priority areas for
which standardized performance measures for ambulatory care should
be endorsed. The 10 priority areas identified at the workshop were
patient experience with care; coordination of care; asthma; prevention
(primary and secondary, including immunization); medication manage-
ment; heart disease; diabetes; hypertension; depression; and obesi’cy.2

As public reporting of hospital, nursing home, and home health care
quality has been implemented nationally,’ the lack of information about
the quality of physician performance in the ambulatory care setting

!National Center for Health Statistics (NCHS), Health, United States, 2004 with Chartbook on
Trends in the Health of Americans, Hyattsville, MD: NCHS; 2004.

*This workshop was supported by a grant from the Robert Wood Johnson Foundation. For
details on the workshop’s findings, visit www.qualityforum.org/members/
ambulatoryCare_docs/ txmtgsummaryambulatoryFINALcolor.pdf. Last accessed January 2006.

*See www.cms.hhs.gov/QualityInitiativesGenInfo. Last accessed January 2006.
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has emerged as a huge gap that must be remedied. To address
this need, the Centers for Medicare and Medicaid Services
(CMS) requested that NQF endorse a set of national voluntary
consensus standards for physician-focused ambulatory care

quality.

National Voluntary Consensus Standards
for Ambulatory Care

his report presents 42 national voluntary consensus
standards for ambulatory care, including evidence-based
performance measures in the following 7 priority areas:*

B asthma/respiratory illness;

B behavioral health;

bone conditions;
heart disease;
hypertension;

prenatal care; and

prevention, immunization, and screening.

Relationship to Other
NQF-Endorsed™ Consensus Standards

This report does not represent the entire scope of NQF work
relevant to the quality of outpatient care. NQF has endorsed
nine measures for public reporting in National Voluntary
Consensus Standards for Adult Diabetes Care —2005 Update.
The specifications are included in appendix E. NQF has
completed or is currently working on separate projects
relevant to various healthcare settings, patient safety issues,
and patient conditions. For example, A National Framework

*The National Quality Forum’s (NQF's) activities in ambulatory care are proceeding
in phases. The workshop constituted phase I of this work; this report represents the
culmination of phase II. Additional work began in mid-2005 to address the remaining
priority areas, which will become phase III.

*NQF’s diabetes work has been conducted as a separate project, even though much

diabetes care is performed in the outpatient setting. The full report on NQF’s diabetes
work will be made available at www.qualityforum.org.



NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE: AN INITIAL PHYSICIAN-FOCUSED PERFORMANCE MEASURE SET

for Healthcare Quality Measurement and
Reporting,® provides a standardized frame-
work for identifying voluntary consensus
standards for healthcare quality and
articulates guiding principles and priorities
for healthcare quality improvement.

National Priorities for Healthcare Quality
Measurement and Reporting’ identifies
priorities applicable to ambulatory care,
including reducing disparities. Other
priorities involve care coordination and
communication; patient safety (including
medication management); and healthcare
conditions (asthma, depression, hyperten-
sion, ischemic heart disease, hypertension,
obesity, tobacco dependence, and pregnancy,
childbirth, and newborn care).

Serious Reportable Events in Healthcare
identifies 27 serious adverse events (e.g.,
surgery performed on the wrong patient,
infant discharged to the wrong person)
that NQF believes should be reported by
all licensed healthcare facilities.® Some of
these reportable events are consistent with
ambulatory consensus standards, such as
“serious death or disability associated with
a medication error” and “patient death
associated with a fall while being cared
for in a healthcare facility.” Similarly, Safe
Practices for Better Healthcare describes
30 healthcare “safe practices”” that should
be universally used to reduce the risk of
harm resulting from processes, systems,
or environments of care. Among the

practices are several relevant to outpatient
care including “ensure that written docu-
mentation of the patient’s preference for
life-sustaining treatment is prominently
displayed in his or her chart” and “stan-
dardize the methods for packaging, labeling
and storing medications.”

National Voluntary Consensus Standards
for Hospital Care: An Initial Performance
Measure Set" identifies several measures
pertaining to the prescription of medications
(aspirin, beta blockers, and angiotensin
converting enzyme inhibitors or angiotensin
receptor blockers) at discharge for acute
myocardial infarction (AMI) and other
follow-up strategies, including smoking
cessation counseling for patients with
AM], heart failure, and pneumonia. The
effectiveness of these care processes in
improving the outcomes for patients
requires coordination of care and follow-
through in the outpatient setting.

The full constellation of consensus
standards, along with those endorsed in
this report, provide a growing number of
NQF-endorsed™ voluntary consensus
standards that directly and indirectly
reflect the importance of measuring and
improving quality of care in the outpatient
setting. Organizations that adopt these
consensus standards will promote the
development of safer and higher-quality
care for patients throughout the nation.

SNQF, A National Framework for Healthcare Quality Measurement and Reporting: A Consensus Report, Washington, DC: NQF; 2002.
"NQF, National Priorities for Healthcare Quality Measurement and Reporting: A Consensus Report, Washington, DC: NQF; 2004.
¥NQF, Serious Reportable Events in Healthcare: A Consensus Report, Washington, DC: NQF; 2002.

*NQF, Safe Practices for Better Healthcare: A Consensus Report, Washington, DC: NQF; 2003.

ONQF, National Voluntary Consensus Standards for Hospital Care: An Initial Performance Measure Set, Washington, DC: NQF; 2003.
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|dentifying the Set

An NQF Review Committee" (appendix C)
established the initial approach to
evaluating potential consensus standards.
This approach included defining a specific
purpose for the performance measures
and screening candidate measures through
the application of standardized measure
evaluation criteria (appendix D). This
report defines “physician-focused” meas-
ures as “measures of healthcare delivery
system performance to which a physician
makes a significant contribution.”

Purpose

The purpose of this set of physician-
focused, ambulatory care consensus
standards is to improve the quality of
ambulatory care —through accountability
and public reporting — by standardizing
quality measurement in ambulatory care
settings, including physician offices, clinics,
and health centers.

Scope

The NQF-endorsed national voluntary

consensus standards for ambulatory care

encompass those that:

® apply to individual physicians,
physician offices, and physician
groups;

B are suitable for physician-level
accountability;

B reflect those aspects of care over which
physicians have control;

B are derived from all data sources;

B are fully developed and precisely
specified; and

= are fully open source.”

The intended scope of this initial set of
“physician-focused” consensus standards is
that it should be able to attribute perform-
ance at the individual practitioner level,
and this should include non-physician
practitioners. Specifically, the term
“physician focused” is used to spotlight
the traditional office practice setting, which
may include a variety of practitioners.
Furthermore, physicians are responsible
for all the activities within an office prac-
tice, including group structure; members
of the practice; collaboration with all
practitioners in the practice; and concurrent
care management.

Priority Areas for Measurement

As noted earlier, NQF convened a work-
shop of its Members to identify 10 priority
areas for ambulatory care quality measure-
ment and reporting. The consensus stan-
dards for this initial set do not include
measures in all of the previously identified

"The set of ambulatory consensus standards was approved by the NQF Board of Directors under the expedited consensus
process. The expedited consensus process adheres to the NQF’s Consensus Development Process (version 1.7), but there is no
“Call for Measures.” Under expedited consensus, the body that evaluates a candidate measure(s) and makes recommendations
to NQF Members is designated a Review Committee (rather than a Steering Committee).

20n January 29, 2003, the NQF Board of Directors adopted a policy that NQF will endorse only fully open source measures.
Open source is defined by NQF as being “fully disclosed” (i.e., data elements, measurement algorithms), if applicable, and
risk-adjustment methods/ data elements/algorithms are fully described and disclosed; if calculation requires database-
dependent coefficients that change frequently, the existence of such coefficients shall be disclosed and the general frequency
with which they change shall be disclosed, but the precise numerical value need not be disclosed.
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priority areas. Additionally, CMS requested that two more
areas be included for consideration in the initial set (bone
conditions and prenatal care). Future NQF work will address
all priority areas for ambulatory care.

Criteria for Selection of Consensus Standards

Measures were evaluated based on the criteria endorsed by
NQF, as derived from the work of the NQF Strategic Frame-
work Board (box A).”'*">'® These criteria were applied to
candidate measures from the national ambulatory care
performance measurement activities of CMS, the National
Committee for Quality Assurance (NCQA), the American
Medical Association’s Physician Consortium for Performance
Improvement (AMA PCPI), and a subset of the Prevention
Quality Indicators (PQIs) from the Agency for Healthcare
Research and Quality (AHRQ) that addresses “ambulatory
care-sensitive conditions.”

The NQF-Endorsed Voluntary Consensus
Standards for Physician-Focused
Ambulatory Care

he NQF-endorsed voluntary consensus standards for

physician-focused ambulatory care encompass 42
measures” that will facilitate efforts to improve the quality
of care delivered in the outpatient setting. These measures
are intended for physician-level accountability, including
public reporting. Table 1 presents brief descriptions of each
measure. Because consensus standards must be consistently
specified to meet the goal of standardization, detailed
specifications are provided in appendix A.

PThe Strategic Framework Board’s design for a national quality measurement and
reporting system, Med Care, 2003;41(1)suppl:I-1 —I-89.

' A National Framework for Healthcare Quality Measurement and Reporting.

NQF, A Comprehensive Framework for Hospital Care Performance Evaluation: A Consensus
Report, Washington, DC: NQF; 2003.

*NQF, National Voluntary Consensus Standards for Nursing-Sensitive Care: An Initial
Performance Measure Set, Washington, DC; 2004.

70f note, the 42 consensus standards include 4 “paired measures” (individual
measures that theoretically could have been approved singly, but were recommended
for NQF endorsement only if both were approved and used as a unit) and 1 “measure
triad” (3 measures were approved and must be implemented as a unit).
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Box A - Criteria for Evaluation and Selection

Proposed measures were evaluated for their suitability ¢. The measure is valid, accurately representing
based on four sets of standardized criteria (e.g.,impor- the concept being evaluated.

tance, scientific acceptability, usability, and feasibility). d
Not all acceptable measures will be strong—or

equally strong—among each of the four sets of

criteria, or strong among each of their related criteria.

Rather, a candidate measure was assessed regarding e. The measure is adaptable to patient preferences
the extent to which it meets any of the desired criteria and a variety of contexts of settings.

within each set: Adaptability depends on the extent to which
the measure and its specifications account for

. The measure is precise, adequately
discriminating between real differences in
provider performance.

1. Importance. This set addresses the extent to

which a measure reflects a variation in quality, low
levels of overall performance, and the extent to
which it captures key aspects of the flow of care.

a. The measure addresses one or more key
leverage points for improving quality.

b. Considerable variation in the quality of
care exists.

¢. Performance in the area (e.g., setting,
procedure, condition) is suboptimal, suggesting
that barriers to improvement or best practice
may exist.

. Scientific acceptability. A measure is scientifi-
cally sound if it produces consistent and credible
results when implemented.

a. The measure is well defined and precisely
specified. Measures must be specified
sufficiently to be distinguishable from other
measures, and they must be implemented
consistently across institutions. Measure
specifications should provide detail about
cohort definition, as well as the denominator
and numerator for rate-based measures and
categories for range-based measures.

b. The measure is reliable, producing the same
results a high proportion of the time when
assessed in the same population.

the variety of patient choices, including refusal
of treatment and clinical exceptions.

f. Anadequate and specified risk-adjustment
strategy exists, where applicable.

g. Consistent evidence is available linking the
structure and process measures to patient
outcomes

. Usability. Usability reflects the extent to which

intended audiences (e.g., consumers, purchasers)
can understand the results of the measure and are
likely to find them useful for decision making.

a. The measure can be used by the stakeholder
to make decisions.

b. The differences in performance levels are
statistically meaningful.

¢. The differences in performance are practically
and clinically meaningful.

d. Risk stratification, risk adjustment, and other
forms of recommended analyses can be applied
appropriately.

e. Effective presentation and dissemination
strategies exist (e.g., transparency, ability to
draw conclusions, information available when
needed to make decisions).

continued




NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE: AN INITIAL PHYSICIAN-FOCUSED PERFORMANCE MEASURE SET

f. Information produced by the measure can/will
be used by at least one healthcare stakeholder
audience (e.g., public/consumers, purchasers,
clinicians and providers, policymakers,
accreditors/regulators) to make a decision or
take an action.

g. Information about specific conditions for which
the measure is appropriate has been given.

h. Methods for aggregating the measure with
other, related measures (e.g., to create a com-
posite measure) are defined, if those related
measures are determined to be more under-
standable and more useful in decisionmaking.
Risks of such aggregation, including misrepre-
sentation, have been evaluated.

Box A - Criteria for Evaluation and Selection (continued)

4. Feasibility. Feasibility is generally based on the
way in which data can be obtained within the
normal flow of clinical care and the extent to which
an implementation plan can be achieved.

a. The point of data collection is tied to care
delivery, when feasible.

b. The timing and frequency of measure collection
are specified.

¢. The benefit of measurement is evaluated
against the financial and administrative burden
of implementation and maintenance of the
measure set.

d. An auditing strategy is designed and can be
implemented.

e. Confidentiality concerns are addressed.

Recommendations

I n addition to the NQF-endorsed consen-
sus standards, two recommendations to
accompany the set were identified.

Guiding Principles for Implementation

To achieve uniform implementation of the
consensus standards, the implementing
organization or entity —for example, large
purchasers, health plans, and accrediting
and certifying bodies —should establish
implementation rules that address the
following:
B the data that are available to define the
physician, physician-office, or physician
group patient population;

B sampling techniques;

B attribution of responsibility for the care
process or outcome being measured
(individual or shared; single provider or
multiple providers);

B data collection for providers that are
unable to use the data source indicated
in the measure specifications (e.g.,
administrative data specification for
uninsured patients who do not have
claims); and

B information that accompanies public
reporting of the measure results.
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Additional Implementation
Considerations
NQF should pursue further discussion,

analysis, and consideration of several
implementation issues:

the impact of measures using adminis-
trative data on physician practices that
deal with large numbers of uninsured
patients, who may not generate claims
data, which includes a disproportionate
number of minority patients and
patients who are lower on the socio-
economic scale;

comparability of data from different
data sources; and

the burden of manual medical record
review compared to review using
automated data sources.
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Table 1 - National Voluntary Consensus Standards for Physician-Focused Ambulatory Care

TOPIC | MEASURE | IP OWNER
Asthma/Respiratory llIness
Asthma Assessment Percentage of patients who were evaluated during at least one office visit for the | AMA PCPI*
frequency (numeric) of daytime and nocturnal asthma symptoms'
Use of Appropriate Medications for Percentage of patients who were identified as having persistent asthma during the | NCQA*
People with Asthma year prior to the measurement year and who were dispensed a prescription for
either an inhaled corticosteroid or acceptable alternative medication during the
measurement year
Asthma: Pharmacologic Therapy Percentage of all patients with mild, moderate, or severe persistent asthma who AMA PCPI*
were prescribed either the preferred long-term control medication (inhaled
corticosteroid) or an acceptable alternative treatment’
Appropriate Treatment for Children with Percentage of patients who were given a diagnosis of URI and were not dispensed | NCQA*
Upper Respiratory Infection (URI) an antibiotic prescription on or three days after the episode date?
Appropriate Testing for Children Percentage of patients who were diagnosed with pharynaitis, prescribed an NCQA*
with Pharyngitis antibiotic, and received a group A streptococcus test for the episode’
Behavioral Health
Optimal Practitioner Contacts for Percentage of patients who were diagnosed with a new episode of depression and | NCQA*
Medication Management treated with antidepressant medication and had at least three follow-up contacts
with a primary care practitioner or mental health practitioner coded with a mental
health diagnosis during the 84-day (12-week) Acute Treatment Phase®
Effective Acute Phase Treatment Percentage of patients who were diagnosed with a new episode of depression and | NCQA*
treated with antidepressant medication and remained on an antidepressant drug
during the entire 84-day (12-week) Acute Treatment Phase”
Effective Continuation Phase Treatment Percentage of patients who were diagnosed with a new episode of depression and | NCQA*
treated with antidepressant medication and remained on an antidepressant for at
least 180 days (6 months) 2
Bone Conditions
Osteoarthritis: Assessment for Use of Percentage of patient visits with an assessment for use of anti-inflammatory or AAOS/AMA
Anti-inflammatory or Analgesic analgesic OTC medications' PCPI*
Over-the-Counter (0TC) Medications
Osteoarthritis: Functional and Percentage of patient visits with assessment for function and pain' AAOS/AMA
Pain Assessment PCPI*
Heart Disease
Coronary Artery Disease (CAD): Percentage of patients with CAD who were evaluated for both level of activity and | AMA PCPI*/
Symptoms and Activity Assessment anginal symptoms during one or more office visits' ACC/AHA
CAD: Cholesterol Screen Percentage of patients discharged from the hospital after acute myocardial NCQA*
infarction (AMI), coronary artery bypass graft (CABG),and percutaneous
transluminal coronary angioplasty (PTCA), within the measurement year receiving
at least one LDL-C screening’
CAD: Lipid Profile Percentage of patients with CAD who received at least one lipid profile AMA PCPI*/
(or ALL component tests)’ ACC/AHA
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Table 1 - National Voluntary Consensus Standards for Physician-Focused Ambulatory Care

(continued)

TOPIC | MEASURE | 1P OWNER

Heart Disease (continued)

(CAD:Drug Therapy for Lowering Percentage of patients with CAD who were prescribed a lipid-lowering therapy AMA PCPI*/

LDL Cholesterol (based on current ACC/AHA guidelines)' ACC/AHA

CAD: Cholesterol Control Percentage of patients discharged from the hospital after AMI, CABG, and PTCA NCQA*
within the measurement year with LDL-C test results <130mg/dL and <100mg/dL*

CAD:LDL Cholesterol level Percentage of patients with most recent LDL cholesterol <130mg/dl and ™S
<100 mg/dL’

CAD: Antiplatelet Therapy Percentage of patients with CAD who were prescribed antiplatelet therapy' AMA PCPI*/

ACC/AHA

(CAD: Beta Blocker Treatment after a Percentage of patients hospitalized with an AMI during the measurement year NCQA*

Heart Attack who were prescribed beta blocker therapy?®

CAD: Beta Blocker Therapy-Prior Percentage of patients with prior Ml at any time who were prescribed AMA PCPI*/

Myocardial Infarction (M) beta blocker therapy1 ACC/AHA

(CAD: Angiotensin Converting Enzyme (ACE) | Percentage of patients with coronary artery disease who also have diabetes and/or | AMA PCPI*/

Inhibitor/Angiotensin Receptor Blocker LVSD who were prescribed ACE inhibitor or ARB therapy' ACC/AHA

(ARB) Therapy

Measure Pair

A CAD:Smoking Cessation Percentage of patients with CAD disease who were queried one or more times AMA PCPI*/
about cigarette smoking' ACC/AHA

B CAD: Smoking Cessation Intervention Percentage of patients with CAD identified as cigarette smokers who received AMA PCPI*/
smoking cessation intervention' ACC/AHA

Heart Failure (HF): Left Ventricular Percentage of patients with HF with quantitative or qualitative results of LVF AMA PCPI*/

Failure (LVF) Assessment assessment recorded’ ACC/AHA

HF:Weight Measurement Percentage of patient visits for patients with HF with weight measurement AMA PCPI*/
recorded’ ACC/AHA

HF: Assessment of Clinical Symptoms Percentage of patient visits or patients with HF with assessment of clinical AMA PCPI*/

of Volume Overload symptoms of volume overload (excess)' ACC/AHA

HF: Assessment of Activity Level Percentage of patient visits or patients with HF with assessment of activity level' | AMA PCPI¥/

ACC/AHA

HF: Beta Blocker Therapy Percentage of patients with HF who also have left ventricular systolic AMA PCPI*/
dysfunction (LVSD) who were prescribed beta blocker therapy' ACC/AHA

HF: ACE Inhibitor/ARB Therapy Percentage of patients with HF who also have LVSD who were prescribed AMA PCPI*/
ACE inhibitor or ARB therapy' ACC/AHA

HF:Warfarin Therapy for Patients Percentage of patients with HF who also have paroxysmal or chronic atrial AMA PCPI*/

with Atrial Fibrillation fibrillation who were prescribed warfarin therapy' ACC/AHA
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Table 1 - National Voluntary Consensus Standards for Physician-Focused Ambulatory Care

(continued)
TOPIC | MEASURE | 1P OWNER
Hypertension
Plan of Care Percentage of patient visits during which either systolic blood pressure (BP) AMA PCPI*/
2140 mm Hg or diastolic BP 290 mm Hg, with documented plan of care for ACC/AHA
hypertension'
Controlling High Blood Pressure (BP) Percentage of patients with last BP <140/90 mm Hg' CMS/NCQA*
Prenatal Care
Anti-D Immune Globulin Percentage of D (Rh) negative, unsensitized patients who received anti-D immune | AMA PCPI*
globulin at 26-30 weeks gestation'
Screening for Human Percentage of patients who were screened for HIV infection during the first or AMA PCPI*
Immunodeficiency Virus (HIV) second prenatal care visit'
Prevention, Inmunization, and Screening
Measure Pair
A Tobacco Use Percentage of patients who were queried about tobacco use one or more times AMA PCPI*
during the two-year measurement period’
B Tobacco Cessation Percentage of patients identified as tobacco users who received cessation AMA PCPI*
intervention during the two-year measurement period’
Measure Triad
A Advising Smokers to Quit Percentage of patients who received advice to quit smoking® NCQA*
B Discussing Smoking Cessation Percentage of patients whose practitioner recommended or discussed smoking NCQA*
Medication cessation medications’
C Discussing Smoking Cessation Percentage of patients whose practitioner recommended or discussed smoking NCQA*
Strategies cessation methods or strategies’
Measure Pair
A Discussing Urinary Incontinence Percentage of patients who reported having a problem with urine leakage in the | NCQA*
last six months and who discussed their urine leakage problem with their current
practitioner®
B Receiving Urinary Incontinence Percentage of patients who reported having a problem with urine leakage in the NCQA*
Treatment last six months and discussed it with their current practitioner and who received
treatment for their current urine leakage problem’*
Measure Pair
A Flu Shot for Older Adults Percentage of patients age 65 and over who received an influenza vaccination* CMS/NCQA*
B Flu Shot for Adults Ages 50-64 Percentage of patients age 50-64 who received an influenza vaccination’
Influenza Vaccination Percentage of patients who received an influenza vaccination' AMA PCPI*
Pneumonia Vaccination Percentage of patients who ever received a pneumococcal vaccination' (MS/NCQA
Childhood Immunization Status Percentage of patients who turned 2 years old during the measurement year who NCQA*

had four DTaP/DT, three IPV,one MMR, three H influenza type B, three hepatitis B
and one chicken pox vaccine (VZV) by the time period specified and by the child’s
second birthday’
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Table 1 - National Voluntary Consensus Standards for Physician-Focused Ambulatory Care
(continued)

TOPIC | MEASURE | 1P OWNER
Prevention, Immunization, and Screening (continued)

Breast Cancer Screening Percentage of women who had a mammogram during the measurement yearor | CMS/NCQA*
year prior to the measurement year®

Colorectal Cancer Screening Percentage of patients who had appropriate screening for colorectal cancer® NCQA*

Cervical Cancer Screening Percentage of women who received one or more Pap tests during the NCQA*

measurement year or the two years prior to the measurement year®

American Medical Association and National Committee for Quality Assurance Notice of Use. American Medical Association
and National Committee for Quality Assurance Notice of Use. Broad public use and dissemination of these measures is encour-
aged, and the measure developers have agreed with the National Quality Forum that non-commercial uses do not require the
consent of the measure developer. Use by healthcare providers in connection with their own practices is not a commercial use.
Commercial use of a measure does require the prior written consent of the measure developer, and commercial uses may be
subject to a license agreement at the discretion of the measure developer. As used herein, a “commercial use” refers to any
sale, license, or distribution of a measure for commercial gain, or incorporation of a measure into any product or service that is
sold, licensed, or distributed for commercial gain,(even if there is no actual charge for inclusion of the measure).

DATA SOURCE

!Electronic Health Record System, retrospective record review, or prospective flow sheet
? Administrative data

* Administrative data and/or administrative plus record review

*Patient survey

* Physician Performance Measures (Measures) and related data specifications, developed by the Physician Consortium for
Performance Improvement (the Consortium), are intended to facilitate quality improvement activities by physicians. These
Measures are intended to assist physicians in enhancing quality of care. Measures are designed for use by any physician who
manages the care of a patient for a specific condition or for prevention. These performance Measures are not clinical guidelines
and do not establish a standard of medical care. The Consortium has not tested its Measures for all potential applications.

The Consortium encourages the testing and evaluation of its Measures. Measures are subject to review and may be revised or
rescinded at any time by the Consortium. The Measures may not be altered without the prior written approval of the Consortium.
Measures developed by the Consortium, while copyrighted, can be reproduced and distributed, without modification, for
noncommercial purposes, e.g., use by health care providers in connection with their practices. Commercial use is defined

as the sale, license, or distribution of the Measures for commercial gain, or incorporation of the Measures into a product or
service that is sold, licensed or distributed for commercial gain. Commercial uses of the Measures require a license agreement
between the user and American Medical Association, on behalf of the Consortium. Neither the Consortium nor its members
shall be responsible for any use of these Measures. THE MEASURES ARE PROVIDED “AS IS” WITHOUT WARRANTY
OF ANY KIND®O 2004 American Medical Association. All Rights Reserved. Limited proprietary coding is contained in the
Measure specifications for convenience. Users of the proprietary code sets should obtain all necessary licenses from the owners
of these code sets. The AMA, the Consortium and its members disclaim all liability for use or accuracy of any Current
Procedural Terminology (CPT®) or other coding contained in the specifications.

#This performance measure was developed by and is owned by and the National Committee for Quality Assurance (NCQA).
This performance measure is not a clinical guideline and does not establish a standard of medical care. NCQA makes no
representations, warranties, or endorsement about the quality of any organization or physician that uses or reports perform-
ance measures, and NCQA has no liability to anyone who relies on such measures. NCQA holds a copyright in this measure
and can rescind or alter the measure at any time. This measure may not be modified by anyone other than NCQA. Anyone
desiring to use or reproduce the measure without modification for a non-commercial purpose may do so without obtaining
any approval from NCQA. All commercial uses must be approved by NCQA and are subject to a license at the discretion of
NCQA. © 2004 National Committee for Quality Assurance, all rights reserved.
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Appendix A

Specifications of the National Voluntary
Consensus Standards for Physician-
Focused Ambulatory Care

he following table summarizes the detailed specifications for

each of the National Quality Forum (NQF)-endorsed™ physician-
focused ambulatory care consensus standards. All information presented
has been derived directly from measure sources/developers without
modification or alteration (except when the measure developer agreed
to such modification during the NQF Consensus Development
Process) and is current as of October 2005.

All NQF-endorsed voluntary consensus standards are open source,
meaning they are fully accessible and disclosed. References to related
risk-adjustment methodologies and definitions are provided to assure
openness and transparency.

Issues regarding any NQF-endorsed consensus standard (e.g., mod-
ifications to specifications, emerging evidence) may be submitted to
NQF for review and consideration via the “Implementation Feedback
Form” found at www.qualityforum.org/implementation_feedback.htm.
NQF will transmit this information to the measure developers and /or
compile it for consideration in updating the measure set.
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Appendix B

Members and Board of Directors

Members*

CONSUMER COUNCIL

AARP

AFL-CIO

AFT Healthcare

American Hospice Foundation

Consumer Coalition for Quality
Health Care

Consumers Advancing Patient Safety

Consumers” Checkbook

March of Dimes

National Citizens” Coalition for
Nursing Home Reform

National Coalition for Cancer
Survivorship

National Family Caregivers
Association

National Partnership for Women
and Families

Service Employees International Union

HEALTH PROFESSIONAL, PROVIDER,

AND HEALTH PLAN COUNCIL

Administrators for the Professions

Adventist HealthCare

Aetna

Alexian Brothers Medical Center

Alliance for Quality Nursing Home
Care

American Academy of Family
Physicians

American Academy of Orthopaedic
Surgeons

American Association of Homes and
Services for the Aging

American Association of Nurse
Anesthetists

American College of Cardiology
American College of Gastroenterology
American College of Obstetricians
and Gynecologists
American College of Physicians
American College of Radiology
American College of Surgeons
American Health Care Association
American Heart Association
American Hospital Association

American Managed Behavioral
Healthcare Association

American Medical Association
American Medical Group Association
American Nurses Association
American Optometric Association
American Osteopathic Association

American Psychiatric Institute for
Research and Education

American Society for Therapeutic
Radiology and Oncology
American Society of Clinical Oncology

American Society of Health-System
Pharmacists

America’s Health Insurance Plans
Ascension Health

Association of Professors of Medicine
Aurora Health Care

Bayhealth Medical Center

Baylor Health Care System

Beacon Health Strategies

Beverly Enterprises

* When voting under the NQF Consensus Development Process occurred for this report.
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BJC HealthCare

Blue Cross and Blue Shield Association

Blue Cross Blue Shield of Michigan

Bon Secours Health System

Bronson Healthcare Group

Catholic Health Association of the United States
Catholic Healthcare Partners

Catholic Health Initiatives

Centura Health

Child Health Corporation of America
CHRISTUS Health

CIGNA Healthcare

College of American Pathologists

Connecticut Hospital Association

Council of Medical Specialty Societies

Detroit Medical Center

Empire BlueCross/BlueShield

Exempla Healthcare

Federation of American Hospitals

First Health

Florida Hospital Medical Center

Gentiva Health Services

Greater New York Hospital Association
Hackensack University Medical Center

HCA

Healthcare Leadership Council

HealthHelp

HealthPartners

Health Plus

Henry Ford Health System

Hoag Hospital

Horizon Blue Cross and Blue Shield of New Jersey
Hudson Health Plan

Illinois Hospital Association

INTEGRIS Health

John Muir/Mount Diablo Health System

Kaiser Permanente

KU Med at the University of Kansas Medical Center
Los Angeles County - Department of Health Services
Lutheran Medical Center

Mayo Foundation

MedQuest Associates

Memorial Health University Medical Center
Memorial Sloan-Kettering Cancer Center

The Methodist Hospital

Milliman Care Guidelines

National Association for Homecare and Hospice
National Association Medical Staff Services

National Association of Chain Drug Stores

National Association of Children’s Hospitals and
Related Institutions

National Association of Public Hospitals and
Health Systems

National Consortium of Breast Centers

National Hospice and Palliative Care Organization
National Rural Health Association

Nebraska Heart Hospitals

Nemours Foundation

New York Presbyterian Hospital and Health System
North Carolina Baptist Hospital

North Shore-Long Island Jewish Health System
North Texas Specialty Physicians

Norton Healthcare

Oakwood Healthcare System

PacifiCare

PacifiCare Behavioral Health

Parkview Community Hospital and Medical Center
Partners HealthCare

Premier

Robert Wood Johnson University Hospital-Hamilton

Robert Wood Johnson University Hospital-New
Brunswick

Sentara Norfolk General Hospital

Sisters of Charity of Leavenworth Health System
Sisters of Mercy Health System

Society of Thoracic Surgeons

Spectrum Health

State Associations of Addiction Services

State University of New York-College of Optometry
St. Mary’s Hospital Medical Center

St. Vincent Regional Medical Center

Sutter Health

Tampa General Hospital

Tenet Healthcare

Triad Hospitals

Trinity Health

UnitedHealth Group

University Health Systems of Eastern Carolina
University Hospitals of Cleveland

University of California-Davis Medical Group
University of Michigan Hospitals and Health Centers
University of Pennsylvania Health System
University of Texas-MD Anderson Cancer Center
US Department of Defense-Health Affairs

Vail Valley Medical Center

Vanguard Health Management
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Veterans Health Administration
VHA, Inc.
WellPoint
Yale-New Haven Health System

PURCHASER COUNCIL

BoozAllenHamilton

Buyers Health Care Action Group

Centers for Medicare and Medicaid Services
Central Florida Health Care Coalition
District of Columbia Department of Health

Employer Health Care Alliance Cooperative
(The Alliance)

Employers’ Coalition on Health

Ford Motor Company

General Motors

Greater Detroit Area Health Council
HealthCare 21

The Leapfrog Group

Lehigh Valley Business Conference on Health
Maine Health Management Coalition
Midwest Business Group on Health

National Association of State Medicaid Directors
National Business Coalition on Health
National Business Group on Health

New Jersey Health Care Quality Institute
Pacific Business Group on Health

Schaller Anderson

South Central Michigan Health Alliance
Office of Personnel Management

Washington State Health Care Authority

RESEARCH AND QUALITY IMPROVEMENT COUNCIL
AAAHC:-Institute for Quality Improvement
Abbott Laboratories

ACC/AHA Task Force on Performance Measures
ACS/MIDAS+

Agency for Healthcare Research and Quality

Al Insight

American Academy of Nursing

American Association of Colleges of Nursing

American Board for Certification in Orthotics
and Prosthetics

American Board of Internal Medicine Foundation
American Board of Medical Specialties

American College of Medical Quality

American Health Quality Association

American Pharmacists Association Foundation

American Psychiatric Institute for Research and
Education

American Society for Quality-Health Care Division
Anesthesia Patient Safety Foundation
Aspect Medical Systems

Association for Professionals in Infection Control
and Epidemiology

Association of American Medical Colleges
Aventis Pharmaceuticals

California HealthCare Foundation

Cancer Quality Council of Ontario

Cardinal Health

CareScience

Center to Advance Palliative Care

Centers for Disease Control and Prevention
City of New York Department of Health and Hygiene
Cleveland Clinic Foundation

Coral Initiative

Council for Affordable Quality Healthcare
CRG Medical

Delmarva Foundation

Dialog Medical

eHealth Initiative

Eli Lilly and Company

First Consulting Group

Florida Initiative for Children’s Healthcare Quality
Food and Drug Administration

Forum of End Stage Renal Disease Networks
Health Care Excel

Health Grades

Health Resources and Services Administration
Illinois Department of Public Health
Institute for Clinical Systems Improvement
Institute for Safe Medication Practices
Integrated Healthcare Association

Integrated Resources for the Middlesex Area
Iowa Foundation for Medical Care

IPRO

Jefferson Health System-Office of Health Policy
and Clinical Outcomes

Joint Commission on Accreditation of Healthcare
Organizations

Long Term Care Institute

Loyola University Health System-Center for
Clinical Effectiveness

Lumetra

Maine Quality Forum

Medical Review of North Carolina
Medstat
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National Academy for State Health Policy
National Association for Healthcare Quality
National Committee for Quality Assurance
National Committee for Quality Health Care
National Institutes of Health

National Patient Safety Foundation

National Research Corporation

New England Healthcare Assembly

Northeast Health Care Quality Foundation
Ohio KePRO

OmniCare

Partnership for Prevention

Pennsylvania Health Care Cost Containment Council
Pfizer

Physician Consortium for Performance Improvement
Press, Ganey Associates

Professional Research Consultants

ProHealth Care

Qualidigm

Research! America

Roswell Park Cancer Institute
Sanofi-Synthélabo

Select Quality Care

Society for Healthcare Epidemiology of America
Solucient

Texas Medical Institute of Technology

Uniform Data System for Medical Rehabilitation
United Hospital Fund

University Health System Consortium

University of North Carolina-Program on Health
Outcomes

URAC

US Pharmacopeia

Virginia Cardiac Surgery Quality Initiative
Virginia Health Quality Center

West Virginia Medical Institute

Wisconsin Collaborative for Healthcare Quality

Board of Directors**

Gail L. Warden (Chair)
President Emeritus
Henry Ford Health System
Detroit, MI

William L. Roper, MD, MPH (Vice-Chair,
Chair-Elect)’
Chief Executive Officer
University of North Carolina Health Care System
Chapel Hill, NC

John C. Rother, JD (Vice-Chair)
Director of Policy and Strategy
AARP
Washington, DC

John O. Agwunobi, MD, MBA
Secretary
Florida Department of Health
Tallahassee, FL

Harris A. Berman, MD
Dean
Public Health and Professional Degree Programs
Tufts University School of Medicine
Boston, MA

Dan G. Blair?
Acting Director
Office of Personnel Management
Washington, DC

Bruce E. Bradley
Director, Managed Care Plans
General Motors Corporation
Detroit, MI

Carolyn M. Clancy, MD
Director
Agency for Healthcare Research and Quality
Rockville, MD

Nancy-Ann Min DeParle, Esq.
Senior Advisor
JPMorgan Partners
Washington, DC

William E. Golden, MD?
Immediate Past President
American Health Quality Association
Washington, DC

Lisa L. Iezzoni, MD*
Professor of Medicine
Harvard Medical School
Boston, MA
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Kay Coles James®
Director
Office of Personnel Management
Washington, DC

Kenneth W. Kizer, MD, MPH
President and Chief Executive Officer
National Quality Forum
Washington, DC

Norma M. Lang, PhD, RN
Lillian S. Brunner Professor of Medical Surgical
Nursing
University of Pennsylvania
Philadelphia, PA

Brian W. Lindberg
Executive Director
Consumer Coalition for Quality Health Care
Washington, DC

Mark B. McClellan, MD, PhD
Administrator
Centers for Medicare and Medicaid Services
Washington, DC

Debra L. Ness
Executive Vice President
National Partnership for Women and Families
Washington, DC

Janet Olszewski®
Director
Michigan Department of Community Health
Lansing, MI

Paul H. O’Neill
Pittsburgh, PA

Christopher J. Queram
Chief Executive Officer
Employer Health Care Alliance Cooperative
Madison, WI

Jeffrey B. Rich, MD®
Chair
Virginia Cardiac Surgery Quality Initiative
Norfolk, VA

Gerald M. Shea
Assistant to the President for Government Affairs
AFL-CIO
Washington, DC

Janet Sullivan, MD
Chief Medical Officer
Hudson Health Plan
Tarrytown, NY

James W. Varnum
President
Dartmouth-Hitchcock Alliance
Lebanon, NH

Marina L. Weiss, PhD
Senior Vice President for Public Policy and
Government Affairs
March of Dimes
Washington, DC

Dale Whitney
Corporate Health Care Director
UPS
Atlanta, GA

Liaison Members

Clyde J. Behney’
Deputy Executive Officer
Institute of Medicine
Washington, DC

Janet M. Corrigan, PhD, MBA®
Director
Board on Health Care Services
Institute of Medicine, National Academy of Sciences
Washington, DC

Nancy H. Nielsen, MD, PhD
Speaker, House of Delegates
AMA for Physician Consortium for Performance
Improvement
Chicago, IL

Margaret E. O’Kane
President
National Committee for Quality Assurance
Washington, DC

Dennis S. O'Leary, MD
President
Joint Commission on Accreditation of Healthcare
Organizations
Oakbrook Terrace, IL

Elias A. Zerhouni, MD
Director
National Institutes of Health
Bethesda, MD

** During project period

! Appointed to Board
of Directors and named
Chair-Elect in May 2005

* Since February 2005
* Through December 2004

* Through February 2005
® Through January 2005
® Since January 2005

7 Since August 2005

¢ Through May 2005
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Appendix C

Review Committee, Technical Advisory
Panels, and Project Staff

Review Committee

Jeffrey L. Kang, MD, MPH (Co-Chair)
CIGNA Healthcare
Hartford, CT

Alice Stollenwerk Petrulis, MD
(Co-Chair)

Ohio KePRO

Seven Hills, OH

Bruce Bagley, MD
American Academy of Family
Physicians
Leawood, KS

Maxine Binn, RN, MN
University of California Davis Health
System
Sacramento, CA

John Brookey, MD
Southern California Permanente
Medical Group
Pasadena, CA

Mark J. Cziraky, PharmD
Institute for Safe Medication Practices
Huntingdon Valley, PA

Sherry Dubester, MD
Empire Blue Cross Blue Shield
Albany, NY

Joyce Dubow
AARP Public Policy Institute
Washington DC

F. Daniel Duffy, MD
American Board of Internal Medicine
Philadelphia, PA

Foster Gesten, MD
New York State Department of
Health
Troy, NY

Elizabeth Gilbertson
HEREIU
Santa Barbara, CA

Charles Homer, MD, MPH
National Initiative for Children’s
Healthcare Quality
Boston, MA

Timothy E Kresowik, MD
University of Iowa
Iowa City, IA

Michael Kulczycki
Joint Commission on Accreditation of
Healthcare Organizations
Oakbrook Terrace, IL

John Mahoney, MD
Pitney Bowes
Stamford, CT

Arnold Milstein, MD, MPH
Pacific Business Group on Health
San Francisco, CA
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L. Gregory Pawlson, MD, MPH
National Committee for Quality Assurance
Washington, DC

Christopher Queram
Employer Health Care Alliance Cooperative
(the Alliance)
Madison, WI

Beth Ann Swan, PhD, CRNP
University of Pennsylvania School of Nursing
Rydal, PA

Michael C. Tooke, MD
Delmarva Foundation for Medical Care
Easton, MD

Dennis C. White
South Central Michigan Health Alliance
Ann Arbor, MI

Liaison Member
Lisa Hines, MS, BSN

Centers for Medicare and Medicaid Services
Baltimore, MD

Technical Advisory Panels

Asthma/Respiratory lliness

Jonathan Finkelstein, MD, MPH
Harvard Medical School, Department of

Ambulatory Care and Prevention
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Appendix D
Commentary

Introduction

In December 2004, the National Quality Forum (NQF) initiated a
project to achieve consensus on an initial set of physician-focused
ambulatory care measures at the request of the Centers for Medicare
and Medicaid Services (CMS). As with other NQF consensus projects,
a Review Committee' (appendix C) representing key healthcare con-
stituencies —including consumers, providers, purchasers, and research
and quality improvement organizations—was convened. In March
2005, the Review Committee recommended a set of physician-focused,
ambulatory care measures. Seven Technical Advisory Panels (TAPs)
(appendix C) also were formed to assist NQF staff with measure eval-
uations, advise the Review Committee on the technical aspects of the
measures, and make recommendations to the Review Committee. This
appendix summarizes the deliberations of the Review Committee and
the TAPs.

Approach to Measure Evaluation

n May 2004, NQF convened a workshop of its Members to identify
10 priority areas for ambulatory care quality measurement and
reporting.” The 10 areas identified through this process were heart

The set of ambulatory consensus standards was approved by the National Quality Forum
(NQF) Board of Directors under the expedited consensus process. The expedited consensus
process adheres to the NQF’s Consensus Development Process (version 1.7), but there is no
“Call for Measures.” Under expedited consensus, the body that evaluates a candidate measure(s)
and makes recommendations to NQF Members is designated a Review Committee (rather than
a Steering Committee).

*National Quality Forum (NQF), Improving the Quality of Ambulatory Care Quality: Workgroup
Meeting Summary, Washington, DC: NQF; August 2004.
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disease, diabetes, hypertension, obesity,
asthma, prevention, depression, medication
management, patient experience with care,
and coordination of care. The NQF consen-
sus project sought to identify standards
within those 10 areas. The 100 candidate
measures that were submitted for consider-
ation were assigned to 5 of the identified
priority areas (asthma/respiratory illness,
behavioral health/depression, heart disease,
hypertension, and prevention) and 2 addi-
tional areas (bone conditions and prenatal
care).

Purpose of the Measure Set

The Committee agreed that the principal
focus of the measure set should be to
stimulate quality improvement through
physician-level accountability, including
public reporting. It generally agreed on a
definition of physician-focused as “measures
of healthcare delivery system performance
to which a physician makes a significant
contribution.” Committee members
disagreed with reviewer comments that
physician-focused measures should
include only aspects of care solely under
the control of the physician or measures
that are self-reported by physicians.

The Committee considered alternative
terminology to physician-focused, such
as provider- or practitioner-focused. But,
some members thought that a change
might diminish the responsibility of the
physician. Additionally, Committee
members felt strongly that physicians are
responsible for all the activities within an
office practice, including group structure;

members of the practice; collaboration with
all practitioners in the practice; and con-
current care management. Moreover, the
Committee supported the concept that the
competencies of physicians include taking
responsibility for practice performance,
even if other factors or inputs (e.g., other
practitioners and staff in the practice,
fostering patient compliance with taking
medications and undergoing screening
tests) also contribute to performance.

With respect to the level of analysis
implied by the term physician-focused,
the Committee generally agreed that the
practice level would likely be the most
useful, but that it also should be possible
to drill down to individual practitioners;
it was noted that it is possible to aggregate
measurement at higher levels (practice,
group) if the individual data are collected,
but not the reverse. The Committee
consistently supported the importance of
focusing on the physician role in fostering
compliance and influencing patient behavior
as an important aspect of performance that
should be measured.

Evaluation of Candidate Measures

NQF staff prepared detailed measure
evaluations using standard criteria
established in NQF’s National Framework
for Healthcare Quality Measurement and
Reporting.® Information for the measure
evaluations was obtained from the measure
developers, from a literature review, and
from independent research. A TAP for
each priority area was established to pro-
vide a preliminary review of the measure

*NQF, A National Framework for Healthcare Quality Measurement and Reporting: A Consensus Report, Washington, DC: NQF; 2002.
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evaluations prepared by NQF staff and
make recommendations to the Review
Committee based on the perceived
strengths and weaknesses of each measure
and the technical reasons why a measure
should not be recommended. The seven
TAPs met by conference call to review the
measures in each priority area. The Review
Committee requested that the TAPs also
provide a recommendation regarding
whether the measure was suitable for
accountability, including public reporting.
The TAP comments and recommendations
were included in each measure evaluation.
Summary tables were prepared to facilitate
the Review Committee’s consideration of
the TAP comments and recommendations.

Recommendation of
Individual Measures

he Review Committee considered the

measures in each priority area during
a two-day meeting in Washington, DC.
Comments and recommendations from
the TAPs formed the basis of the initial
deliberations, although the Review
Committee noted some inconsistencies
among the various TAP comments.
Representatives of the measure developers
were present to answer technical questions
about the measure specifications.

Criteria for Recommending Measures

Prior to the discussion of individual
measures, the Review Committee consid-
ered several potential inclusion criteria
in addition to the standardized measure
evaluation criteria (importance, scientific

acceptability, usability, and feasibility).

Community-Versus Physician-Level Measures
TAP members generally supported the
value of community-level measures, but
did not recommend including them with
the physician-level measures because the
two types of measures have very different
loci of accountability. Members of the
Review Committee agreed that measures
for this initial ambulatory care set should
focus on measures relevant to the individ-
ual physician and physician practices or
groups. The Committee supported the use
of community-level measures for public
health purposes as important measures

of healthcare quality, but it deferred
consideration of community-level
measures for this set.

Data Source

The measures use one or more of six
different data sources: Electronic Health
Record Systems (EHRSs); retrospective
medical record review; prospective flow
sheets; administrative data; administrative
plus medical record review; and survey.
Committee members agreed that no
measure should be eliminated from
consideration solely on the basis of the
data source. However, the data source
for each measure was considered in the
Committee’s deliberations.

The Committee repeatedly discussed
the burden of manual chart review (either
paper or electronic data that cannot be
analyzed). Data collection would be con-
siderably less burdensome with automated
data, such as are found in an EHRS. The
Committee noted that the use of measures
relying on the manual review of medical
records is likely to stimulate the use of
automated, electronic data systems, which
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would be beneficial. The Committee
recommended the use of prospective
data collection when these measures are
implemented.

Opportunity for Improvement

and Relative Differentiation

Some of the measures assess a very

basic, minimal level of performance

(e.g., evaluation of the heart in heart failure
[HF] patients, measuring blood pressure
[BP] in hypertensive patients). The oppor-
tunity for improvement appears to be
limited, and such measures can provide
only relative differentiation at the very
low end —that is, identifying very poor
performance from everyone else. Review
Committee members considered the
opportunity for improvement in its
recommendations.

Field or Pilot Testing

The degree of prior testing or use of

the candidate measures varies widely.
Some measures are being tested in

CMS’s Doctor’s Office Quality (DOQ)

and DOQ-IT (information technology)
projects, as well as in pay-for-performance
demonstration projects. According to the
National Committee on Quality Assurance
(NCQA), its measures have been used by
individual plans to measure physician-
level performance. The American Medical
Association-Physician Consortium for
Performance Improvement (AMA-PCPI)
measures have not been tested for use in
external reporting. Committee members

*See www.bridgestoexcellence.org/bte/.

generally agreed that the focus of their
recommendations should be on the evidence
behind the measure and its perceived
feasibility, and less on formal testing for
validity and the reliability of the measure
itself. The Committee agreed not to elimi-
nate any measures from discussion on the
basis of the degree of formal testing the
measure has undergone; however, the
Committee did consider both formal test-
ing and “face” validity (i.e., the likelihood
that the information could be obtained
from the data source specified) of the
measure in its deliberations.

The Committee agreed with a reviewer
who suggested that “the measures are
intended to be [a] first step toward the
development of a more comprehensive
measure set,” but it did not agree with
reviewers who suggested that the report
should acknowledge that the measures as
currently specified have not been tested
directly by physicians using physician-
acquired data. Committee members noted
that many of the measures have been
tested and used in CMS’s DOQ and DOQ-
IT projects and the Bridges to Excellence*
programs. The Committee acknowledged
the variability of the state of development
of the measures, but believed that these
measures are the best available at this time.
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Priority Area:
Asthma/Respiratory lllness

Asthma is a chronic respiratory disease
that poses a considerable burden to those
affected and results in substantial morbid-
ity and healthcare service utilization.

® More than 30 million individuals in
the United States are diagnosed with
asthma during their lifetime.”

B In 2001, 12 million Americans had
experienced an asthma attack in the
previous year.’

® In 2000, asthma accounted for 10.4
million outpatient visits, 1.8 million
emergency department visits, 465,000
hospitalizations, and 4,487 deaths.”

B The total direct and indirect costs
of asthma in the United States are
estimated at more than $14 billion
annually.®

Five of 10 candidate measures reviewed
were recommended for the set:

Asthma Assessment: Percentage of patients who
were evaluated during at least one office visit for
the frequency (numeric) of daytime and nocturnal
asthma symptoms (AMA PCPI)

Data source: EHRS, retrospective record review,
prospective flow sheet

The Review Committee discussed the
performance gap arising from physicians
not asking about nocturnal symptoms

of asthma and acknowledged that this
measure might not go far enough because

it focuses on documentation (which may
be administered by office staff), rather than
on measuring physician involvement in
the assessment of symptoms.

Use of Appropriate Medications for People with
Asthma: Percentage of patients who were identified
as having persistent asthma during the year prior to
the measurement year and who were dispensed a
prescription for either an inhaled corticosteroid or
an acceptable alternative medication during the
measurement year (NCQA)

Data source: Administrative

This measure, using administrative data,
captures prescriptions dispensed, but this
is not the same as capturing those that are
written. The quality problem is underuse
of medications, and compliance with pre-
scribed medications is a factor. Committee
members noted that although the cost

of the inhaled corticosteroids is a real
issue that affects patient compliance, the
physician has a responsibility to not just
prescribe medication, but to influence the
ability of patients to follow through on
shared treatment plans.

Asthma-Pharmacologic Therapy: Percentage of all
patients with mild, moderate, or severe persistent
asthma who were prescribed either the preferred
long-term control medication (inhaled corticosteroid)
or an acceptable alternative treatment (AMA PCPI)

Data source: EHRS, retrospective record review,
prospective flow sheet

This measure, based on chart review,
evaluates the physician’s documented
assessment of the severity of asthma

®National Center for Health Statistics (NCHS), Centers for Disease Control and Prevention (CDC), Asthma Prevalence, Health
Care Use and Mortality, 2000-2001. Available at www.cdc.gov/nchs/products/pubs/pubd/hestats/asthma/asthma.htm. Last

accessed March 2005.

®National Institutes of Health (NIH), National Heart, Lung, and Blood Institute, Morbidity and Mortality: 2002 Chart Book on
Cardiovascular, Lung, and Blood Diseases. Available at www.nhlbi.nih.gov/resources/docs/02_chtbk.pdf. Last accessed March

2005.

"NCHS, CDC, Asthma Prevalence, Health Care Use and Mortality, 2000-2001. Available at www.cdc.gov/nchs/products/pubs/

pubd/hestats/asthma/asthma.htm. Last accessed March 2005.

$Ibid.
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symptoms (which is often missing) and
appropriate treatment. Review Committee
members noted that both measures of
pharmacologic therapy for asthma look

at different aspects of the treatment of
asthma — prescribing versus dispensing —
and that using both measures allows

for more specific identification of the
performance gaps.

Appropriate Treatment for Children with Upper
Respiratory Infection (URI): Percentage of patients
who were given a diagnosis of URI and were not
dispensed an antibiotic prescription on or three
days after the episode date (NCQA)

Data source: Administrative data

In 1997-1998, URIs represented 8.7 percent
of all antibiotic prescriptions for infectious
respiratory diseases in children under 15
years of age. For U.S. children in this age
group, antibiotics for infectious respiratory
disease accounted for 74 percent of the
total antibiotics prescribed in 1997-1998.
Additionally, in 1999-2000, data showed
that nationally antibiotics were prescribed
during 22 percent of pediatric URI visits.’
Inappropriate antibiotic use is of great
public health concern, both nationally and
globally, because of its association with
increased antibiotic resistance in the
community.'"

This measure evaluates the inappropriate
use of antibiotics in children with colds.
The Committee believed this measure to be
a good driver of quality improvement that

would assess the ability of the physician to
educate parents and families in the appro-
priate use of antibiotics. The Committee
acknowledged that some inappropriate
coding for a bacterial infection might occur
and that the measure would not capture
antibiotic prescriptions given without a
patient visit. The Committee also recom-
mended that a similar measure for the
adult population should be developed.

Appropriate Testing for Children with Pharyngitis:
Percentage of patients who were diagnosed with
pharyngitis, prescribed an antibiotic and who
received a group A streptococcus test for the
episode (NCQA)

Data source: Administrative data

The prevalence of pharyngitis in children
between the ages of 1 and 18 ranges
between 31 and 36 percent.”” A study based
on data from the National Ambulatory
Medical Care Survey estimated that anti-
biotics were prescribed for 53 percent of
the 7.3 million annual visits for sore throat.
For sore throat visits when antibiotics
were prescribed, only 51 percent of clini-
cians tested for group A beta-hemolytic
streptococci.™

The Committee noted that this measure
promotes the use of testing for streptococ-
cal pharyngitis prior to prescribing anti-
biotics and helps discourage unnecessary
antibiotic therapy. Overuse of antibiotics
for viral URIs has been demonstrated in
the United States, and the emergence of

9McCaig, LE, Besser, RE, Hughes JM. Trend in antimicrobial prescribing rates for children and adolescents, JAMA.

2002;287(23):3096-3102.

10 Austin DJ, Kristinsson KG, Anderson RM. The relationship between the volume of antimicrobial consumption in human
communities and the frequency of resistance, Proceedings of the National Academy of Science, USA. 1999;96:1152-1156.

" Patterson JE. Antibiotic utilization: is there an effect on antimicrobial resistance? Chest. 2001;119(suppl 2):4265-430S.

Tsevat ], Kotagal UR. Management of sore throats in children: a cost-effectiveness analysis, Archives of Pediatric and Adolescent

Medicine. 1999;153:681-688.

*Webb KH, Does culture confirmation of high-sensitivity rapid streptococcal tests make sense? a medical decision analysis.

Pediatrics. 1998;101(2):E2.

“Linder JA, Bates DW, Lee GM, et al. Antibiotic treatment of children with sore throat. JAMA. 2005;294:2315-2322.
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resistant bacteria is worrisome. Members
of the Committee reported that the current
performance on this measure demonstrates
that 30 to 40 percent of prescriptions are
inappropriate. The Committee considered
concerns with inappropriate coding — that
is, coding for some type of bacterial infec-
tion whenever an antibiotic is prescribed —
but ultimately recommended the measure
to highlight the important issue of antibiotic
overuse. The Committee also discussed the
common practice of conducting clinical
evaluation rather than laboratory testing
prior to the initiation of antibiotic therapy,
but believed that the best evidence based
on practice guidelines indicates that
laboratory testing should be performed
prior to antibiotic therapy.

Measure Not Recommended

Both the TAP and the Committee declined
to recommend a measure of the “distri-
bution of long-term control therapy by
medication, severity classification, and
age range” for asthma patients for
accountability.

Priority Area: Behavioral Health

Major Depressive Disorder (MDD) is a
highly prevalent disorder that has a signifi-
cant impact on both the affected individual
and on society as a whole. It is estimated
that as many as one in six Americans will
suffer from MDD at some point in their
lives.” MDD is currently thought to be the
leading cause of disability in the United

States,'® and total direct and indirect costs
of depression are estimated at more than
$43 billion annually.”

Three of 11 candidate measures were
recommended for the set.

Optimal Practitioner Contacts for Medication
Management: Percentage of patients who were
diagnosed with a new episode of depression and
treated with antidepressant medication and had
at least 3 follow-up contacts with a primary care
practitioner or mental health practitioner coded
with a mental health diagnosis during the 84-day
(12-week) acute treatment phase (NCQA)

Data source: Administrative data

Effective Acute Phase Treatment: Percentage of
patients who were diagnosed with a new episode

of depression and treated with antidepressant
medication and remained on an antidepressant drug
during the entire 84-day (12-week) acute treatment
phase (NCQA)

Data source: Administrative data

Effective Continuation Phase Treatment: Percentage
of patients who were diagnosed with a new episode
of depression and treated with antidepressant
medication and remained on an antidepressant for
at least 180 days (6 months) (NCQA)

Data source: Administrative data

The Review Committee agreed with the
TAP that these three measures provide
only a beginning for the assessment of
quality of care for patients with depression,
that even with these three measures there
is room for improvement, and that there

Davidson JR, Meltzer-Brody SE, The underrecognition and undertreatment of depression: what is the breadth and depth of

the problem? ] Clin Psychiatry. 1999;60(suppl 7):4-9.

*The Robert Wood Johnson Foundation, Chronic Care in America: A 21st Century Challenge, Princeton, NJ: The Robert Wood

Johnson Foundation; 1996.

7U.S. Department of Health and Human Services (DHHS). Mental Health: A Report of the Surgeon General, Rockville, MD:
DHHS, Substance Abuse and Mental Health Services Administration, Center for Mental Health Services, National Institutes of
Health, National Institute of Mental Health; 1999. Available at www.mentalhealth.org/features/surgeongeneralreport/home.asp.

Last accessed January 2006.
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is a need for more refined measures of care
in depression.

Measures Not Recommended

In general, the Review Committee agreed
with the TAP and did not recommend

two screening measures, “percentage of
patients who were screened annually for
depression in primary care setting” and
“percentage of patients with a positive
screen for depression with a follow-up
assessment or referral.” Both also were

not recommended because of preliminary
results in the DOQ project noting low
reliability. A measure of “patients with
major depressive disorder who were
continued on medication for a minimum of
16 weeks following remission of symptoms”
was not recommended because of difficulty
in determining who is in remission. Three
measures of assessment were not recom-
mended because data collection would not
be feasible from retrospective record review.

Priority Area: Bone Conditions

Three of eight candidate measures for
patients with bone conditions were
recommended for the set.

Osteoporosis Management in Women Who Had a
Fracture: Percentage of women who suffered a
fracture, and who had either a bone mineral density
test or prescription for a drug to treat or prevent
osteoporosis in the six months after date of fracture
(NCQA)

Data source: Administrative data

In 2004, the U.S. Surgeon General reported
that osteoporosis and bone health were a
major public health priority. Osteoporosis
and other bone diseases affect 10 million
individuals and cause approximately

1.5 million fractures annually. The public
health impact is expected to become more
significant as the number of individuals in
the at-risk age range increases. A significant
portion of osteoporosis related injuries are
considered to be preventable.' The U.S.
Preventive Services Task Force found that
12 percent to 28 percent of women 65 years
of age and older have osteoporosis.

The Review Committee noted that this
measure depends on coordination of care
between the hospital, the specialist, and
the primary care physician. Attribution for
this measure could be the primary care
physician or a specialist physician or both.
This measure has been used widely at the
plan level, although sample size may be
an issue at the physician level. Several
reviewers expressed concern with the
codes for fracture that are included and
the codes for conditions for osteoporosis
that are excluded. The measure developer
has indicated that these issues will be
considered during its next internal review
of the measure. This measure was not
approved during member vote.

Osteoarthritis—Assessment for Use of Anti-
inflammatory or Analgesic Over-the-Counter (0TC)
Medications: Percentage of patient visits with an
assessment for use of anti-inflammatory or analgesic
0TC medications (American Academy of Orthopaedic
Surgeons [AAOS]/AMA PCPI)

Data source: EHRS, retrospective record review,
prospective flow sheet

According to the U.S. Centers for Disease
Control and Prevention (CDC), arthritis
and chronic joint symptoms are one of

the most prevalent diseases in the United
States. Prevalence of arthritis is expected

to increase as the population ages. AAOS
reports that osteoarthritis is a leading cause

8U.S. DHHS, Bone Health and Osteoporosis: A Report of the Surgeon General (2004). Released January 14, 2004. Available at
www.surgeongeneral.gov/library /bonehealth/content.html. Last accessed January 2005.
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of disability."” CDC reports the following
annual burden of disease:

® 9,500 deaths;
750,000 hospitalizations;

8 million people with limitations;

36 million ambulatory care visits;

49 million people with self-reported,
doctor-diagnosed arthritis; and

$51 billion in medical costs and
$86 billion in total costs.”

Initially, both the TAP and the Review
Committee noted a concern with capturing
data regarding OTC medications, but
decided that the patient safety issue of
documenting all medications taken by the
patient, including OTC medications, in
considering a treatment course was more
compelling.

Osteoarthritis—Functional and Pain Assessment:
Percentage of patient visits with assessment for
function and pain (AAOS/AMA PCPI)

Data source: EHRS, retrospective record review,
prospective flow sheet

The Review Committee supported this
patient-centered measure because it gauges
whether patients have been assessed for
two critical aspects of care —pain and
function.

Measures Not Recommended

The Committee did not recommend five
other measures pertaining to osteoporosis
(gastrointestinal prophylaxis, non-steroidal
anti-inflammatory drugs risk assessment,
physical examination, drug therapy, and

therapeutic exercise) because of a weak
evidence base and imprecise specifications.
Additionally, the Committee noted that the
measures were developed for prospective
data collection and that much of the data
are not recorded in the chart and would
not be available for retrospective data
abstraction.

Priority Area: Heart Disease

Coronary Artery Disease

Chronic stable coronary artery disease
(CAD) is the leading cause of mortality in
the United States, accounting for one in
five deaths in 2001. In 2004, the estimated
direct and indirect cost of CAD was

$133.2 billion.”

Twelve of 16 candidate measures for
patients with CAD were recommended for
the set.

CAD—Symptoms and Activity Assessment:
Percentage of patients with CAD who were evaluated
for both level of activity and anginal symptoms
during one or more office visits (AMA PCPI/American
College of Cardiology [ACC]/American Heart
Association [AHA])

Data source: EHRS, retrospective record review,
prospective flow sheet

The Review Committee agreed with the
TAP recommendation for this patient-
centered measure. The ACC/AHA
Guidelines for the Management of Patients
with Chronic Stable Angina recommends
regular assessment of patients” anginal
symptoms and level of activity. Assessing a
patient’s perception of his or her symptoms
is a cornerstone of effective chronic disease

' American Academy of Orthopaedic Surgeons, Improving Musculoskeletal Care in America (IMCA) Project: Osteoarthritis of the

Knee; September 2002.

*CDC, National Center for Chronic Disease Prevention and Health Promotion, Targeting Arthritis: Reducing Disability for 43
Million Americans: At a Glance 2005. Available at www.cdc.gov/nccdphp/aag/aag_arthritis.htm. Last accessed January 2005.

2 American Heart Association (AHA), Heart Disease and Stroke Statistics — 2004 Update, Dallas, TX: AHA; 2003.
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management, and this assessment should
be conducted and documented at every
visit.

CAD—Cholesterol Screen: Percentage of patients
discharged from the hospital after acute myocardial
infarction (AMI), coronary artery bypass graft (CABG),
percutaneous transluminal coronary angioplasty
(PTCA) within the measurement year receiving at
least one LDL-C screening (NCQA)

Data source: Administrative data or administrative
plus record review

CAD—Lipid Profile: Percentage of patients with
CAD who received at least one lipid profile (or ALL
component tests) (AMA PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

The TAP recommended both measures of
lipid screening. The NCQA measure looks
at post-hospitalization patients, which is

a subset of the chronic care population
captured in the second measure. A similar
measure, “lipid screening at discharge for
coronary artery bypass graft patients,” is
included in NQF’s set of cardiac surgery
consensus standards® but not in NQF’s
initial set of hospital consensus standards.”

CAD—Drug Therapy for Lowering LDL Cholesterol:
Percentage of patients with CAD who were prescribed
a lipid-lowering therapy (based on current ACC/AHA
guidelines) (AMA PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

The TAP and Review Committee recom-
mended this measure as consistent with
current evidence-based, therapeutic
guidelines that promote statin use for
managing cholesterol.

CAD—Cholesterol Control: Percentage of patients
discharged from the hospital after AMI, CABG, PTCA
within the measurement year with LDL-C test results
<130mg/dL and <100mg/dL (NCQA)

Data source: Administrative data or administrative
plus record review

Both the TAP and the Review Committee
agreed that this is an important intermedi-
ate outcome measure and noted that the
therapeutic targets for LDL-C are constantly
changing and that the <130 is outdated and
the <100 target may be reduced in the near
future.

CAD—LDL Cholesterol level: Percentage of patients
with most recent LDL cholesterol <130 mg/dl and
<100mg/dI (CMS)

Data source: EHRS, retrospective record review,
prospective flow sheet

CAD—Antiplatelet Therapy: Percentage
of patients with CAD who were prescribed
antiplatelet therapy (AMA PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

The TAP and the Review Committee
recommended this measure as an impor-
tant care process that has shown much
improvement over the past few years,
but there are areas that are lagging. NQF’s
initial hospital set™ has a similar measure
for aspirin prescribed at discharge for
AMI patients, and the cardiac surgery set
has a measure “antiplatelet medications
prescribed at discharge for CABG
patients.”

NQF, National Voluntary Consensus Standards for Cardiac Surgery: A Consensus Report, Washington, DC: NQF; 2004.
®NQF, National Voluntary Consensus Standards for Hospital Care: An Initial Performance Measure Set, Washington, DC: NQF; 2003.

#1bid.
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CAD—Beta Blocker Treatment After a Heart Attack:
Percentage of patients hospitalized with an AMI
during the measurement year who were prescribed
beta blocker therapy (NCQA)

Data source: Administrative data or administrative
plus record review

CAD—Beta Blocker Therapy-Prior MI: Percentage
of patients with prior Ml at any time who were
prescribed beta blocker therapy (AMA PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

The Review Committee recommended
both measures of beta blocker use as com-
plementary in addressing different aspects
of patient care. Dispensing of medications,
from pharmacy data, is not the same as
prescribing. Two different data sources
must be used to identify the performance
gap between prescribing and dispensing.
The dispensing measure is tied to a hospi-
talization for AMI within the year, which is
a smaller group than all patients with CAD
and addresses an important timeframe for
treatment. A similar measure “beta blocker
prescribed at discharge for AMI” is
included in NQF’s hospital standards set.

CAD—Angiotensin Converting Enzyme (ACE) Inhibitor
or Angiotensin Receptor Blocker (ARB) Therapy:
Percentage of patients with CAD who also have
diabetes and/or left ventricular systolic dysfunction
(LvSD) who were prescribed ACE inhibitor or

ARB therapy (AMA PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

The TAP and the Review Committee rec-
ommended this measure as an important
care process that is aligned with a similar
hospital measure. The measure has been
updated to include ARB therapy consistent
with new ACC/AHA guidelines.

Measure Pair: Smoking Cessation®

CAD—Smoking Cessation: Percentage of patients
with CAD who were queried one or more times about
cigarette smoking (AMA PCPI/ACC/AHA)

AND

CAD—Smoking Cessation Intervention: Percentage
of patients with CAD identified as cigarette smokers
who received smoking cessation intervention (AMA
PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

The TAP and the Review Committee
recommended both measures as important
care processes based on medical record
review. Both measures are important
together to 1) assess which patients are
smokers and 2) institute an intervention
in those identified as smokers; thus, the
Committee recommended them as a pair.

Measures Not Recommended

The Review Committee did not recom-
mend measures of “BP measurement,”
because of the limited opportunity for
improvement and because “distribution
of BP measurement” and “distribution of
cholesterol values” are not suitable for
accountability.

HF

In 2002, 550,000 new cases of HF were
diagnosed, 52,828 patients died, and 4.9
million Americans lived with it. Hospital
discharges for HF rose from 377,000 in
1979 to 970,000 in 2002, an increase of 157
percent. The estimated direct and indirect
cost of HF in the United States for 2005
was $27.9 billion.

Eight of 15 candidate measures for patients
with HF were recommended for the set.

»The measures are specifically linked together, and one should not be used without the other.
% AHA, Heart Disease and Stroke Statistics--2005 Update, Dallas, TX: AHA; 2005.
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HF—Left Ventricular Function (LVF) Assessment:
Percentage of patients with HF with quantitative or
qualitative results of LVF assessment recorded (AMA
PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

The Review Committee and the TAP
recommended this measure. It evaluates
physician awareness of an important
functional assessment, namely the measure
of LVF in patients with HF.

HF—Weight Measurement: Percentage of patient
visits for patients with HF with weight measurement
recorded (AMA PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

The TAP and the Review Committee
recommended this measure to evaluate an
important “vital sign” in the management
of HE. The baseline performance is
unknown and should be established.

HF—Assessment of Clinical Symptoms of Volume
Overload: Percentage of patient visits or patients

with HF with assessment of clinical symptoms of

volume overload (excess) (AMA PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

The Committee discussed the ACC/AHA
guidelines, which state that it is critically
important for physicians to evaluate the
fluid or volume status of patients with HF
during the initial visit and during each
subsequent evaluation. Even though the
term assessment seems open to interpre-
tation, the Review Committee and the
TAP recommended this patient-centered
measure as an important process of care.

HF—Assessment of Activity Level: Percentage of
patient visits or patients with HF with assessment
of activity level (AMA PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

Both the Review Committee and the TAP
strongly recommended this patient-centered
measure of the assessment of an important
outcome of the treatment plan for HF,
namely the benefit to the patient’s quality
of life.

HF—Patient Education: Percentage of patients with
HF who were provided with patient education on
disease management and health behavior changes
during one or more visit(s) within a six-month period
(AMA PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

Both the TAP and the Review Committee
recommended this patient-centered meas-
ure. The Review Committee noted that this
measure may capture disease management
programs and evaluate the coordination

of care for HF patients and is synergistic
with the hospital measure “detailed dis-
charge instructions for patients with HE.”
Reviewers noted that the elements of
education for this measure differ from the
NQF-endorsed™ hospital measure and
recommended that the specifications
should be aligned. This measure was

not approved during member vote.

HF—Beta Blocker Therapy: Percentage of patients
with HF who also have LVSD who were prescribed
beta blocker therapy (AMA PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

HF—ACE Inhibitor/ARB Therapy: Percentage of
patients with HF who also have LVSD who were
prescribed ACE inhibitor or ARB therapy (AMA
PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet
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HF—Warfarin Therapy for Patients with Atrial
Fibrillation: Percentage of patients with HF who also
have paroxysmal or chronic atrial fibrillation who
were prescribed warfarin therapy (AMA
PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

The Review Committee agreed with the
TAP recommendation regarding these
three measures of drug therapy in HF
patients as important care processes with
a strong evidence base.

Measures Not Recommended

Neither the TAP nor the Review Committee
recommended another measure of LVSD

in patients who have been hospitalized
because it is the same as the measure in
the hospital set. The TAP and the Review
Committee did not recommend several
measures because of imprecise specifica-
tions (assessment of clinical signs of fluid
overload; visits with examination of the
heart and initial laboratory testing).

Priority Area: Hypertension

Data from the National Health and
Nutrition Examination Survey have indi-
cated that 50 million or more Americans
have high BP that warrants some form of
treatment. According to the Joint National
Committee on Prevention, Detection,
Evaluation and Treatment of High Blood
Pressure, more than 40 percent of individu-
als with hypertension, or approximately

20 million Americans, still are not on
treatment and are at significant risk for
increased morbidity and mortality from
hypertension-related diseases and reduced
quality of life. The condition also contributes
to increased healthcare costs.”

Two of six candidate measures were
recommended for the set.

Plan of Care: Percentage of patient visits during which
either systolic blood pressure >140 mm Hg or dias-
tolic blood pressure >90 mm Hg, with documented
plan of care for hypertension (AMA PCPI/ACC/AHA)

Data source: EHRS, retrospective record review,
prospective flow sheet

Both the TAP and the Review Committee
members agreed that this is an important
measure of quality care in hypertension,
specifically regarding the physician noting
an abnormal BP value and responding to
it. Despite the lack of specificity about the
types of responses that are captured, neither
the TAP nor the Review Committee had
any reservations in recommending this
measure.

Controlling High BP: Percentage of patients with
last BP <140/90 mm Hg (CMS/NCQA)

Data source: EHRS, retrospective record review,
prospective flow sheet

This outcome measure for hypertension
is an essential measure of quality of care.
Review Committee members preferred
the specifications that include a target BP
<140/90 and includes everyone =18 years
old. Committee members felt that the lack
of exclusions is not problematic for the
general population.

Measures Not Recommended

The Review Committee did not recom-
mend “BP measurement” for hypertensive
patients because it is unlikely to provide
an opportunity for improvement. The
Committee also did not recommend an
alternative measure of BP control because
the measure’s target BP was <140/90,
which is not consistent with current
guidelines, and it was limited to those

46 to 85 years of age.

¥ Chobanian AV, Bakris GL, et al., Seventh report of the Joint National Committee on Prevention, Detection, Evaluation, and

Treatment of High Blood Pressure, Hypertension. 2003;42:1206.
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Priority Area: Prenatal Care

Maternal medical risk factors can contribute
to serious pregnancy complications and
infant deaths, particularly if risk factors are
not assessed or are not treated properly.”**
Two of 11 candidate measures were
recommended for the set. Both the TAP
and the Review Committee members
noted that the candidate measures did not
address many important areas of prenatal
care and recommended the development
of measures that are tied to evidence that
shows that an improvement in use would
be expected to lead to an improvement in
outcome (e.g., the use of folate to reduce
major malformations; the use of proges-
terone in women with prior preterm birth
to decrease the risk of subsequent preterm
birth; screening for Group B streptococcus
infection; and the availability of the pre-
natal record at the hospital at the time of
delivery to provide more complete infor-
mation about the quality of prenatal care).

Anti-D Immune Globulin: Percentage of D (Rh)
negative, unsensitized patients who received
anti-D immune globulin at 26-30 weeks gestation
(AMA PCPI)

Data source: EHRS, retrospective record review,
prospective flow sheet

The TAP and the Review Committee
members noted that this measure repre-
sents an important prenatal care process
that is sometimes overlooked, and that
the consequences of a woman becoming
sensitized are disastrous for future
pregnancies.

Screening for Human Immunodeficiency Virus (HIV):
Percentage of patients who were screened for HIV
infection during the first or second prenatal care visit
(AMA PCPI)

Data source: EHRS, retrospective record review,
prospective flow sheet

Both the TAP and the Review Committee
members supported this measure to
stimulate greater HIV screening during
pregnancy by using the “opt-out” strategy
(all patients will be tested except for those
who specifically decline).

Measures Not Recommended

The TAP and the Review Committee did
not recommend the measures “use of a
prenatal flow sheet,” “blood group and
antibody testing,” and “screening for
asymptomatic bacteriuria” because they
are very basic care processes in widespread
use, and the opportunity for improvement
is limited. Neither the TAP nor the Review
Committee recommended the measure
“screening for gestational diabetes,” because
current guidelines do not support univer-
sal laboratory screening for gestational
diabetes.

The TAP and Review Committee
members did not recommend “PAP smear
screening in pregnancy” as a measure
separate from PAP smear screening in the
general female population. If necessary,
the obstetrical population could be
extracted as a subset of the general PAP
smear screening measure.

The Review Committee was divided on
the measures for screening for congenital
anomalies, noting concerns about legal
requirements for screening in some states
and overlap with liability issues. Ultimately,
the Committee did not recommend the
measures.

% American College of Obstetricians and Gynecologists (ACOG) Practice Bulletin, Prevention of Rh D alloimmunization.
No. 4. May 1999. Clinical Management Guidelines for Obstetrician-Gynecologists, Int | Gynaecol Obstet. 1999;66(1):63-70.

» ACOG Committee Opinion No. 304, Prenatal and perinatal human immunodeficiency virus testing: expanded

recommendations, Obstet Gyneco, 2004;104:1119-1124.
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Priority Area: Prevention,
Immunization, and Screening

Prevention

Seven of 11 candidate measures pertaining
to prevention were recommended for the
set, including two measure pairs and one
measure triad.

Measure Pair: Tobacco Use

Tobacco Use: Percentage of patients who were
queried about tobacco use one or more times during
the two-year measurement period

AND

Tobacco Cessation: Percentage of patients identified
as tobacco users who received cessation intervention
during the two-year measurement period

Data source: EHRS, retrospective record review,
prospective flow sheet

CDC states that “cigarette smoking is the
single most preventable cause of premature
death in the United States,” and each year
one in every five deaths in the United
States is smoking related.” Overall, there
are 442,398 U.S. deaths attributable each
year to cigarette smoking, resulting in more
than $75 billion in direct medical costs
annually.®"*

These two measures of smoking cessa-
tion counseling and intervention assess the
physician documentation of an important
evidence-based prevention strategy. The
Committee recommended that these two
measures be paired.

Measure Triad - Smoking

Advising Smokers to Quit: Percentage of patients who
received advice to quit smoking

AND

Discussing Smoking Cessation Medication: Percentage
of patients whose practitioner recommended or
discussed smoking cessation medications

AND

Discussing Smoking Cessation Strategies: Percentage
of patients whose practitioner recommended or
discussed smoking cessation methods or strategies
(NCQA)

Data source: Patient survey

These three measures are derived from a
patient questionnaire that assesses the
patient’s perception of smoking cessation
counseling and intervention. The Review
Committee recommended these measures
along with the smoking cessation measure
abstracted from the chart to evaluate the
potential gap between physician and
patient perception of interventions for
stopping smoking. The Committee
recommended that the three measures
from the same patient survey be grouped
together as a triad.

Measure Pair - Urinary Incontinence (UI)

Discussing Ul: Percentage of patients who reported
having a problem with urine leakage in the last
six months and who discussed their urine leakage
problem with their current practitioner (NCQA)

AND

Receiving Ul Treatment: Percentage of patients
who reported having a problem with urine leakage
in the last six months and discussed it with their
current practitioner and who received treatment
(pharmacologic and non-pharmacologic) for their
current urine leakage problem (NCQA)

*CDC, Cigarette Smoking Mortality. Available at www.cdc.gov/tobacco/research_data/health_consequences/mortali.htm.

Last accessed December 2004.

'CDC, Cigarette Smoking-Related Mortality, Tobacco Information and Prevention Source (TIPS); June 2001. Available at
www.cdc.gov/tobacco/research_data/health_consequences/mortali.htm. Last accessed January 2005.

2CpC Smoking-Attributable Mortality, Morbidity, & Economic Costs, MMIVR, 2002;51(14):300-303.
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Data source: Patient survey

An estimated 15 to 50 percent of commu-
nity-living women are affected by UL A
recent report from the National Institutes
of Health indicated that women with
incontinence reported changing lifestyles
and that many experience depression and
isolation; the report recommended addi-
tional research to quantify these effects.”
The total cost of Ul is estimated at $19.5
billion (in year 2000 dollars). Of this, $14.2
billion was borne by community residents
and $5.3 billion by institutional residents.*
The Review Committee discussed
the important prevention issue of high
prevalence in older women. Treatment
options include non-pharmacologic
interventions such as Kegel exercises as
well as medications. Consumers on the
Review Committee strongly supported
this measure, and the Review Committee
recommended pairing the two survey
measures.

Measures Not Recommended

Neither the TAP nor the Review Committee
recommended a measure of screening for
problem drinking. Even though problem
drinking is of great importance, the meas-
ure needs additional testing and would
benefit from the use of a standardized
assessment tool.

Immunization
Four of six candidate measures for
vaccination were recommended for the set.

Measure Pair: Flu Shot

Flu Shot for Older Adults: Percentage of patients age
65 and over who received an influenza vaccination
(CMS/NCQA)

Data source: Patient survey
AND

Flu Shot for Adults Age 50-64: Percentage of patients
age 50-64 who received an influenza vaccination
(CMS/NCQA)

Data source: Patient survey

Influenza Vaccination: Percentage of patients who
received an influenza vaccination (AMA PCPI)

Data source: EHRS, retrospective record review,
prospective flow sheet

Influenza-related deaths can result from
pneumonia as well as from exacerbations
of cardiopulmonary conditions and other
chronic diseases. Older adults account

for more than 90 percent of deaths attrib-
uted to pneumonia and influenza. In a
recent study of influenza epidemics,
approximately 19,000 influenza-associated
pulmonary and circulatory deaths per
influenza season occurred from 1976 to
1990, compared with approximately 36,000
deaths from 1990 to 1999.

Estimated rates of influenza-associated
pulmonary and circulatory deaths per
100,000 were 0.4 to 0.6 among persons
49 years old or younger, 7.5 among persons
aged 50 to 64 years, and 98.3 among persons
65 or older.” The annual direct medical

B Litwin MS, Saigal CS, eds. Urologic Diseases in America, NIH Publication No. 04-5512, Washington, DC: U.S. Government
Publishing Office; 2004. Available at http:/ /kidney.niddk.nih.gov/statistics/uda. Last accessed February 2005.

¥Hu TW, Wagner TH, Bentkover JD, et al., Costs of urinary incontinence and overactive bladder in the United States: a

comparative study, Urology. 2004;63(3):461-465.

% CDC. Prevention and control of influenza: recommendations of the Advisory Committee on Immunization Practices (ACIP),

MMWR (serial online). 2004;53(RR-06):1-34.
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costs (e.g., hospitalization, doctor’s office
visits, medications) of influenza are
estimated at up to $4.6 billion. The total
direct and indirect costs (e.g., work days
lost, school days lost) of a severe flu
epidemic are at least $12 billion.*

The TAP and the Review Committee
recommended both the patient survey and
chart review influenza measures. Each
measure will provide a different picture of
influenza vaccination prevalence, although
there is evidence that patient recall is more
accurate than chart review, because many
patients receive their flu shot from commu-
nity locations and public health programs
rather than from a physician’s office. The
Review Committee members also noted
that the use of these measures should take
into account issues of seasonality and
vaccine availability. The Committee did
not recommend the use of the measure
during years in which there is a shortage
of vaccine.

Pneumonia Vaccination: Percentage of patients
who ever received a pneumococcal vaccination
(CMS/NCQA)

Data source: EHRS, retrospective record review,
prospective flow sheet

Each year, pneumococcal infection causes
an estimated 40,000 deaths among adults
in the United States. Pneumococcal
infection accounts for more deaths than
any other vaccine-preventable bacterial
disease.” Approximately half of these
deaths potentially could be prevented
through the use of vaccine.”

The Review Committee recommended
one of two candidate pneumococcal vacci-
nation measures. It selected the measure
that uses record review or administrative
data, rather than patient survey. It noted
sensitivity and specificity problems in
patient recall for a vaccination given once
in 10 years. The long look-back period is
challenging, but it is important for the
ongoing care of the patient that the infor-
mation is clearly documented in the chart.

Childhood Immunization Status: Percentage of
patients who turned 2 years old during the measure-
ment year who had four DTaP/DT, three IPV, one MMR,
three H influenza type B, three hepatitis B and one
chicken pox vaccine (VZV) by the time period
specified and by the child’s second birthday (NCQA)

Data source: Administrative data or administrative
plus record review

Largely because of the development and
use of vaccines, the prevalence of some
infectious diseases has been dramatically
reduced. For example, in 1995 301 cases of
measles but no cases of diphtheria or wild
polio were reported. However, the viruses
and bacteria that cause vaccine-preventable
disease and death still exist and can be
spread to people who are not protected by
vaccines. Vaccine-preventable diseases
have a costly impact, resulting in doctor’s
visits, hospitalizations, and premature
deaths.”

The Review Committee recommended
this measure, which has been widely
used at the health plan level and which
has performed well for many years. The

% National Coalition for Adult Immunization, Facts about Influenza for Adults. Available at www.nfid.org/ factsheets/

influadult.html. Last accessed January 2005.

¥ CDC, Prevention of pneumococcal disease: recommendations of the Advisory Committee on Immunization Practices (ACIP),

MMWR. 1997;46(RR-08):1-24. Last accessed February 2005.
*Ibid.

¥Fenner F, Henderson DA, Arita I, et al., Smallpox and Its Eradication, Geneva, Switzerland: World Health Organization; 1988.
Available at www.who.int/emc/ diseases/smallpox/Smallpoxeradication.html. Last accessed February 2005.
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measure requires maintenance to keep

the specifications consistent with current
vaccination guidelines, which change
frequently. Many plans and providers are
linked to patient registries that enable them
to gather data when the immunizations are
given by a clinic or other public provider.
Influenza immunization is not yet included
in the measure.

Measures Not Recommended

The TAP and the Review Committee did
not recommend a measure of adolescent
immunization, which is a “catch-up”
measure for those who did not get
vaccinated according to the childhood
recommendations. Adolescents have
infrequent healthcare visits, which makes
it difficult to hold providers accountable
for delivering vaccines within a specific
window of opportunity. A patient survey
measure of pneumococcal vaccination also
was not recommended because of concerns
about patient recall.

Screening
Three of six candidate measures for
screening were recommended for the set.

Breast Cancer Screening: Percentage of women who
had a mammogram during the measurement year or
year prior to the measurement year (CMS/NCQA)

Data source: Administrative data or administrative
plus record review

Breast cancer is the second most common
type of cancer among American women,
with approximately 175,000 new invasive
breast cancer cases and 43,000 deaths
estimated for 1999. Breast cancer accounts
for 32 percent of all cancers in women

and 18 percent of female cancer deaths.
Mammography screening has been shown
to reduce mortality from breast cancer by
20 percent to 40 percent among women

50 years of age and older.*

The Review Committee recommended
this measure based on its use of adminis-
trative data as well as its greater precision
in specifications.

Colorectal Cancer Screening: Percentage of patients
who had appropriate screening for colorectal cancer
(NCQA)

Data source: Administrative data or administrative
plus record review

Colorectal cancer is the second leading
cause of cancer-related death in the United
States. There were an estimated 135,400
new cases and 56,700 deaths from the
disease in 2001. Colorectal cancer places
significant economic burden on the society
as well, with treatment costing more than
$6.5 billion per year. Among malignancies,
colorectal cancer costs are second only to
those of breast cancer at $6.6 billion per
year."!

The Review Committee recommended
this measure based on administrative data,
which allows for medical record supple-
mentation to take patient preferences into
account.

Cervical Cancer Screening: Percentage of women
who received one or more Pap tests during the
measurement year or during the two years prior to
the measurement year

An estimated 13,000 new cervical cancer
diagnoses and 4,100 cervical cancer deaths
occurred in the United States in 2002.*

In countries without established cervical

“8mith RA, Saslow D, Sawyer KA, et al. American Cancer Society guidelines for breast cancer screening; update 2003, CA

Cancer Journal for Clinicians. 2003;53:141-169.

“Gee www.cancer.org/downloads/STT/F&F2001.pdf. Last accessed January 2006.
*?National Cancer Institute (NCI), Cervical Cancer (PDQ®): Prevention. Updated May 2002.
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cancer screening programs, cervical cancer
is the second or third most common cancer.
The five-year survival rate for cervical
cancer is 67 percent. About 50 percent of
cervical cancer cases are currently diag-
nosed at the localized stage, and five-year
survival rate is about 90 percent.®

The Review Committee and the TAP
recommended this measure, which has
been widely used for several years at the
health plan level. Review Committee
members noted that a Pap test may be
done by a gynecologist or a primary care
physician.

Measures Not Recommended

The Review Committee did not recommend
measures of mammography screening

and colorectal cancer screening based on
medical record review data. The Review
Committee also did not recommend a
measure of chlamydia screening and rec-
ommended further testing at the physician
level to capture the various data elements
administratively.

The Recommended
Set of Measures

Several reviewers commented on the
overarching characteristics of the set,

a topic that was not addressed per se by
the Committee during its deliberations.
Accordingly, following the review phase,
the Committee also discussed these issues.

Number of Measures

Several reviewers criticized the set as
too large and as lacking focus, but the
Committee continued to support all of the

measures recommended for accountability
and noted that it does not expect that
everyone will implement all of the
measures. The Committee viewed the set
as a menu from which users can choose the
measures they need.

Redundancy Among Measures

The Committee disagreed with reviewers
who suggested that some measures are
redundant. The Committee reiterated its
strong belief that the measures are “com-
plementary” (such as when prescribing
versus dispensing is specified) and noted
that although the measures may be “over-
lapping,” such an approach allows users
to choose among them as needed. For
example, smoking cessation for the general
population and for those with CAD would
not capture the same denominator pop-
ulation, and the evidence is stronger for
smoking cessation impact on outcomes for
CAD patients compared with the general
population. In addition, the CAD smoking
measure could be used in a cardiology
practice, but the general population
measure would not be useful for such a
practice.

Measure Specifications

In response to reviewers who suggested
that the measures cannot be implemented
as specified, Review Committee members
acknowledged that some details remain
undefined, but believed that issues of
clarity in the microspecifications should be
addressed by the measure owner/developer
(see appendix A).

“Ries LAG, BA Miller, BF Hankey, eds., SEER Cancer Statistics Review 1973-1991: Tables and Graphs, NCI, NIH Publication

No. 94-2789; 1994.
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Burden and/or Accuracy
of Data Collection

Many reviewers noted concerns regarding
the burden of data collection, given the
large number of measures that are based
on medical record data. The Review
Committee recommended the use of
prospective flow sheets, rather than retro-
spective chart review, as a less burdensome
method for collecting clinical data.

The Review Committee also noted that
during the initial implementation of the
ambulatory care consensus standards, poor
documentation likely would impact results.
This may not be the same as poor perform-
ance. It also emphasized, however, that
appropriate documentation is an important
aspect of physician performance; documen-
tation deficiencies should rapidly improve
with the implementation of the measures.

Implementation Issues

Unlike the relatively “closed system” of
hospitals and nursing homes, ambulatory
care is diffuse, with no coordinated infra-
structure for collecting information.
Clinical and economic data (claims, billing,
and utilization) are collected in a broad
range of paper and electronic formats. The
many providers within the healthcare sys-
tem (including all types of practitioners)
and the various settings (including small,
private offices, large groups, community
health centers, urgent care centers, emer-
gency departments, ambulatory surgery
centers, independent pharmacies, imaging
centers, and laboratories) lack a common
format or infrastructure for collecting and

sharing data for performance measurement.
Additionally, no compatible systems exist
to feed data to the various users of the
information. The large number of unin-
sured patients also must be considered and
included in the measurement of ambulatory
care performance; the availability of
automated /electronic data for uninsured
patients is uncertain. Furthermore, claims
data are not collected or aggregated by an
insurer.

During discussions of the Review
Committee and the TAP, implementation
issues were frequently raised. Additionally,
concerns or issues were often mentioned
during the review period. This section
summarizes the Committee’s discussion
and recommendations related to imple-
mentation, as well as the deliberations of
the Implementation of Ambulatory Care
Consensus Standards TAP.

Recommendations to
Accompany the Set

During its deliberations, both the Review
Committee and the TAPs highlighted
several considerations that should be
addressed for successful implementation
of the set:

1. Implementation rules that address
several issues are necessary to ensure
uniform measurement for comparison
purposes. The Review Committee noted
that the rules may be different for each
program depending on the purpose of
measurement. Potential rules regarding
the following were discussed:

B how the physician, physician-office,
or physician group patient population
is defined;
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B sampling techniques and sample
sizes;

® attribution of responsibility for
the care process or outcome being
measured (individual or shared;
single provider or multiple providers);

B data collection for providers that are
unable to use the data source indi-
cated in the measure specifications
(e.g., administrative data specification
for uninsured patients who do not
have claims); and

® information that accompanies public
reporting of the measure results.

The implementation TAP agreed

that the elements of a performance
measurement program may vary
among implementers, depending on
the purpose and goals of the program.
Furthermore, the TAP noted that imple-
mentation is easier if everyone knows
the rules up front. Although the TAP
recognized that users who are imple-
menting a performance measurement
program will determine the level of
accountability, its members agreed that
clear rules of attribution will allow office
practices to build processes that will
accommodate the rules. For example,
rules for sample size and denominator
minimums should vary depending

on the program; poor data quality
affects large and small samples alike.
The TAP suggested that the further
removed the measure specifications are
from clinical data, the larger the sample
size should be.

. The Review Committee discussions

also highlighted other implementation
issues and concerns that it recommended
warrant further discussion, analysis, and
consideration:

B the impact of measures using admin-
istrative data on physician practices
that deal with large numbers of
uninsured patients (who do not gen-
erate claims data), which includes a
disproportionate number of minority
patients and patients with a lower
socioeconomic status;

B the comparability of data from
different data sources;

B the burden of medical record review
as compared with other data sources;

B the uniformity of measure construct
—the candidate measures vary in
construct for identifying the unit of
measurement — for example, “percent-
age of patients” and “percentage of
patient visits.” Uniformity in construct
among the measures in the set would
improve clarity for those being
measured and those interpreting
the results;

B the efficiency of data collection—
a patient may qualify in the denomi-
nator for CAD, HF, and hypertension,
and data collection should be accom-
plished for all measures with a single
chart review; and

B the prioritization of measures for
implementation if it is not feasible to
implement the entire set immediately.

The implementation TAP recommended
that stakeholders should start measuring
and should learn and build on experience:
Implementing the measure set may
require a “leap of faith,” and waiting

for the perfect set of measures will not
diminish the challenges that will be
involved. The TAP noted that it is only
by using the measures that all stakehold-
ers will be able to learn and share their
experiences. It also subscribed to the
view that measurement will encourage
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the building of processes that will push
the evolution of new systems and

that data quality will improve with
measurement.

Additional Considerations Discussed
by the Implementation TAP

As noted, the implementation TAP met

to consider some of the issues raised by
the Committee, the TAPs, and reviewers.
During its deliberations, the implementa-
tion TAP outlined a roadmap to move from
the current chaotic, dysfunctional perform-
ance measurement system to a healthcare
delivery system that manages information
and data in an accurate and efficient
manner, enabling all users to access and
use information when they need it. The
following are some of the characteristics

of such an ideal system:

® Clinical data are generated during the
patient encounter within an integrated,
electronic system that includes flexible
EHRS, seamless data flow avenues,
and Regional Health Information
Organizations (RHIOs). The system
is supported by a flexible and com-
patible information infrastructure,
including vendor participation in
system development.

® Data elements, formats, and defini-
tions are standardized to facilitate
electronic compatibility.

® Data extracted for performance
measurement are verifiable and
auditable.

® Physician and provider attribution
includes all team members who care
for a patient. Performance measure-
ment encourages coordination of
care —not competition—to develop
patient-centered delivery systems.

® Accountability and performance
incentives foster improvement in
quality of care for all patients.

The implementation TAP also consid-
ered recommending a smaller, “starter set”
to facilitate implementation, but, like the
Review Committee, it ultimately decided
that selecting a subset would not facilitate
implementation and could hinder it—for
example, some office practices may have
many heart disease patients and few asth-
matic patients in their patient population,
which means that the asthma measures
would be less useful than the heart disease
measures. For some practices, the measures
that seem easiest to implement may
actually be more difficult to implement
because of unique practice characteristics.
Anticipating the specific implementation
challenges for various types of office
practices was viewed as impossible by the
implementation TAP at this time, leading
to its reluctance to prioritize the measures
or to identify a starter set.

Finally, the implementation TAP
recommended that new performance
measurement programs strongly consider
prospective data collection, particularly if
they are using medical records as the data
source. Prospective programs establish the
rules up front and allow office practices to
establish new data collection processes that
may be more efficient for exporting or
abstracting; the TAP did not recommend
the retrospective review of paper charts.
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Appendix E

Specifications of the National Voluntary
Consensus Standards for Diabetes—
2005 Update

In 2005, the National Quality Forum (NQF) updated its national
voluntary consensus standards for adult diabetes care by endorsing
a set of 9 measures for public reporting at the ambulatory provider/
health plan level, 26 measures for internal quality improvement, and
3 community-level measures. This activity was undertaken separately
from NQF’s ambulatory care consensus standards project; however,
the diabetes standards are relevant to the overall scope of ambulatory
care performance measurement, because much of diabetes care is
provided at the outpatient level and because diabetes was identified at
an NQF workshop in March 2004 as one of the 10 priority areas
for which standardized performance measures for ambulatory care
should be endorsed.! However, unlike the ambulatory care standards
presented in appendix A, the diabetes consensus standards are not
purely physician focused. Thus, the diabetes standards intended for
public reporting are presented in the following table.

The specifications that follow are current as of August 2, 2005. The
measure specifications are maintained by the National Committee
for Quality Assurance (NCQA).” For the most current technical speci-
fications, please refer to the measure maintenance entity’s web site

! This workshop was supported by a grant from the Robert Wood Johnson Foundation. For
details on the workshop’s findings, visit www.qualityforum.org/members/
ambulatoryCare_docs/ txmtgsummaryambulatoryFINALcolor.pdf. Last accessed January 2006.

*This performance measure was developed by and is owned by and the National Committee
for Quality Assurance (NCQA). This performance measure is not a clinical guideline and does
not establish a standard of medical care. NCQA makes no representations, warranties, or
endorsement about the quality of any organization or physician that uses or reports performance
measures, and NCQA has no liability to anyone who relies on such measures. NCQA holds a
copyright in this measure and can rescind or alter the measure at any time. This measure may
not be modified by anyone other than NCQA. Anyone desiring to use or reproduce the measure
without modification for a noncommercial purpose may do so without obtaining any approval
from NCQA. All commercial uses must be approved by NCQA and are subject to a license at
the discretion of NCQA. ©2005 National Committee for Quality Assurance, all rights reserved.
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(www.ncqa.org). Additional information
and tools to assist in collecting, analyzing,
and reporting data are also available on the
measure maintenance entity’s web site. All
exclusions are required unless otherwise
noted.

The approach used for data collection,
analysis, and reporting on these measures
will vary based on the use of these meas-
ures within a specific organization or initia-
tive —for example, health plan reporting
for NCQA accreditation through HEDIS®

measurement should follow the NCQA
standards. Issues such as how the popula-
tion should be sampled (e.g., counting all
patients, a random sample of patients, or
some other subgroup) will differ based on
the use of the measures. Entities using
these measures should define and use a
standardized approach for data collection,
analysis, and reporting that is statistically
sound and consistent for all providers/
plans represented.
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NATIONAL QuALITY FORUM

Appendix F
Selected References

he following list of references summarizes the evidence considered

and reviewed during the screening, evaluation, and selection of
measures for the National Quality Forum-endorsed™ consensus stan-
dards for ambulatory care. The evidence includes literature that supports
a measure’s responsiveness to the evaluation criteria (importance,
scientific acceptability, usability, and feasibility).

Asthma/Respiratory lliness

Asthma Assessment

American Academy of Pediatrics (AAP). Practice parameter: the office
management of acute exacerbations of asthma in children. Pediatrics.
1994;93(1):119-126.

Centers for Disease Control and Prevention (CDC). Surveillance for asthma -
United States, 1980-1999. MMWR CDC Surveill Summs. 2002;51:1-13.

Greenberger PA. Preventing hospitalization for asthma by improving
ambulatory management. Am | Med. 1996;100:381-382.

Grimshaw JM, Shirran L, Thomas R, et al. Changing provider behavior:
an overview of systematic reviews of interventions. Med Care.
2001;39(suppl 2):11-2-11-45.

Hartert TV, Windom HH, Peebles S, et al. Inadequate outpatient medical
therapy for patients with asthma admitted to two urban hospitals.
Am ] Med. 1996;100:386-394.

Hofer TP, Hayward RA, Greenfield S, et al. The unreliability of individual
physician “report cards” for assessing the costs and quality of care of a
chronic disease. JAMA. 1999;28:2098-2105.

Institute of Medicine (IOM). Unequal Treatment: What Healthcare Providers
Need to Know About Racial and Ethnic Disparities in Healthcare. Available at
www.iom.edu/CMS/3740/4475.aspx. Last accessed January 2003.
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Kiefe CI, Allison JJ, Williams OD, et al. Improving quality improvement using achievable benchmarks
for physician feedback: a randomized controlled trial. JAMA. 2001;285:2871-2879.

National Asthma Education Program, Expert Panel Report. Guidelines for the Diagnosis and
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Last accessed May 2003.

National Committee for Quality Assurance (NCQA). The State of Managed Care Quality; 2001.
Available at www.ncqa.org/somc2001. Last accessed May 2003.

National Heart, Lung, and Blood Institute (NHLBI). Morbidity and Mortality: 2002 Chart Book on
Cardiovascular, Lung, and Blood Diseases. Available at www.nhlbi.nih.gov/resources/docs/
02_chtbk.pdf. Last accessed May 2003.

NHLBI. National Asthma Education and Prevention Program Expert Panel Report 2: Guidelines for the
Diagnosis and Management of Asthma. National Institutes of Health (NIH) Publication No. 97-4051;
July 1997. Available at www.nhlbi.nih.gov/guidelines/asthma/asthgdln.htm. Last accessed
February 2005.

Use of Appropriate Medications for People with Asthma

Asthma: Pharmacologic Therapy

AAP. Practice parameter: the office management of acute exacerbations of asthma in children.
Pediatrics. 1994,93(1):119-126.

Blais L, Suissa S, Boivin JF, et al. First treatment with inhaled corticosteroids and the prevention of
admissions to hospital for asthma. Thorax. 1998;53:1025-1029.

Bosco LA, Gerstman BB, Tomita DK. Variations in the use of medication for the treatment of
childhood asthma in the Michigan Medicaid population, 1980 to 1986. Chest. 1993;104(6):1727-1732.

CDC National Health Interview Survey. Asthma Prevalence, Healthcare Use, and Mortality, 2002.
Available at www.cdc.gov/nchs. Last accessed February 2005.

Eisner MD, Lieu TA, Chi F, et al. Beta agonists, inhaled steroids, and the risk of intensive care unit
admission for asthma. Eur Respir ]. 2001. 17(2):233-240.

Finkelstein JA, Brown RW, Schneider LC, et al. Quality of care for preschool children with asthma:
the role of social factors and practice setting. Pediatrics. 1995;95(3):389-394.
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Huss K, Rand CS, Butz AM, et al. Home environmental risk factors in urban minority asthmatic
children. Ann Allergy. 1994;72:173-177.

NCQA. State of Health Care Quality Report 2004. Available at www.ncqa.org/communications/SOMC/
SOHC2004.pdf. Last accessed January 2006.

NHLBI. National Asthma Education and Prevention Program Expert Panel Report 2: Guidelines for the
Diagnosis and Management of Asthma. NIH Publication No. 97-4051; July 1997. Available at
www.nhlbi.nih.gov/guidelines/asthma/asthgdln.htm. Last accessed February 2005.

NHLBI. Data Fact Sheet — Asthma Statistics. Bethesda, MD: DHHS; January 1999.

NHLBI. National Asthma Education and Prevention Program Task Force on the Cost Effectiveness,
Quality of Care, and Financing of Asthma Care. No. 55-807. Bethesda, MD: DHHS; 1996.
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hospitalizations and emergency department visits among patients with asthma in the Texas
Medicaid program. Ann Allerqy Asthma Immunol. 2004;92(1):40-46.

Weiss ST. The origins of childhood asthma. Monaldi Archives of Chest Diseases. 1994;49(2):154-158.

Appropriate Treatment for Children with Upper Respiratory Infection
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Appendix G
Consensus Development Process: Summary

he National Quality Forum (NQF), a voluntary consensus standards-

setting organization, brings together diverse healthcare stakeholders
to endorse performance measures and other standards to improve
healthcare quality. Because of its broad stakeholder representation
and formal Consensus Development Process (CDP), NQF-endorsed™
products have special legal standing as voluntary consensus standards.
The primary participants in the NQF CDP are NQF member organiza-
tions, which include:

B consumer and patient groups;
B healthcare purchasers;
B healthcare providers, professionals, and health plans; and

B research and quality improvement organizations.

Any organization interested in healthcare quality measurement and
improvement may apply to be a member of NQF. Membership infor-
mation is available on the NQF web site, www.qualityforum.org.

Members of the public with particular expertise in a given topic
also may be invited to participate in the early identification of draft
consensus standards, either as technical advisors or as Steering
Committee members. In addition, the NQF process explicitly recognizes
a role for the general public to comment on proposed consensus stan-
dards and to appeal healthcare quality consensus standards endorsed
by NQEF. Information on NQF projects, including information on NQF
meetings open to the public, is posted at www.qualityforum.org.

Each project NQF undertakes is guided by a Steering Committee
(or Review Committee) composed of individuals from each of the four
critical stakeholder perspectives. With the assistance of NQF staff and
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technical advisory panels and with the
ongoing input of NQF Members, a Steering
Committee conducts an overall assessment
of the state of the field in the particular
topic area and recommends a set of draft
measures, indicators, or practices for review,
along with the rationale for proposing
them. The proposed consensus standards
are distributed for review and comment
by NQF Members and non-members.
Following the comment period, a
revised product is distributed to NQF
Members for voting. The vote need not
be unanimous, either within or across all
Member Councils, for consensus to be
achieved. If a majority of Members within
each Council do not vote approval, staff
attempts to reconcile differences among
Members to maximize agreement, and a
second round of voting is conducted.
Proposed consensus standards that have
undergone this process and that have been

approved by all four Member Councils on
the first ballot or by at least two Member
Councils after the second round of voting
are forwarded to the Board of Directors
for consideration. All products must be
endorsed by a vote of the NQF Board of
Directors.

Affected parties may appeal voluntary
consensus standards endorsed by the NQF
Board of Directors. Once a set of voluntary
consensus standards has been approved,
the federal government may utilize it for
standardization purposes in accordance
with the provisions of the National
Technology Transfer and Advancement
Act of 1995 (P.L. 104-113) and the Office of
Management and Budget Circular A-119.
Consensus standards are updated as
warranted.

For this report, the NQF CDP, version
1.7, was in effect. The complete process can
be found at www.qualityforum.org.



THE NATIONAL QUALITY FORUM (NQF) is a private, nonprofit, open membership, public
benefit corporation whose mission is to improve the American healthcare system so that
it can be counted on to provide safe, timely, compassionate, and accountable care using
the best current knowledge. Established in 1999, the NQF is a unique public-private
partnership having broad participation from all parts of the healthcare industry. As
a voluntary consensus standards-setting organization, the NQF seeks to develop a
common vision for healthcare quality improvement, create a foundation for standardized
healthcare performance data collection and reporting, and identify a national strategy
for healthcare quality improvement. The NQF provides an equitable mechanism for

addressing the disparate priorities of healthcare’s many stakeholders.
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE IP OWNER? NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
Asthma AMA /PCPI23 | Patients who were evaluated during at | All patients aged 5-40 years with None Paper medical
Assessment least one office visit during the asthma record, paper

reporting year for the frequency
(numeric) of daytime and nocturnal
asthma symptoms**To be counted in
calculations of this measure, symptom
frequency must be numerically
quantified. Measure may also be met
by physician documentation or patient
completion of an asthma assessment
tool/survey/questionnaire.
Assessment tools may include the
QualityMetric Asthma Control Test™,;
NAEPP Asthma Symptoms and Peak
Flow Diary.

Patient Selection: ICD-9-CM Codes
for asthma: 493.00-493.92And CPT
codes for patient visit: 99201-99205,
99212-99215, 99241-99245, 99354-
99355, 99383-99385, 99393-99395,
99401-99404

And

Patient’s age is between 5 and 40
years.

flowsheet and
EHRS.

1 Intellectual Property owner. For the most current specifications and supporting information please refer to the IP owner.
AMA PCPI — American Medical Association Physician Consortium for Performance Improvement (www.physicianconsortium.org)

IPRO - IPRO,Inc. (www.ipro.org)

NCQA - National Committee for Quality Assurance (www.ncga.org)
ICSI - Institute for Clinical Systems Improvement (www.icsi.org)
NYC-DHMH - New York City Department of Health And Mental Hygiene (http://www.nyc.gov/html/doh/htmlI/home/home.shtml)
NICHQ — National Initiative for Children’s Healthcare Quality (www.nichg.org)
RHI - Resolution Health, Inc. (www.resolutionhealth.com)

2 AMA and NCQA Notice of Use. Broad public use and dissemination of these measures is encouraged and the measure developers have agreed with NQF that noncommercial uses do not require

the consent of the measure developer. Use by health care providers in connection with their own practices is not a commercial use. Commercial use of a measure does require the prior written
consent of the measure developer and commercial uses may be subject to a license agreement at the discretion of the measure developer. As used herein, a "commercial use" refers to any sale,
license, or distribution of a measure for commercial gain, or incorporation of a measure into any product or service that is sold, licensed, or distributed for commercial gain, (even if there is no actual
charge for inclusion of the measure).

3 Physician Performance Measures (Measures) and related data specifications, developed by the Physician Consortium for Performance Improvement (the Consortium), are intended to facilitate quality
improvement activities by physicians. These Measures are intended to assist physicians in enhancing quality of care. Measures are designed for use by any physician who manages the care of a patient
for a specific condition or for prevention. These performance Measures are not clinical guidelines and do not establish a standard of medical care. The Consortium has not tested its Measures for all
potential applications. The Consortium encourages the testing and evaluation of its Measures. Measures are subject to review and may be revised or rescinded at any time by the Consortium. The
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE IP OWNER? NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE

Management IPRO Patients for whom there is Patients who had at least two (2) Numerator Exclusions: Medical record

plan for people documentation, at any time during the | separate Ambulatory visits to your | Documentation of verbal  |abstraction,

with asthma abstraction period, that a written practice site for asthma during the directions given to identified by
asthma management plan was time period January through patient/parent/caregiver  |administrative
provided either to the patient or the December. without documentation of |data

patient’s caregiver OR at a minimum,
specific written instructions on under
what conditions the patient’s doctor
should be contacted or the patient
should go to the emergency room:

Inclusions: Copy of asthma
management plan on record OR
written note by provider documenting
having given the
patient/parent/caregiver written
asthma management instructions.
Instructions can include when to use
PEFR or change medications in
response to a change in patient
symptoms &/or when to contact a
physician &/or when to go directly to
the emergency room.

A visit is considered an asthma visit
if, in any claims-diagnostic field, the
patient has an ICD-9-CM diagnosis
code of 493.xx (i.e., 493 alone or with
any extension- the common code
combinations are 493, 493.0, 493.1,
493.9, there may be a fifth digit
which is either a 0 or 1- for example
493.90).

If your claims/encounter system
also uses CPT codes- acceptable CPT
codes with these ICD-9-CM are
listed below.

Acceptable CPT codes with ICD 9
codes above include: 99201-99205;
99211-99215; 99241-99245; 99271-
99275.

written directions being
given to
patient/ parent/caregiver

Measures may not be altered without the prior written approval of the Consortium. Measures developed by the Consortium, while copyrighted, can be reproduced and distributed, without modification, for
noncommercial purposes, e.g., use by health care providers in connection with their practices. Commercial use is defined as the sale, license, or distribution of the Measures for commercial gain, or
incorporation of the Measures into a product or service that is sold, licensed or distributed for commercial gain. Commercial uses of the Measures require a license agreement between the user and
American Medical Association, on behalf of the Consortium. Neither the Consortium nor its members shall be responsible for any use of these Measures. THE MEASURES ARE PROVIDED "AS IS"
WITHOUT WARRANTY OF ANY KIND®© 2004 American Medical Association. All Rights Reserved.Limited proprietary coding is contained in the Measure specifications for convenience. Users of the
proprietary code sets should obtain all necessary licenses from the owners of these code sets. The AMA, the Consortium and its members disclaim all liability for use or accuracy of any Current
Procedural Terminology (CPT®) or other coding contained in the specifications.
THE SPECIFICATIONS ARE PROVIDED “AS IS” WITHOUT WARRANTY OF ANY KIND. CPT® contained in the Measures specifications is copyright 2004 American Medical Association. LOINC®
copyright 2004 Regenstrief Institute, Inc. SNOMED CT® copyright 2004 College of American Pathologists.
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE IP OWNER? NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
Use of INCQA24 Electronic Collection: Electronic Collection: Exclude from the eligible Electronic data
Appropriate Numerator- Dispensed at least one Denominator- All patients ages 5-56 | population all patients (visit and
Medications for prescription for inhaled years as of December 31 of the diagnosed with pharmacy

. corticosteroids, nedocromil, cromolyn | measurement year with persistent emphysema and chronic encounter data
People with sodium, leukotriene modifiers or asthma reported in three age obstructive pulmonary or claims or
Asthma medical record

methylxanthines during the
measurement year.

Medical Record Collection: Electronic
Health Record (EHR) users may opt to
use this methodology or the electronic
data collection methodology described
above. EHR users who have
information on drugs prescribed and
not dispensed may opt to follow the
medical record specifications below
but produce data on 100% of their
denominator population instead of a
sample.

Numerator- Documentation in the
medical record must include, at a
minimum, a note indicating the patient
received a t least one written
prescription for inhaled
corticosteroids, nedocromil, cromolyn
sodium, leukotriene modifiers or
methylxanthines during the
measurement year.

stratifications (5-9, 10-17, 18-56) and
as a combined rate. To identify
patients with persistent asthma, use
all applicable coding schemes listed
below (i.e., count patients that meet
the criteria for any one of the
approaches below Criteria need not
be the same across years.).

Step 1:Identify patients as having
persistent asthma who met at least
one of the four criteria below,
during both the measurement year
and the year prior to the
measurement year. -

e at least one Emergency
Department (ED) visit based on
CPT Codes: 99281-99285, UB-92
Codes: 0450,0451, 0452, 0459, 0981
with asthma (ICD-9 code 493) as
the principal diagnosis -

e at least one acute inpatient
discharge based on CPT codes
(99221-99223, 99231-99233, 99238,

disease (COPD) anytime on
or prior to December 31 of
the measurement year as
identified by the following
codes, or for medical
record collection, as
documented within the
chart:

EmphysemalCD-9 codes
(492, 506.4, 518.1,

518.2) COPD ICD-9 codes:
(491.2, 493.2, 496, 506.4)

data.

4 This performance measure was developed by and is owned by and the National Committee for Quality Assurance (“NCQA"). This performance measure is not a clinical guideline and does not
establish a standard of medical care. NCQA makes no representations, warranties or endorsement about the quality of any organization or physician that uses or reports performance measures and
NCQA has no liability to anyone who relies on such measures. NCQA holds a copyright in this measure and can rescind or alter the measure at any time. Users of the measure shall not have the right
to alter, enhance, or otherwise modify the measure and shall not disassemble, recompile, or reverse engineer the source code or object code relating to the measure. Anyone desiring to use or
reproduce the measure without modification for a noncommercial purpose may do so without obtaining any approval from NCQA. All commercial uses must be approved by NCQA and are subject to
alicense at the discretion of NCQA. © 2004 National Committee for Quality Assurance, all rights reserved.
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ASTHMA AND RESPIRATORY ILLNESS

MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

99239, 99251-99255, 99261-99263,
99291, 99292, 99356, 99357) and
UB-92 Revenue Codes (010X-016X,
020X-022X, 072X, 080X, 0987) with
asthma (ICD-9 code 493) as the
principal diagnosis -

e at least four outpatient asthma
visits based on CPT codes (99201-
99205, 99211-99215, 99217-99220,
99241-99245, 99271-99275) UB-92
Revenue Codes (0456, 0510, 0515-
0517, 0520, 0521, 0523, 0526, 076X,
0770, 0779, 0982, 0983, 0988) with
asthma (ICD-9 code 493) as one of
the listed diagnoses and at least
two asthma medication dispensing
events -

e at least four asthma medication
dispensing events (ie, an asthma
medication was dispensed on four
occasions).

Asthma Medications (NCQA will
provide a comprehensive list of
NDC codes on its website)Preferred
therapy: Cromolyn sodium nhaled
corticosteroids Leukotriene
modifiers Methylxanthines
Nedocromil Add-on therapy: Long-
acting, inhaled beta-2 agonists.

Step 2:For a patient identified as
having persistent asthma because of
at least four asthma medication
dispensing events, where
leukotriene modifiers were the sole
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PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

asthma medication dispensed, the
patient must: - meet any one of the
other three criteria in step 1, or -
have at least one diagnosis of
asthma in any setting in the same as
the leukotriene modifier (i.e.
measurement year or year prior to
the measurement year).

Medical Record Collection:

Electronic Health Record (EHR)
users may opt to use this
methodology or the electronic data
collection methodology described
above. EHR users who have
information on drugs prescribed
and not dispensed may opt to follow
the medical record specifications
below but produce data on 100% of
their denominator population
instead of a sample.

Denominator- All patients ages 5-56
years as of December 31 of the
measurement year with persistent
asthma reported in three age
stratifications (5-9, 10-17, 18-56) and
as a combined rate.

To identify patients with persistent
asthma, use criteria listed below
(i.e., count patients that meet the
criteria for any one of the
approaches below Criteria need not
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EXCLUSIONS

DATA SOURCE

be the same across years.)..

Step 1:

Identify patients as having

persistent asthma who met at least

one of the four criteria below,
during both the measurement year
and the year prior to the
measurement year.

o at least one Emergency
Department (ED) visit with
asthma as the principal diagnosis

¢ at least one acute inpatient
discharge with asthma as the
principal diagnosis

e atleast four outpatient asthma
visits with asthma as one of the
listed diagnoses and at least two
asthma medication
prescription/refill events

e at least four asthma medication
prescription events (i.e., an
asthma medication was
prescribed/refilled on four
occasions).

Asthma Medications (NCQA will
provide a comprehensive list of
NDC codes on its website)
Preferred therapy:

Cromolyn sodium

Inhaled corticosteroids
Leukotriene modifiers
Methylxanthines

Nedocromil

Add-on therapy:
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Long-acting, inhaled beta-2 agonists

Step 2:
For a patient identified as having
persistent asthma because of at least
four asthma medication
prescription/refill events, where
leukotriene modifiers were the sole
asthma medication prescribed, the
patient must:
e meet any one of the other
three criteria in step 1, or
e have at least one diagnosis
of asthma in any setting in
the same as the leukotriene
modifier (i.e. measurement
year or year prior to the
measurement year).

The denominator (patients for
inclusion): A sample should be
determined using the most accurate
data available in the settings in
which the measure will be
implemented. The measure
developer recommends that in most
settings office visit claims (see list of
codes) or other codified encounter
data should be used to identify
patients who have had at least one
office visit in the prior (12) months
from which a purposeful sample
(random, consecutive retrospective
or prospective from a specific date)
can then be chosen for the
denominator. In other uses of the




SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE |P OWNER! NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
measure, insurer level claims
(pooled or single insurer) data can
be used to identify the denominator.
Asthma: AMA /PCPI23 | Patients who were prescribed either All patients aged 5-40 years with Documentation of patient |Paper medical
Pharmacologic the preferred long-term control mild, moderate, or severe persistent | reason(s) for not record, paper
Therapy medication (inhaled corticosteroid) or | asthma prescribing either the flowsheet and
an acceptable alternative treatment Patient Selection: ICD-9-CM Codes | preferred long-term control |[EHRS.
(leukotriene modifiers, cromolyn for asthma: 493.00-493.92 medication (inhaled
sodium, nedocromil sodium, or And corticosteroid) or an
sustained-released methylxanthines) Additional individual medical acceptable alternative
(drug list available) record review must be completed to | treatment
identify those patients with mild,
moderate, or severe persistent
asthma and
Patient’s age is between 5 and 40
years
Inappropriate INCQA24 Electronic Collection: Electronic Collection: Exclusion for competing Electronic data
Antibiotic A dispensed outpatient prescription Step 1: Identify all patients 18 years | diagnoses is built into the  |(visit and
Treatment for for antibiotic medication on or within | as of January 1 of the year prior to denominator specifications. |pharmacy
. three days after the Episode date. the measurement year to 64 years as encounter data
Adults With of December 31 of the measurement or claims or
Acute Outpatient Antibiotic Medications year who during the Intake Period medical record
Bronchitis include: had a claim/encounter with any data.

Amikacin, Amoxicillin,
Amox/Clavulanate

Ampicillin, Ampicillin-sulbactam,
Azithromycin, Benzathine penicillin,
Cefaclor, Cefadroxil, Cefadroxil
hydrate, Cefazolin, Cefotetan,
Cefoxitin, Cefdinir, Cefditoren,
Cefepime, Cefoperzone, Cefotaxime,
Cefpodoxime proxetil, Cefprozil,
Ceftazidime,

Ceftibuten, Ceftizoxime, Ceftriaxone,

diagnosis of acute bronchitis and an
outpatient visit code. (The Intake
Period is between January 1-
December 24 of the measurement

year.)

Codes to identify acute bronchitis:
ICD-9-CM Code 466.0
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ASTHMA AND RESPIRATORY ILLNESS

MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

Cefuroxime, Cephalexin,
Chloramphenical, Ciprofloxacin,
Clarithromycin, Clindamycin,
Cloxacillin, Daptomycin, Dicloxacillin,
Dirithromycin, Doxycycline, Enoxacin,
Erythromycin, Ery E-
Succ/Sulfisoxazole, Flomefloxacin,
Fosfomycin, Fusidic acid, Gatifloxacin,
Gentamicin, Gemifloxacin,
Kanamycin, Levofloxacin, Lincomycin,
Linezolid, Lomefloxacin, Loracarbef,
Methicillin, Metronidazole,
Mezlocillin, Moxifloxacin,
Minocycline, Nafcillin, Neomycin,
Netilmicin, Nitrofurantoin,
Norfloxacinj,Ofloxacin, Oxacillin,
Pefloxacin, Penicillin VK, Penicillin G,
Piperacillin, Procaine penicillin,
Rifampin, Quinupristin/ Dalfopristin,
Sparfloxacin, Streptomycin,
Sulfisoxazole, Sulfadiazine,
Sulfamethizole, Sulfamethoxazole,
Sulfasalzine, Telithromycin,
Teicoplanin, Tetracycline, Ticarcillin,
Trimethoprim, Trimethoprim-
sulfamethoxazole, Vancomycin
NCQA will provide a list of NDC
codes on its Web site.

Medical Record Collection:

Electronic Health Record (EHR) users
may opt to use this methodology or
the electronic data collection
methodology described above. EHR
users who have information on drugs

Codes to identify outpatient visits:
Evaluation and management
codes — office or other outpatient
services: CPT codes 99201-99205,
99211-99215, 99217-99220, 99241-
99245, 99271-99275, 99381-99385,
99391-99395

Urgent care: UB-92 Revenue Code
456

Clinic: UB-92 Revenue Code 51X
Freestanding Clinic: UB-92 Revenue
Code 52X

Professional fees, outpatient
services: UB-92 Revenue Code 982
Professional fees, clinic: UB-92
Revenue Code 983

Codes to identify emergency
department visits *Exclude from the
denominator patients admitted to
the hospital from the ED.:

UB-92 Bill codes 13X, 43X AND UB-
92 Revenue Codes 450-452, 459, 981
OR CPT codes 99281-99285

Step 2: Determine all acute
bronchitis Episode Dates. For each
patient identified in step 1,
determine all outpatient Episode
Dates.

Step 3: Exclude patients who during
the 12 months prior to the Episode
Date, had at least one
claim/encounter with a diagnosis
for a comorbid condition.
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ASTHMA AND RESPIRATORY ILLNESS

MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

prescribed and not dispensed may opt
to follow the medical record
specifications below but produce data
on 100% of their denominator
population instead of a sample.

Numerator: Documentation in the
medical record must include, at a
minimum, a note indicating the of
patient having received a prescription
for antibiotic medications on or within
3 days after the First Eligible Episode
date.

Outpatient Antibiotic Medications
include:

Amikacin, Amoxicillin,
Amox/Clavulanate

Ampicillin, Ampicillin-sulbactam,
Azithromycin, Benzathine penicillin,
Cefaclor, Cefadroxil, Cefadroxil
hydrate, Cefazolin, Cefotetan,
Cefoxitin, Cefdinir, Cefditoren,
Cefepime, Cefoperzone, Cefotaxime,
Cefpodoxime proxetil, Cefprozil,
Ceftazidime,

Ceftibuten, Ceftizoxime, Ceftriaxone,
Cefuroxime, Cephalexin,
Chloramphenical, Ciprofloxacin,
Clarithromycin, Clindamycin,
Cloxacillin, Daptomycin, Dicloxacillin,
Dirithromycin, Doxycycline, Enoxacin,
Erythromycin, Ery E-
Succ/Sulfisoxazole, Flomefloxacin,
Fosfomycin, Fusidic acid, Gatifloxacin,
Gentamicin, Gemifloxacin,
Kanamycin, Levofloxacin, Lincomycin,

Note: If the acute bronchitis episode
occurred on January 1 of the
measurement year, look 12 months
prior to the start of the measurement
year to check for the patient’s
comorbid condition history.

Codes to Identify Comorbid
Conditions:

HIV infection; HIV asymptomatic:
ICD-9-CM code 042, V Code V08
Cystic fibrosis: ICD-9-CM code 277.0
Disorders of the immune system:
ICD-9 CM code 279

Malignancy neoplasms: ICD-9-CM
code 140-199, 200-208

Chronic bronchitis: ICD-9-CM code
491

Emphysema: ICD-9-CM code 492
Bronchiectasis: ICD-9-CM code 494
Extrinsic allergic alveolitis: [CD-9-
CM code 495

Chronic airway pulmonary
obstruction, not otherwise classified:
ICD-9-CM codes 496, 493.2
Pneumoconiosis and other lung
disease due to external agents: ICD-
9-CM codes 500-508

Other diseases of the respiratory
system: ICD-9-CM codes 510-519
Tuberculosis: ICD-9-CM codes 010-
018

Step 4: Test for Negative Medication
History. Exclude Episode Dates
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Linezolid, Lomefloxacin, Loracarbef,
Methicillin, Metronidazole,
Mezlocillin, Moxifloxacin,
Minocycline, Nafcillin, Neomycin,
Netilmicin, Nitrofurantoin,
Norfloxacinj,Ofloxacin, Oxacillin,
Pefloxacin, Penicillin VK, Penicillin G,
Piperacillin, Procaine penicillin,
Rifampin, Quinupristin/ Dalfopristin,
Sparfloxacin, Streptomycin,
Sulfisoxazole, Sulfadiazine,
Sulfamethizole, Sulfamethoxazole,
Sulfasalzine, Telithromycin,
Teicoplanin, Tetracycline, Ticarcillin,
Trimethoprim, Trimethoprim-
sulfamethoxazole, Vancomycin

where a new or refill prescription
for an antibiotic medication was
filled 30 days prior to the Episode
Date or which was active on the
Episode Date.

Outpatient Antibiotic Medications
include:

Amikacin, Amoxicillin,
Amox/Clavulanate

Ampicillin, Ampicillin-sulbactam,
Azithromycin, Benzathine penicillin,
Cefaclor, Cefadroxil, Cefadroxil
hydrate, Cefazolin, Cefotetan,
Cefoxitin, Cefdinir, Cefditoren,
Cefepime, Cefoperzone, Cefotaxime,
Cefpodoxime proxetil, Cefprozil,
Ceftazidime, Ceftibuten,
Ceftizoxime, Ceftriaxone,
Cefuroxime, Cephalexin,
Chloramphenical, Ciprofloxacin,
Clarithromycin, Clindamycin,
Cloxacillin, Daptomycin,
Dicloxacillin, Dirithromycin,
Doxycycline, Enoxacin,
Erythromycin, Ery E-
Succ/Sulfisoxazole, Flomefloxacin,
Fosfomycin, Fusidic acid,
Gatifloxacin, Gentamicin,
Gemifloxacin, Kanamycin,
Levofloxacin, Lincomycin,
Linezolid, Lomefloxacin, Loracarbef,
Methicillin, Metronidazole,
Mezlocillin, Moxifloxacin,
Minocycline, Nafcillin, Neomycin,
Netilmicin, Nitrofurantoin,
Norfloxacinj,Ofloxacin, Oxacillin,
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Pefloxacin, Penicillin VK, Penicillin
G, Piperacillin, Procaine penicillin,
Rifampin,

Quinupristin/ Dalfopristin,
Sparfloxacin, Streptomycin,
Sulfisoxazole, Sulfadiazine,
Sulfamethizole, Sulfamethoxazole,
Sulfasalzine, Telithromycin,
Teicoplanin, Tetracycline, Ticarcillin,
Trimethoprim, Trimethoprim-
sulfamethoxazole, Vancomycin

Note: 1f the acute bronchitis episode
occurred on January 1 of the
measurement year, look 30 days
prior to the start of the measurement
year to check for the patient’s
negative medication history.
*(Please refer to the NCQA Web site
for a comprehensive list of NDC
codes for antibiotic medications.)

Step 5: Test for Competing
Diagnoses. Exclude Episode Dates
where there is a claim or encounter
with a competing diagnosis 30 days
prior to the episode date through 7
days after the episode date.

Note: If the episode occurred on
January 1 of the measurement year,
look 30 days prior to the start of the
measurement year to check for the
patient’s competing diagnosis
history.

Codes to Identify Competing
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Diagnoses

Intestinal infections ICD-9-CM
Codes (001-009)

Pertussis ICD-9-CM (033)

Bacterial infection unspecified ICD-
9-CM (041.9)

Lyme disease and other arthropod-
borne diseases ICD-9-CM (088)
Otitis media ICD-9-CM (382)
Acute sinusitis  ICD-9-CM (461)
Acute pharyngitis ICD-9-CM (462,
034.0)

Acute tonsillitis ICD-9-CM (463)
Chronic sinusitis ICD-9-CM (473)
Infections of the pharynx, larynx,
tonsils, adenoids ICD-9-CM (464.1-
464.3,474,478.21, 478.22, 478 24,
478.29,478.71. 478.79, 478.9 )
Prostatitis ICD-9-CM (601)
Cellulitis, mastoiditis, other bone
infections ICD-9-CM (681, 682, 730,
383)

Acute lymphadenitis ICD-9-CM
(683)

Impetigo ICD-9-CM (684)

Skin staph infections ICD-9-CM
(686)

Pneumonia ICD-9-CM (481- 486)
Gonococcal infections and venereal
diseases ICD-9-CM (098, 099) V
Codes (V01.6, V02.7, V02.8)
Syphilis ICD-9-CM (090, 091, 092-
097)

Chlamydia ICD-9-CM (078.88,
079.88, 079.98)

Inflammatory diseases (female
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reproductive organs) ICD-9-CM
(614, 615, 616)

Infections of the kidney ICD-9-CM
(590)

Cystitis or UTT ICD-9-CM (595,
599.0)

Step 6: Calculate Measure
Denominator. This measure
examines one Eligible Episode per
patient. Select the first Eligible
Episode for each patient during the
measurement Intake Period that
meets all criteria for inclusion in the
denominator. This is the patient’s
First Eligible Episode.

Medical Record Collection:

Electronic Health Record (EHR)
users may opt to use this
methodology or the electronic data
collection methodology described
above. EHR users who have
information on drugs prescribed
and not dispensed may opt to follow
the medical record specifications
below but produce data on 100% of
their denominator population
instead of a sample.

Step 1: Identify all patients 18 years
as of January 1 of the year prior to
the measurement year to 64 years as
of December 31 of the measurement
year who during the Intake Period
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had a outpatient diagnosis of acute
bronchitis. (The Intake Period is
between January 1-December 24 of
the measurement year.)

ED visits that do not resultin a
hospital admission are considered
an outpatient visit for this measure)
Exclude from the denominator
patients admitted to the hospital
from the ED.

Step 2: Determine all acute
bronchitis Episode Dates. For each
patient identified in step 1,
determine all outpatient Episode
Dates.

Step 3: Exclude patients who during
the 12 months prior to the Episode
Date, had at least one diagnosis for a
comorbid condition.

Note: If the acute bronchitis episode
occurred on January 1 of the
measurement year, look 12 months
prior to the start of the measurement
year to check for the patient’s
comorbid condition history.

Comorbid Conditions:

HIV infection; HIV asymptomatic;
Cystic fibrosis; Disorders of the
immune system;: Malignancy
neoplasms; Chronic bronchitis;
Emphysema:; Bronchiectasis;
Extrinsic allergic alveolitis; Chronic
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airway pulmonary obstruction, not
otherwise classified;
Pneumoconiosis and other lung
disease due to external agents;
Other diseases of the respiratory
system; Tuberculosis:

Step 4: Test for Negative Medication
History. Exclude Episode Dates
where a new or refill prescription
for an antibiotic medication was
written 30 days prior to the Episode
Date or which was active on the
Episode Date.

Outpatient Antibiotic Medications
include:

Amikacin, Amoxicillin,
Amox/Clavulanate

Ampicillin, Ampicillin-sulbactam,
Azithromycin, Benzathine penicillin,
Cefaclor, Cefadroxil, Cefadroxil
hydrate, Cefazolin, Cefotetan,
Cefoxitin, Cefdinir, Cefditoren,
Cefepime, Cefoperzone, Cefotaxime,
Cefpodoxime proxetil, Cefprozil,
Ceftazidime, Ceftibuten,
Ceftizoxime, Ceftriaxone,
Cefuroxime, Cephalexin,
Chloramphenical, Ciprofloxacin,
Clarithromycin, Clindamycin,
Cloxacillin, Daptomycin,
Dicloxacillin, Dirithromycin,
Doxycycline, Enoxacin,
Erythromycin, Ery E-
Succ/Sulfisoxazole, Flomefloxacin,
Fosfomycin, Fusidic acid,
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Gatifloxacin, Gentamicin,
Gemifloxacin, Kanamycin,
Levofloxacin, Lincomycin,
Linezolid, Lomefloxacin, Loracarbef,
Methicillin, Metronidazole,
Mezlocillin, Moxifloxacin,
Minocycline, Nafcillin, Neomycin,
Netilmicin, Nitrofurantoin,
Norfloxacinj,Ofloxacin, Oxacillin,
Pefloxacin, Penicillin VK, Penicillin
G, Piperacillin, Procaine penicillin,
Rifampin,

Quinupristin/ Dalfopristin,
Sparfloxacin, Streptomycin,
Sulfisoxazole, Sulfadiazine,
Sulfamethizole, Sulfamethoxazole,
Sulfasalzine, Telithromycin,
Teicoplanin, Tetracycline, Ticarcillin,
Trimethoprim, Trimethoprim-
sulfamethoxazole, Vancomycin
Note: If the acute bronchitis episode
occurred on January 1 of the
measurement year, look 30 days
prior to the start of the measurement
year to check for the patient’s
negative medication history.

Step 5: Test for Competing
Diagnoses. Exclude Episode Dates
where there is a competing
diagnosis 30 days prior to the
episode date through 7 days after
the episode date.

Note: If the episode occurred on
January 1 of the measurement year,
look 30 days prior to the start of the
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measurement year to check for the
patient’s competing diagnosis
history.

Competing Diagnoses:

Intestinal infections; Pertussis;
Bacterial infection unspecified;
Lyme disease and other arthropod-
borne diseases; Otitis media; Acute
sinusitis; Acute pharyngitis; Acute
tonsillitis; Chronic sinusitis;
Infections of the pharynx, larynx,
tonsils, adenoids; Prostatitis;
Cellulitis, mastoiditis, other bone
infections; Acute lymphadenitis;
Impetigo; skin staph infections;
Pneumonia; Gonococcal infections
and venereal diseases; Syphilis;
Chlamydia; Inflammatory diseases
(female reproductive organs);
Infections of the kidney;

Cystitis;

Step 6: Calculate Measure
Denominator. This measure
examines one Eligible Episode per
patient. Select the first Eligible
Episode for each patient during the
measurement Intake Period that
meets all criteria for inclusion in the
denominator. This is the patient’s
First Eligible Episode.

A sample should be determined
using the most accurate data
available in the settings in which the
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measure will be implemented. The
measure developer recommends
that in most settings office visit
claims (see list of codes) or other
codified encounter data should be
used to identify patients who have
had at least one office visit in the
prior 12 months from which a
purposeful sample (random,
consecutive retrospective or
prospective from a specific date) can
then be chosen for the denominator.
In other uses of the measure, insurer
level claims (pooled or single
insurer) data can be used to identify
the denominator.”

Upper
Respiratory
Infection-
Appropriate
Treatment for
Children

INCQA?24

Electronic Collection:

Numerator- A dispensed prescription
for antibiotic medication on or within
3 days after the Episode Date. The
measure examines one eligible episode
per patient. Antibiotic Medications
(NCQA will provide a list of NDC
codes for antibiotic medications on its
website): Amoxicillin -
Amox/Clavulanate - Ampicillin -
Azithromycin - Cefaclor - Cefadroxil
hydrate - Cefdinir - Cefixime -
Cefditoren - Ceftibuten - Cefpodoxime
proxetil - Cefprozil - Ceftriaxone -
Cefuroxime - Cephalexin -
Ciprofloxacin - Clindamycin
Dicloxacillin - Dirithromycin

Electronic Collection

Denominator- Step 1: Identify all
children age 3 months as of July 1 of
the year prior to the measurement
year to 18 years as of June 30 of the
measurement year who had an
outpatient visit with only a
diagnosis of nonspecific upper
respiratory infection (URI) and an
outpatient visit code. Codes to
Identify URIL: Acute nasopharyngitis
(common cold): 460 URI unspecified
site: 465 Codes to Identify
Outpatient Visits: Evaluation and
management codes — office or other
outpatient service, CPT (99201-
99205, 99211-99215, 99217-99220,

None

Electronic data
(visit and
pharmacy
encounter data
or claims or
medical record
data.

* See table A for list of medications
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

Doxycycline - Erythromycin - Ery E-
Succ/Sulfisoxazole - Flomefloxacin -
Gatifloxacin - Levofloxacin -
Loracarbef - Minocycline - Ofloxacin -
Penicillin VK - Penicillin G-
Sparfloxacin - Sulfisoxazole -
Tetracycline - Trimethoprim -
Trimethoprim-sulfamethoxazol

Medical Record Collection:

Electronic Health Record (EHR) users
may opt to use this methodology or
the electronic data collection
methodology described above. EHR
users who have information on drugs
prescribed and not dispensed may opt
to follow the medical record
specifications below but produce data
on 100% of their denominator
population instead of a sample.

Numerator- Documentation in the
medical record must include, at a
minimum, a note indicating a written
prescription for antibiotic medication
(drug list available) on the Episode
Date. The measure examines one
eligible episode per patient.

99241-99245, 99271-99275, 99381-
99385, 99391-99395) After hours and
non emergency urgent care UB-92:
0456 Clinic UB-92: 051X
Freestanding Clinic UB-92:
052XProfessional fees-outpatient
services UB-92: 0982 Professional
fees-clinic, UB-92: 0983 Codes to
Identify Emergency Department
Visits* UB-92 Type of Bill Codes:

13X, 43X and UB-92 Revenue Codes:

0450, 0451,0452,0459, 0981 or CPT
Code: 99281-99285 *Exclude from
the denominator patients admitted
to the hospital from the ED.

Step 2: For each patient identified in
step 1, determine all outpatient
Episode Dates.

Step 3: Exclude Episode Dates
where a new or refill prescription
for an antibiotic medication was
filled 30 days prior to the Episode
Date or which was active on the
Episode Date.

Antibiotic Medications:
Amoxicillin - Amox/Clavulanate
Ampicillin - Azithromycin
Cefaclor - Cefadroxil hydrate
Cefdinir - Cefixime - Cefditoren -
Ceftibuten - Cefpodoxime proxetil -
Cefprozil - Ceftriaxone -
Cefuroxime ‘- Cephalexin
Ciprofloxacin - Clindamycin
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PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

Dicloxacillin - Dirithromycin -
Doxycycline - Erythromycin - Ery E-
Succ/Sulfisoxazole - Flomefloxacin -
Gatifloxacin - Levofloxacin -
Loracarbef - Minocycline - Ofloxacin -
Penicillin VK - Penicillin G-
Sparfloxacin - Sulfisoxazole -
Tetracycline - Trimethoprim
Trimethoprim-sulfamethoxazol

Note: If the episode occurred on July
1 of the year prior to the
measurement year, look 30 days
prior to the start of the Intake Period
(Junel-30) to check for negative
medication history.

Step 4: This measure examines one
eligible episode per patient. Select
the first eligible episode for each
patient during the measurement
Intake period that meets all criteria
for inclusion in the denominator.

Medical Record Collection
Electronic Health Record (EHR)
users may opt to use this
methodology or the electronic data
collection methodology described
above. EHR users who have
information on drugs prescribed
and not dispensed may opt to follow
the medical record specifications
below but produce data on 100% of
their denominator population
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:

PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

instead of a sample.

Step 1: Identify all children age 3
months as of July 1 of the year prior
to the measurement year to 18 years
as of June 30 of the measurement
year who had an outpatient visit
with only a diagnosis of nonspecific
upper respiratory infection (Acute
nasopharyngitis (common cold) or
URI unspecified site.)

Step 2: For each patient identified in
step 1, determine all outpatient
Episode Dates.

Step 3: Exclude Episode Dates
where a new or refill prescription
for an antibiotic medication was
written 30 days prior to the Episode
Date or which was active on the
Episode Date.

Antibiotic Medications:
Amoxicillin - Amox/Clavulanate -

Ampicillin - Azithromycin - Cefaclor -

Cefadroxil hydrate - Cefdinir -
Cefixime - Cefditoren - Ceftibuten -
Cefpodoxime proxetil - Cefprozil -
Ceftriaxone - Cefuroxime -
Cephalexin - Ciprofloxacin -
Clindamycin - Dicloxacillin -
Dirithromycin - Doxycycline -
Erythromycin - Ery E-
Succ/Sulfisoxazole - Flomefloxacin -
Gatifloxacin - Levofloxacin
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PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

Loracarbef - Minocycline - Ofloxacin -
Penicillin VK - Penicillin G-
Sparfloxacin - Sulfisoxazole -
Tetracycline - Trimethoprim
Trimethoprim-sulfamethoxazol

Note: If the episode occurred on July
1 of the year prior to the
measurement year, look 30 days
prior to the start of the Intake Period
(Junel-30) to check for negative
medication history.

Step 4: This measure examines one
eligible episode per patient. Select
the first eligible episode for each
patient during the measurement
Intake period that meets all criteria
for inclusion in the denominator.

The denominator (patients for
inclusion): A sample should be
determined using the most accurate
data available in the settings in
which the measure will be
implemented. The measure
developer recommends that in most
settings office visit claims (see list of
codes) or other codified encounter
data should be used to identify
patients who have had at least one
office visit in the prior (12) months
from which a purposeful sample
(random, consecutive retrospective
or prospective from a specific date)
can then be chosen for the
denominator. In other uses of the
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:

PHASE 3 CYCLE 1
ASTHMA AND RESPIRATORY ILLNESS
MEASURE IP OWNER! NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
measure, insurer level claims
(pooled or single insurer) data can
be used to identify the denominator.
Chronic IAMA /PCPI23 | Patients with oxygen saturation assessed All patients aged > 18 years with the Documentation of medical Paper medical
Obstructive and documented diagnosis of COPD and a FEV; <40 % | reason(s) for not assessing record, paper
of predicted value oxygen saturation (equipment |flowsheet and
Pulmonary CPT codes for oxygen saturation: 94760, not available, other medical EHRS.
Disease 94761, 82803 82805, 82810 or LOINC Patient Selection: reason)
(COPD): codes for oxygen saturation: 115556-8, Documentation in the medical record of
2703-5,2704-5,19211-2, 2705-2, 3148-4, | a diagnosis of COPD Documentation of patient
Assessment of 3149-2, 34163-6, 19218-7, 19219-5, OR reason(s) for not assessing
Oxygen 19221-1, 19220-3, 20564-1, 2708-6, 2709- | ICD-9-CM codes for COPD: 491, oxygen saturation (economic,
Saturation 4,19224-5,2711-0,2714-4,2715-1, 2716- | 491.1,491.2,491.21, 491.22,491.9, social, religious, other patient
(Physician- 9,2717-7, 24336-0, 24337-8, 24338-6, 492, 492.8, 496 reasons)
focused) 24339-4, 24341-0, 24342-8, 24343-6, AND
24344-4 CPT codes for patient visit: 99201-
99205, 99212-99215, 99241-99245,
99354-99355, 99385-99387, 99395-
99397, 99401-99404
AND
Documentation in the medical record of
a FEV, <40 % of predicted value
AND
Patient’s age is > 18 years of age
COPD: IAMA /PCPI?3 | Patients with spirometry results All patients aged > 18 years with the | Documentation of medical |Paper medical
Spirometry documented (FEV; and FEV;/FVC) diagnosis of COPD reason(s) for no spirometry |record, paper
Evaluation evaluation (patient flowsheet and
. . CPT codes for spirometry: 94010, Patient Selection: physically unable to EHRS.
(Physmlan- 94014, 94015, 94016, 94060, 94070, Documentation in the medical perform spirometry, other
focused) 94620 record of a diagnosis of COPD medical reasons)

OR

ICD-9-CM codes for COPD: 491,
491.1,491.2,491.21, 491.22, 491.9,
492, 492.8, 496

AND

CPT codes for patient visit: 99201-
99205, 99212-99215, 99241-99245,

Documentation of patient
reason(s) for no spirometry
evaluation (patient refusal,
other patient reasons)
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PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

99354-99355, 99385-99387, 99395-
99397, 99401-99404

AND

Patient’s age is > 18 years of age

COPD: Inhaled
Broncho-dilator
Therapy
(Physician-
focused)

IAMA /PCPI23

Symptomatic patients who were
prescribed an inhaled bronchodilator
(P2-agonist and/ or anticholinergic;
drug list available)

All patients aged > 18 years with the
diagnosis of COPD who have
FEV1/FVC <70 % and have
symptoms

Patient Selection:

Documentation in the medical
record of a diagnosis of COPD

OR

ICD-9-CM codes for COPD: 491,
491.1, 491.2, 491.21, 491.22, 491.9,
492, 492.8, 496

AND

CPT codes for patient visit: 99201-
99205, 99212-99215, 99241-99245,
99354-99355, 99383-99385, 99393-
99395, 99401-99404

AND

Documentation in the medical
record of FEV;/FVC <70 %

AND

Documentation in the medical
record of COPD symptoms
(synonyms available) There must be
documentation of the presence of at
least one of the following: dyspnea,
cough/sputum, or wheezing. OR
ICD-9 codes for dyspnea: 786.00,
786.01, 786.02, 786.05, 786.09, 493.2
OR

ICD-9 codes for cough: 786.2, 491.0
OR

Documentation of medical
reason(s) for not
prescribing an inhaled
bronchodilator (allergy,
drug interaction,
contraindication, other
medical reasons)

Documentation of patient
reason(s) for not
prescribing an inhaled
bronchodilator (economic,
social, religious, other
patient reasons)

Paper medical
record, paper
flowsheet and
EHRS.
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:

PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS
MEASURE |P OWNER! NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE

ICD-9 codes for sputum: 786.3, 786.4

OR

ICD-9 codes for wheezing: 786.07

AND

Patient’s age is > 18 years of age

Note: Documentation of FEV1/FVC

and COPD symptoms do not have

to occur during the same office visit.
Appropriate INCQA24 Electronic Collection: Electronic Collection None Electronic data
Testing for Numerator- A strep test administered | Step 1: Identify children age 2 years (visit and
Children with in the 7-day period from 3 days prior | as of July 1 of the year prior to the pharmacy

. through 3 days after the First Eligible | measurement year to 18 years as of encounter data

Pharyngitis Episode Date. Codes to Identify Group | June 30 of the measurement year or claims or

A Streptococcus TestsAntigen
detection...by enzyme
immunoassayCPT (87430) LOINC
(6556-5, 6557-3, 6558-1, 6559-9, 18481-2,
31971-5)by nucleic acid CPT (87650-
87652) LOINC (5036-9)by direct optical
observation CPT (87880)by throat
culture CPT (87081, 87070-87071)
LOINC (626-2, 11268-0, 11475-1, 17656-
0)

Medical Record Collection:

Electronic Health Record (EHR) users
may opt to use this methodology or
the electronic data collection
methodology described above. EHR
users who have information on drugs
prescribed and not dispensed may opt
to follow the medical record
specifications below but produce data
on 100% of their denominator
population instead of a sample.

who had an outpatient visit with
only a diagnosis of pharyngitis.
Exclude claims/encounters with
more than one diagnosis.ICD-9-CM
Codes to Identify Pharyngitis:Acute
or unspecified pharyngitis:

462 Acute tonsillitis:
463Streptococcal tonsillitis:
034.0CPT Codes to Identify
Outpatient Visits: Evaluation and
management codes — office or other
outpatient services: 99201-99205,
99211-99215, 99217-99220, 99241-
99245, 99271-99275, 99381-99385,
99391-99395UB-92 Codes to Identify
Outpatient Visits: After-hours
nonemergency urgent care:
0456Clinic: 051XFreestanding clinic:
052XProfessional fees- outpatient
services: 0982Professional fees-
clinic: 0983Codes to Identify
Emergency Department Visits UB-92

medical record
data.

A-26




SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

Documentation in the medical record
must include at minimum, a note
indicating a strep test was
administered in the 7-day period from
3 days prior through 3 days after the
First Eligible Episode Date. Group A
Streptococcus Tests Include: Antigen
detection...by enzyme immunoassay,
nucleic acid, by direct optical
observation,or by throat culture.

Type of Bill Codes: 13X, 43X and
UB-92 Revenue Codes: 0450, 0451,
0452, 0459, 0981 or CPT Codes
99281-99285

*Patients admitted to the hospital
from the ED should not be included
in the denominator.

Step 2: For each patient identified in
step 1, determine all outpatient
Episode Dates.

Step 3: For each episode date with a
qualifying diagnosis, determine if
antibiotics were prescribed on or
within three days after the episode
date. Exclude episode dates if the
patient did not receive antibiotics on
or within three days after the
episode date.Antibiotic Medications
(NCQA will provide a list of NDC
codes for antibiotic medications on
its website): - Amoxicillin -
Amox/Clavulanate - Ampicillin -
Azithromycin - Cefaclor - Cefadroxil
hydrate - Cefdinir - Cefixime -
Cefditoren - Ceftibuten -
Cefpodoxime proxetil - Cefprozil -
Ceftriaxone - Cefuroxime
Cephalexin - Ciprofloxacin -
Clindamycin - Dicloxacillin -
Dirithromycin - Doxycycline -
Erythromycin - Ery E-
Succ/Sulfisoxazole - Flomefloxacin -
Gatifloxacin - Levofloxacin -
Loracarbef - Minocycline - Ofloxacin -
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PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

Penicillin VK - Penicillin G-
Sparfloxacin - Sulfisoxazole -
Tetracycline - Trimethoprim -
Trimethoprim-sulfamethoxazole

Step 4:Exclude episode dates where
a new or refill prescription for an
antibiotic medication was filled 30
days prior to the episode date or
which was active on the episode
date.

Note: If the episode occurred on July
1 of the year prior to the
measurement year, look back 30
days prior to the start of the Intake
Period (i.e., June 1-30) to check for
the patient’s medication history.

Step 5: the measure examines one
eligible episode per patient. When
calculating the final measure
denominator, select the first eligible
episode for each patient during the
measurement intake period that
meets all criteria for inclusion in the
denominator.

Medical Record Collection

Electronic Health Record (EHR)
users may opt to use this
methodology or the electronic data
collection methodology described
above. EHR users who have
information on drugs prescribed
and not dispensed may opt to follow
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PHASE 3 CYCLE 1

ASTHMA AND RESPIRATORY ILLNESS

MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

the medical record specifications
below but produce data on 100% of
their denominator population
instead of a sample.

Step 1: Identify children age 2 years
as of July 1 of the year prior to the
measurement year to 18 years as of
June 30 of the measurement year
who had an outpatient visit with
only a diagnosis of pharyngitis
(acute or unspecified pharyngitis,
acute tonsillitis or streptococcal
tonsillitis). Exclude encounters with
more than one diagnosis.

Step 2: For each patient identified in
step 1, determine all outpatient
Episode Dates.

Step 3: For each episode date with a
qualified diagnosis, determine if
antibiotics were prescribed on or
within three days after the episode
date. Exclude episode dates if the
patient did not receive antibiotics on
or within three days after the
episode date.

Amoxicillin - Amox/Clavulanate -
Ampicillin - Azithromycin - Cefaclor -
Cefadroxil hydrate - Cefdinir -
Cefixime - Cefditoren - Ceftibuten
Cefpodoxime proxetil - Cefprozil -
Ceftriaxone - Cefuroxime -
Cephalexin - Ciprofloxacin -
Clindamycin - Dicloxacillin -
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MEASURE

I[P OWNER!

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

Dirithromycin - Doxycycline -
Erythromycin - Ery E-
Succ/Sulfisoxazole - Flomefloxacin -
Gatifloxacin - Levofloxacin -
Loracarbef - Minocycline - Ofloxacin -
Penicillin VK - Penicillin G-
Sparfloxacin - Sulfisoxazole -
Tetracycline - Trimethoprim
Trimethoprim-sulfamethoxazole

Step 4:Exclude episode dates where
a new or refill prescription for an
antibiotic medication was written 30
days prior to the episode date or
which was active on the episode
date.

Step 5: the measure examines one
eligible episode per patient. When
calculating the final measure
denominator, select the first eligible
episode for each patient during the
measurement intake period that
meets all criteria for inclusion in the
denominator.

The denominator (patients for
inclusion): A sample should be
determined using the most accurate
data available in the settings in
which the measure will be
implemented. The measure
developer recommends that in most
settings office visit claims (see list of
codes) or other codified encounter
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:

CPT office or other outpatient
service codes: 99201-99205, 99212-
99215, 99241-99245, 99341-99350,
99354-99355, 99385-99387, 99395-
99397, 99401-99404, 99411-99412,
99420-99429

And

Patient’s age is > 18 years.

PHASE 3 CYCLE 1
ASTHMA AND RESPIRATORY ILLNESS
MEASURE |P OWNER! NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
data should be used to identify
patients who have had at least one
office visit in the prior (12) months
from which a purposeful sample
(random, consecutive retrospective
or prospective from a specific date)
can then be chosen for the
denominator. In other uses of the
measure, insurer level claims
(pooled or single insurer) data can
be used to identify the denominator.
HYPERTENSION
MEASURE SOURCE NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
Blood Pressure |AMA PCPI?3/| Patient visits with blood pressure All visits for patients > 18 years of None. Electronic
Measurement |ACC/AHA | measurement recorded. age with diagnosed hypertension. health
records,
Patient Selection: retrospective
ICD-9-CM codes for Hypertension: paper medical
401.0, 401.1, 401.9, 402.xx, 403.xx, records,
404.xx prospective
And flow sheet.
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PHASE 3 CYCLE 1

HYPERTENSION

MEASURE SOURCE NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
Plan of Care AMA PCPI23/ | Patient visits with a documented plan All visits for patients > 18 years of None. Electronic
IACC/AHA | of care for hypertension. age with diagnosed hypertension health
during which either systolic blood records,
Plan of care should include one or more | pressure > 140 mm Hg or diastolic retrospective
of the following: recheck blood blood pressure > 90 mm Hg. paper medical
pressure at specified future date, records,
initiate or alter antihypertensive Patient Selection: prospective
pharmacological therapy, and/or ICD-9-CM codes for Hypertension: flow sheet.
initiate or alter non-pharmacologic 401.0, 401.1, 401.9, 402.xx, 403.xx,
therapy. Non pharmacological therapy | 404.xx
may include weight reduction, And
decreased sodium and alcohol intake, CPT office or other outpatient
and exercise. service codes: 99201-99205, 99212-
99215, 99241-99245, 99354, 99355,
99385-99387, 99395-99397, 99401-
99404
And
Additional individual medical
record review must be completed to
identify patient visits with a systolic
blood pressure =140 mm Hg or a
diastolic blood pressure = 90 mm Hg
And
Patient’s age is > 18 years.
Controlling CMS/ Patients with last blood pressure All patients > 18 years of age witha | None. Electronic
High Blood INCQA?24 measurement adequately controlled to | diagnosis of hypertension in the first health
Pressure systolic blood pressure <140 mm Hg six months of the measurement year records,
and diastolic blood pressure < 90 mm or any time prior. retrospective
Hg during the measurement year. flow sheet,
Patient Selection: medical

ICD-9-CM codes for Hypertension:
401.0, 401.1, 401.9, 402.xx, 403.xx,
404 .xx

A patient is considered to be

record review.
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PHASE 3 CYCLE 1

HYPERTENSION

MEASURE SOURCE

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

hypertensive if there is at least one
outpatient encounter (outpatient or
other outpatient services - 99201-
99205, 99211-99215, 99241, 99245)
with a diagnosis of hypertension
(applicable ICD-9 codes) during the
first six months of the measurement
year. To confirm the diagnosis of
hypertension, notation of the
following must be found in the
medical record on or before June 30
of the measurement year:

e HIN

e high blood pressure (HBP)

e elevated blood pressure

e borderline HTN

e intermittent HTN

e history of HTN.

The notation of hypertension may
appear anytime on or before June 30
of the measurement year, including
prior to the measurement year. It
does not matter if hypertension was
treated or is currently being treated.
The notation indicating a diagnosis
of hypertension may be recorded on
any of the following documents:

e aproblem list

e office note,

e subjective, objective,
assessment, plan (SOAP)
note,

e encounter form,

e telephone call record,
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PHASE 3 CYCLE 1

HYPERTENSION
MEASURE SOURCE NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
e diagnostic report, and/or
e hospital discharge
summary.
Statements such as “rule out
hypertension,” “possible
hypertension,” “white-coat
hypertension,” “questionable
hypertension,” and “consistent with
hypertension” are not sufficient to
confirm the diagnosis of
hypertension if such statements are
the only notations of hypertension
in the medical record.
MEDICATION MANAGEMENT
MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
Documentation [CMS- Patients with a medication list® in their | All patients who were continuously | NA Chart
of Medication SCRIPT® medical record enrolled during the measurement abstraction via
List in the year. paper-based
. abstraction
Outpatient tool designed
Record for SCRIPT
project
Documentation [CMS-SCRIPT | Patients with allergy and adverse All patients who were continuously NA Chart
of Allergies and reaction status” present in medical enrolled during the measurement abstraction via
Adverse record year. paper-based
. . abstraction
Reactlo.ns in the tool designed
Outpatient for SCRIPT
Record project

* The SCRIPT measures were developed by the Coalition for Quality in Medication Use funded by CMS and are in the public domain. Since the project has concluded and the Coalition no longer
available to maintain the measure, NQF has identified a developer who is willing to maintain and update the measure for its currency.
® A separate, additional document can satisfy the numerator as can a list of medications simply noted in a patient’s progress note.
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PHASE 3 CYCLE 1

MEDICATION MANAGEMENT
MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
Therapeutic INCQA24 Electronic Collection: Electronic collection: Exclude patients from each |Electronic
Monitoring _ Numerator a: The number of patients Denominator a: The number of rate denominator with a data (i.e.,
Annual with at least one serum potassium and | patients ages 18 years and older who | hospitalization in the claims or

el . either a serum creatinine or a blood received at least a 180-days supply of | measurement year. These |encounter
Mo.mtormg for urea nitrogen therapeutic monitoring ACE inhibitors or ARBs, including patients may have data for visits,
Patients on test in the measurement year. any combination products during the | received a monitoring laboratory
Persistent measurement year. event during the tests and
Medications Note: The two tests do not need to occur on hospitalization which may |pharmacy) or

the same service date, only within the A list of included drugs can be not be captured medical

a. Annual measurement year. accessed at: Hospitalizations can be record review

. Codes to Identify Physiologic http:/ /www.ncqa.org/Programs/H | identified using either
mo?ltormg for Monitoring Tests (for patients on ACEI | EDIS/2006/Volume2/NDCLicense.h | codes for inpatient
patlents on ACE or ARB, DigOXin or Diuretics and Al’ly tm discharges Or non acute
Inhibitors/ARBs Combination Products): care or through the

Serum Potassium (K+): CPT Codes:
84132, 80050, 80051, 80053, 80048,
80069; LOINC Codes: 2824-1, 2823-3,
6298-4, 12812-4, 12813-2, 22760-3,
24320-4, 24321-2, 24322-0, 24323-8,
24326-1, 24362-6, 29349-8, 32713-0,
34548-8, 34554-6 AND

Serum Creatinine (SCr): CPT Codes:
82565, 80050, 80053, 80048, 80069,
82575; LOINC Codes: 2160-0, 21634,
2164-2,5919-6, 11041-1, 11042-9, 12195-
4,13441-1, 13442-9, 13443-7, 13446-0,
13447-8, 13449-4, 13450-2, 13451-0,
14682-9, 15051-6, 16188-5, 16189-3,
21232-4, 24321-2, 24322-0, 24323-8,
24320-4, 24362-6, 26752-6, 33558-8,
34555-3, 35591-7, 35592-5, 35593-3,
35594-1, 38483-4 OR

Blood Urea Nitrogen (BUN): CPT
Codes: 84520, 84525, 80050, 80053,

Medical Record Collection:
Electronic Health Record (EHR)
users may opt to use this
methodology or the electronic data
collection methodology described
above. EHR users who have
information on drugs prescribed and
not dispensed may opt to follow the
medical record specifications below
but produce data on 100% of their
denominator population instead of a
sample.

Denominator a: The number of
patients ages 18 years and older who
received a prescription for at least a
180-days supply of ACEI or ARBs,
including any combination products
during the measurement year (refer
to drug lists detailed in the

medical record.

Codes to Identify Total
Inpatient Discharges:
ICD-9-CM Codes: (all
principal diagnosis codes
except: 290-316, 960-979
with a secondary
diagnosis of chemical
dependency, V30-V39)
WITH UB-92 Codes: (type
of bill codes: 11X, 12X,
41X, 42X, 84X) OR DRGs:
(1-423, 439-455, 461, 463-
471, 473, 475-520, 524-540,
541-559) OR ICD-9-CM
Codes: (all principle
diagnosis codes with an
inpatient facility code
except: 290-316, 960-979

7 A separate, additional document can satisfy the numerator as can a note in a patient’s progress note.
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:

PHASE 3 CYCLE 1

MEDICATION MANAGEMENT

MEASURE

I[P OWNER

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

80048, 80069; LOINC Codes: 3094-0,
6299-2, 11064-3, 11065-0, 12964-3, 12965-
0, 12966-8, 14937-7, 24320-4, 24321-2,
24322-0, 24323-8, 24362-6

Medical Record Collection: Electronic
Health Record (EHR) users may opt to
use this methodology or the electronic
data collection methodology described
above. EHR users who have
information on drugs prescribed and
not dispensed may opt to follow the
medical record specifications below but
produce data on 100% of their
denominator population instead of a

denominator statement for the
electronic version).

For medical record extraction, a
sample should be determined using
the most accurate data available in
the settings in which the measure
will be implemented. The measure
developer recommends that in most
settings office visit claims or other
codified encounter data should be
used to identify patients who have
had at least one office visit in the
prior (12) months from which a
purposeful sample (random,
consecutive retrospective or
prospective from a specific date) can
then be chosen for the denominator.
In other uses of the measure, insurer
level claims (pooled or single
insurer) data can be used to identify
the denominator.

with a secondary
diagnosis of chemical
dependency, V30-V39.)

Codes to Identify
Nonacute Care:

Hospice- UB-92 Type of
Bill Codes (81X, 82X), UB-
92 Revenue Codes (115,
125,135, 145, 155, 650, 656,
658, 659)

SNEF- UB-92 Type of Bill
Codes (21X, 22X), UB-92
Revenue Codes (19X)
Hospital transitional care,
swing bed or
rehabilitation- UB-92 Type
of Bill Codes (18X)
Rehabilitation- UB-92
Revenue Codes (118, 128,
138, 148, 158), DRG (462)
Respite- UB-92 Revenue
Codes (655)

OR

Other nonacute care
facilities that do not use
the UB-92 for billing (ICF,
SN, etc.)
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

MEDICATION MANAGEMENT

MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
sample.
Numerator a: Documentation in the
medical record must include, at a
minimum of at least one serum
potassium and either a serum
creatinine or a blood urea nitrogen
therapeutic monitoring test in the
measurement year.
Note: The two tests do not need to occur on
the same service date, only within the
measurement year.
b. Annual INCQA Electronic collection: Electronic collection: Exclude patients from each |Electronic
Monitoring for Numerator b: The number of patients Denominator b: The number of rate denominator with a data (i.e.,
Patients on with at least one serum potassium and | patients ages 18 years and older who | hospitalization in the claims or
. . either a serum creatinine or a blood received at least a 180-days supply of | measurement year. These |encounter
Digoxin urea nitrogen therapeutic monitoring digoxin, including any combination | patients may have data for visits,
test in the measurement year. products, during the measurement received a monitoring laboratory
year. event during the tests and
Note: The two tests do not need to occur hospitalization which may |pharmacy) or
on the same service date, only within A list of included drugs can be not be captured. medical

the measurement year.

Codes to Identify Physiologic
Monitoring Tests (for patients on ACEI
or ARB, Digoxin or Diuretics and Any
Combination Products):

Serum Potassium (K+): CPT Codes:
84132, 80050, 80051, 80053, 80048,
80069; LOINC Codes: 2824-1, 2823-3,
6298-4, 12812-4, 12813-2, 22760-3,
24320-4, 24321-2, 24322-0, 24323-8,
24326-1, 24362-6, 29349-8, 32713-0,

accessed at:

http:/ /www.ncga.org/Programs/H
EDIS/2006/Volume2/NDCLicense.h
tm

Medical Record Collection: For
medical record extraction, a sample
should be determined using the most
accurate data available in the settings
in which the measure will be
implemented. The measure
developer recommends that in most

Hospitalizations can be
identified using either
codes for inpatient
discharges or non acute
care or through medical
records.

Codes to Identify Total
Inpatient Discharges:
ICD-9-CM Codes: (all
principal diagnosis codes
except: 290-316, 960-979

record review
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

MEDICATION MANAGEMENT

MEASURE I[P OWNER NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

34548-8, 34554-6 AND

Serum Creatinine (SCr): CPT Codes:
82565, 80050, 80053, 80048, 80069,
82575; LOINC Codes: 2160-0, 2163-4,
2164-2, 5919-6, 11041-1, 11042-9, 12195-
4,13441-1, 13442-9, 13443-7, 13446-0,
13447-8, 13449-4, 13450-2, 13451-0,
14682-9, 15051-6, 16188-5, 16189-3,
21232-4,24321-2, 24322-0, 24323-8,
24320-4, 24362-6, 26752-6, 33558-8,
34555-3, 35591-7, 35592-5, 35593-3,
35594-1, 38483-4 OR

Blood Urea Nitrogen (BUN): CPT
Codes: 84520, 84525, 80050, 80053,
80048, 80069; LOINC Codes: 3094-0,
6299-2, 11064-3, 11065-0, 12964-3, 12965-
0, 12966-8, 14937-7, 243204, 24321-2,
24322-0, 24323-8, 24362-6

Medical Record Collection: Electronic
Health Record (EHR) users may opt to
use this methodology or the electronic
data collection methodology described
above. EHR users who have
information on drugs prescribed and
not dispensed may opt to follow the
medical record specifications below but
produce data on 100% of their
denominator population instead of a
sample.

Numerator b: Documentation in the

settings office visit claims or other
codified encounter data should be
used to identify patients who have
had at least one office visit in the
prior (12) months from which a
purposeful sample (random,
consecutive retrospective or
prospective from a specific date) can
then be chosen for the denominator.
In other uses of the measure, insurer
level claims (pooled or single
insurer) data can be used to identify
the denominator.

Denominator b: The number of
patients ages 18 years and older who
received a prescription for at least a
180-days supply of digoxin,
including any combination products,
during the measurement year (refer
to drug list mentioned above)..

with a secondary
diagnosis of chemical
dependency, V30-V39)
WITH UB-92 Codes: (type
of bill codes: 11X, 12X,
41X, 42X, 84X) OR DRGs:
(1-423, 439-455, 461, 463-
471, 473, 475-520, 524-540,
541-559) OR ICD-9-CM
Codes: (all principle
diagnosis codes with an
inpatient facility code
except: 290-316, 960-979
with a secondary
diagnosis of chemical
dependency, V30-V39.)

Codes to Identify
Nonacute Care:

Hospice- UB-92 Type of
Bill Codes (81X, 82X), UB-
92 Revenue Codes (115,
125,135, 145, 155, 650, 656,
658, 659)

SNEF- UB-92 Type of Bill
Codes (21X, 22X), UB-92
Revenue Codes (19X)
Hospital transitional care,
swing bed or
rehabilitation- UB-92 Type
of Bill Codes (18X)
Rehabilitation- UB-92
Revenue Codes (118, 128,
138, 148, 158), DRG (462)
Respite- UB-92 Revenue
Codes (655)
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

MEDICATION MANAGEMENT

MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
medical record must include, at
minimum, a note indicating the patient OR
received at least one serum potassium
and either a serum creatinine or a blood Other nonacute care
urea nitrogen therapeutic monitoring facilities that do not use
test in the measurement year. the UB-92 for billing (ICF,
SN, etc.)
c. Annual INCQA Electronic collection: Electronic collection: Exclude patients from each |Electronic
monitoring for Numerator ¢: The number of patients Denominator c: The number of rate denominator with a data (i.e.,
patients on with at least one serum potassium and | patients ages 18 years and older who | hospitalization in the claims or
. . either a serum creatinine or a blood received at least a 180-days supply of | measurement year. These |encounter
diuretics urea nitrogen therapeutic monitoring a diuretic, including any patients may have data for visits,
test in the measurement year. combination products, during the received a monitoring laboratory
measurement year. event during the tests and
Note: The two tests do not need to occur hospitalization which may |pharmacy) or
on the same service date, only within A list of included drugs can be not be captured. medical

the measurement year.

Codes to Identify Physiologic
Monitoring Tests (for patients on ACEI
or ARB, Digoxin or Diuretics and Any
Combination Products):

Serum Potassium (K+): CPT Codes:
84132, 80050, 80051, 80053, 80048,
80069; LOINC Codes: 2824-1, 2823-3,
6298-4, 12812-4, 12813-2, 22760-3,
24320-4, 24321-2, 24322-0, 24323-8,
24326-1, 24362-6, 29349-8, 32713-0,
34548-8, 34554-6 AND

Serum Creatinine (SCr): CPT Codes:
82565, 80050, 80053, 80048, 80069,
82575; LOINC Codes: 2160-0, 2163-4,
2164-2, 5919-6, 11041-1, 11042-9, 12195-
4,13441-1, 13442-9, 13443-7, 13446-0,
13447-8, 13449-4, 13450-2, 13451-0,
14682-9, 15051-6, 16188-5, 16189-3,

accessed at:

http:/ /www.ncga.org/Programs/H
EDIS/2006/Volume2/NDCLicense.h
tm

Note: Patients may switch therapy
within any medication listed during
the measurement year and have the
days supply for the medications
count toward the total 180-days

supply.

Medical Record Collection: For
medical record extraction, a sample
should be determined using the most
accurate data available in the settings
in which the measure will be
implemented. The measure

Hospitalizations can be
identified using either
codes for inpatient
discharges or non acute
care or medical records.

Codes to Identify Total
Inpatient Discharges:
ICD-9-CM Codes: (all
principal diagnosis codes
except: 290-316, 960-979
with a secondary
diagnosis of chemical
dependency, V30-V39)
WITH UB-92 Codes: (type
of bill codes: 11X, 12X,
41X, 42X, 84X) OR DRGs:
(1-423, 439-455, 461, 463-
471, 473, 475-520, 524-540,
541-559) OR ICD-9-CM

record review
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

MEDICATION MANAGEMENT

MEASURE I[P OWNER NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

21232-4,24321-2, 24322-0, 24323-8,
24320-4, 24362-6, 26752-6, 33558-8,
34555-3, 35591-7, 35592-5, 35593-3,
35594-1, 38483-4 OR

Blood Urea Nitrogen (BUN): CPT
Codes: 84520, 84525, 80050, 80053,
80048, 80069; LOINC Codes: 3094-0,
6299-2, 11064-3, 11065-0, 12964-3, 12965-
0, 12966-8, 14937-7, 243204,

Medical Record Collection: Electronic
Health Record (EHR) users may opt to
use this methodology or the electronic
data collection methodology described
above. EHR users who have
information on drugs prescribed and
not dispensed may opt to follow the
medical record specifications below but
produce data on 100% of their
denominator population instead of a
sample.

Numerator ¢: Documentation in the
medical record must include, at
minimum, a note indicating the patient
received at least one serum potassium
and either a serum creatinine or a blood
urea nitrogen therapeutic monitoring
test in the measurement year.

Note: The two tests do not need to occur
on the same service date, only within
the measurement year.

developer recommends that in most
settings office visit claims or other
codified encounter data should be
used to identify patients who have
had at least one office visit in the
prior (12) months from which a
purposeful sample (random,
consecutive retrospective or
prospective from a specific date) can
then be chosen for the denominator.
In other uses of the measure, insurer
level claims (pooled or single
insurer) data can be used to identify
the denominator.

Denominator c: The number of
patients ages 18 years and older who
received a prescription for at least a
180-days supply of a diuretic,
including any combination products,
during the measurement year.

Codes: (all principle
diagnosis codes with an
inpatient facility code
except: 290-316, 960-979
with a secondary
diagnosis of chemical
dependency, V30-V39.)

Codes to Identify
Nonacute Care:

Hospice- UB-92 Type of
Bill Codes (81X, 82X), UB-
92 Revenue Codes (115,
125, 135, 145, 155, 650, 656,
658, 659)

SNEF- UB-92 Type of Bill
Codes (21X, 22X), UB-92
Revenue Codes (19X)
Hospital transitional care,
swing bed or
rehabilitation- UB-92 Type
of Bill Codes (18X)
Rehabilitation- UB-92
Revenue Codes (118, 128,
138, 148, 158), DRG (462)
Respite- UB-92 Revenue
Codes (655)

OR

Other nonacute care
facilities that do not use
the UB-92 for billing (ICF,
SN, etc.)
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

MEDICATION MANAGEMENT

MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE

d. Annual INCQA Electronic collection: Electronic collection: Exclude patients from each |Electronic

monitoring for Numerator d: The number of patients Denominator d: The number of rate denominator with a data (i.e.,

tients on with at least one drug serum patients in the denominator who hospitalization in the claims or

pa . concentration level monitoring test for | received at least a 180-days supply measurement year. These |encounter

anticonvulsants the prescribed drug in the for any anticonvulsant for phenytoin, | patients may have data for visits,
measurement year. If a patient phenobarbital, valproic acid or received a monitoring laboratory
received only one type of carbamazepine during the event during the tests and
anticonvulsant, the drug serum measurement year. Each patient- hospitalization which may |pharmacy) or
concentration level test must be for the | drug combination is considered a not be captured. medical

specific drug taken as a persistent
medication. If a patient persistently
received multiple types of
anticonvulsants, each anticonvulsant
medication and drug monitoring test
combination is counted as a unique
event (i.e., a patient on both phenytoin
and valproic acid with at least a 180-
days supply for each drug in the
measurement year must separately
show evidence of receiving drug serum
concentration tests for each drug to be
considered numerator-compliant for
each drug).

Codes to Identify Drug Serum
Concentration Monitoring Tests:

Drug serum concentration for
Phenobarbital: CPT code: 80184,
LOINC codes: 3948-7, 3951-1, 10547-8,
14874-2, 34365-7; Drug serum
concentration for Phenytoin: CPT
codes: 80185, 80186, LOINC codes:
3968-5, 3969-3, 14877-5, 32109-1, 34540-
5; Drug serum concentration for
valproic acid: CPT code: 80164; LOINC
Codes: 4086-5, 4087-3, 4088-1, 14946-8,

unique event.

Note: To count toward the denominator,
patients must be on one of the
fouranticonvulsant medications listed
during the measurement year for at least
a 180-days supply. Patients who are on
multiple anticonvulsant drugs count
toward the denominator multiple times if
they meet the persistent medications
criteria for each drug taken during the
measurement year (i.e., a patient who
received at least 180 days of phenytoin
and 180 days of valproic acid will be
counted twice in the denominator for
rate 4, once for each drug.

A list of included drugs can be
accessed at:

http:/ /www.ncqga.org/Programs/H
EDIS/2006/Volume2/NDCLicense.h
tm

Medical Record Collection: For
medical record extraction, a sample

Hospitalizations can be
identified using either
codes for inpatient
discharges or non acute
care.

Codes to Identify Total
Inpatient Discharges:
ICD-9-CM Codes: (all
principal diagnosis codes
except: 290-316, 960-979
with a secondary
diagnosis of chemical
dependency, V30-V39)
WITH UB-92 Codes: (type
of bill codes: 11X, 12X,
41X, 42X, 84X) OR DRGs:
(1-423, 439-455, 461, 463-
471, 473, 475-520, 524-540,
541-559) OR ICD-9-CM
Codes: (all principle
diagnosis codes with an
inpatient facility code
except: 290-316, 960-979
with a secondary
diagnosis of chemical
dependency, V30-V39.)

record review
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:

PHASE 3 CYCLE 1

MEDICATION MANAGEMENT

MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
18489-5, 21590-5, 32119-0, 32283-4; Drug | should be determined using the most
serum concentration for accurate data available in the settings | Codes to Identify

carbamaxepine: CPT codes: 80156,
80157; LOINC Codes: 3432-2, 3433-0,
9415-1, 14056-6, 14639-9, 18270-9, 29147-
6, 29148-4, 32058-0, 32852-6, 34545-4

Medical Record Collection: Electronic
Health Record (EHR) users may opt to
use this methodology or the electronic
data collection methodology described
above. EHR users who have
information on drugs prescribed and
not dispensed may opt to follow the
medical record specifications below but
produce data on 100% of their
denominator population instead of a
sample.

in which the measure will be
implemented. The measure
developer recommends that in most
settings office visit claims or other
codified encounter data should be
used to identify patients who have
had at least one office visit in the
prior (12) months from which a
purposeful sample (random,
consecutive retrospective or
prospective from a specific date) can
then be chosen for the denominator.
In other uses of the measure, insurer
level claims (pooled or single
insurer) data can be used to identify
the denominator.

Denominator d: The number of
patients in the denominator who
received a prescription for at least a
180-days supply for any
anticonvulsant for phenytoin,
phenobarbital, valproic acid or
carbamazepine during the
measurement year. Each patient-
drug combination is considered a
unique event.

Note: To count toward the denominator,
patients must have a prescription for one
of the four anticonvulsant medications
listed during the measurement year for
at least a 180-days supply.

Nonacute Care:

Hospice- UB-92 Type of
Bill Codes (81X, 82X), UB-
92 Revenue Codes (115,
125,135, 145, 155, 650, 656,
658, 659)

SNE- UB-92 Type of Bill
Codes (21X, 22X), UB-92
Revenue Codes (19X)
Hospital transitional care,
swing bed or
rehabilitation- UB-92 Type
of Bill Codes (18X)
Rehabilitation- UB-92
Revenue Codes (118, 128,
138, 148, 158), DRG (462)
Respite- UB-92 Revenue
Codes (655)

OR

Other nonacute care
facilities that do not use
the UB-92 for billing (ICF,
SN, etc.)
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

MEDICATION MANAGEMENT

MEASURE

I[P OWNER

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

Numerator: The number of patients
with documentation of at least one
drug serum concentration level
monitoring test for the prescribed drug
in the measurement year. If a patient
received only one type of
anticonvulsant, the drug serum
concentration level test must be for the
specific drug taken as a persistent
medication. If a patient persistently
received multiple types of
anticonvulsants, each anticonvulsant
medication and drug monitoring test
combination is counted as a unique
event (i.e., a patient on both phenytoin
and valproic acid with at least a 180-
days supply for each drug in the
measurement year must separately
show evidence of receiving drug serum
concentration tests for each drug to be
considered numerator-compliant for
each drug).

Drug Serum Concentration Monitoring
Tests:

Drug serum concentration for
Phenobarbital; Drug serum
concentration for Phenytoin; Drug
serum concentration for valproic acid;
Drug serum concentration for
carbamaxepine;

e. Annual
monitoring for
patients on

NCQA

Electronic collection:

Numerator e: The number of patients
with both an ALT and an AST liver
enzyme test in the measurement year.

Electronic collection:

Denominator e: The number of
patients in the denominator who

Exclude patients from each
rate denominator with a
hospitalization in the
measurement year. These

Electronic
data (i.e.,
claims or
encounter
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

MEDICATION MANAGEMENT

MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
statins A hepatic function panel (which received at least a 180-days supply patients may have data for visits,
includes both a ALT and AST) also for any statin (HMG CoA Reductase | received a monitoring laboratory
counts as numerator compliant. Inhibitors), including any event during the tests and
combination product, during the hospitalization which may |pharmacy) or
Codes to Identify Liver Function measurement year. not be captured. medical

Monitoring Tests (for patients on
statins)

Liver enzyme test (AST): CPT Codes:
84450; LOINC Codes: 1920-8, 27344-1,
30239-8

Liver enzyme test (ALT): CPT Codes:
84460; LOINC Codes: 1742-6, 1743-4,
1744-2 - Liver function (hepatic
function): CPT Codes: 80076, 80053;
LOINC Codes: 24323-8, 24325-3, 24324-
6

Medical Record Collection: Electronic
Health Record (EHR) users may opt to
use this methodology or the electronic

Note: Patients may switch therapy
within any medication listed during the
measurement year and have the days
supply for the medications count toward
the total 180-days supply.

A list of included drugs can be
accessed at:

http:/ /www.ncga.org/Programs/H
EDIS/2006/Volume2/NDCLicense.h
tm

Medical Record Collection: For
medical record extraction, a sample
should be determined using the most
accurate data available in the settings
in which the measure will be
implemented. The measure
developer recommends that in most
settings office visit claims or other
codified encounter data should be
used to identify patients who have
had at least one office visit in the
prior (12) months from which a
purposeful sample (random,
consecutive retrospective or
prospective from a specific date) can
then be chosen for the denominator.

Hospitalizations can be
identified using either
codes for inpatient
discharges or non acute
care or medical records.

Codes to Identify Total
Inpatient Discharges:
ICD-9-CM Codes: (all
principal diagnosis codes
except: 290-316, 960-979
with a secondary
diagnosis of chemical
dependency, V30-V39)
WITH UB-92 Codes: (type
of bill codes: 11X, 12X,
41X, 42X, 84X) OR DRGs:
(1-423, 439-455, 461, 463-
471, 473, 475-520, 524-540,
541-559) OR ICD-9-CM
Codes: (all principle
diagnosis codes with an
inpatient facility code
except: 290-316, 960-979
with a secondary
diagnosis of chemical
dependency, V30-V39.)

Codes to Identify
Nonacute Care:
Hospice- UB-92 Type of

record review
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:

PHASE 3 CYCLE 1

MEDICATION MANAGEMENT

MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
data collection methodology described | In other uses of the measure, insurer | Bill Codes (81X, 82X), UB-
above. EHR users who have level claims (pooled or single 92 Revenue Codes (115,
information on drugs prescribed and insurer) data can be used to identify | 125, 135, 145, 155, 650, 656,
not dispensed may opt to follow the the denominator. 658, 659)
medical record specifications below but SNE- UB-92 Type of Bill
produce data on 100% of their Denominator e: The number of Codes (21X, 22X), UB-92
denominator population instead of a patients in the denominator who Revenue Codes (19X)
sample. received a prescription for at leasta | Hospital transitional care,
180-days supply for any statin (HMG | swing bed or
Numerator: Documentation in the CoA Reductase Inhibitors), including | rehabilitation- UB-92 Type
medical record must include at a any combination product, during the | of Bill Codes (18X)
minimum an ALT and an AST liver measurement year. Rehabilitation- UB-92
enzyme test in the measurement year. Revenue Codes (118, 128,
A hepatic function panel (which Note: Patients may switch therapy 138, 148, 158), DRG (462)
includes both a ALT and AST) also within any medication listed during the | Respite- UB-92 Revenue
counts as numerator compliant. measurement year and have the days Codes (655)
supply for the medications count toward
the total 180-days supply. OR
Other nonacute care
facilities that do not use
the UB-92 for billing (ICF,
SNF, etc.)
f. Annual INCQA Sum of the five numerators (a-e) Sum of the five denominators (a-e) See individual measure See individual
monitoring — specifications. measure
combined rate specifications.
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:

PHASE 3 CYCLE 1

MEDICATION MANAGEMENT

MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
Drugs to Be NCQA24 Electronic collection: Electronic collection: NA Electronic
Avoided in the Numerator a: at least one prescription Denominator a: All patients ages 65 data (i.e.,
Elderly for any drug to be avoided in the years and older as of December 31 of claims or
elderly in the measurement year. the measurement year. encounter
data for visits,
A list of included drugs can be accessed laboratory
at: tests and
http:/ /www.ncqa.org/Programs/HED pharmacy) or
1S/2006/Volume2/NDCLicense.htm medical

Medical Record Collection: Electronic
Health Record (EHR) users may opt to
use this methodology or the electronic
data collection methodology described
above. EHR users who have
information on drugs prescribed and
not dispensed may opt to follow the
medical record specifications below but
produce data on 100% of their
denominator population instead of a
sample.

Numerator a: Documentation in the
medical record must include, at a
minimum, a prescription for at least
one drug to be avoided in the elderly in
the measurement year.

Medical Record Collection: For

medical record extraction, a sample
should be determined using the most
accurate data available in the settings
in which the measure will be
implemented. The measure
developer recommends that in most
settings office visit claims or other
codified encounter data should be
used to identify patients who have
had at least one office visit in the
prior (12) months from which a
purposeful sample (random,
consecutive retrospective or
prospective from a specific date) can
then be chosen for the denominator.
In other uses of the measure, insurer
level claims (pooled or single
insurer) data can be used to identify
the denominator.

Denominator: Patients ages 65 years
and older as of December 31 of the
measurement year.

record review
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

MEDICATION MANAGEMENT

MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
Numerator b: At least two different NA Electronic
drugs to be avoided in the elderly in the data (i.e.,
measurement year. claims or
encounter
A list of included drugs can be accessed data for visits,
at: laboratory
http:/ /www.ncga.org/Programs/HED tests and
1S/2006/ Volume2/NDClLicense.htm pharmacy) or
medical
Medical Record Collection: Electronic record review
Health Record (EHR) users may opt to
use this methodology or the electronic
data collection methodology described
above. EHR users who have
information on drugs prescribed and
not dispensed may opt to follow the
medical record specifications below but
produce data on 100% of their
denominator population instead of a
sample.
Numerator b: Documentation in the
medical record must include at a
minimum, prescriptions for at least
two different drugs to be avoided in the
elderly in the measurement year.
OBESITY
MEASURE SOURCE NUMERATOR DENOMINATOR EXCLUSIONS DATA
SOURCE
Adults >18 NYCDHMH | Adults >18 years old with BMI Total number of patients > 18 years None. Medical
documented in the past 24 months. old seen in the measurement period. record.

years old with

BMI
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:

PHASE 3CYCLE 1
OBESITY
MEASURE SOURCE NUMERATOR DENOMINATOR EXCLUSIONS DATA
SOURCE
documented in
the past 24
months
BMI 2 through NICHQ Number of children 2 through 18 years | Number children 2 through 18 years None. Medical
18 years of age of age who came in for a well child visit | of age, with a well child visit in the record.
in the measurement period month and | measurement period month.
who were classified based on BMI
percentile for age and gender.
PREVENTION, IMMUNIZATION AND SCREENING -TOBACCO USE
MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
a. Tobacco Use: [ICSI Number of patients' charts audited Total number of patients' charts inclusions: total number of |Medical record
Tobacco use whose current tobacco status is audited patient charts audited
prevention for documented in the medical record exclusions: none. The
. measures applies to all
lnf.ants, patients visiting the
children and practice, regardless of age,
adolescents: who have any indication
on their charts that they are
or may be users of tobacco,
or in the case of children
that they are regularly
exposed to tobacco smoke
b. Tobacco use [CSI Number of tobacco users advised to Total number of tobacco users* inclusions: total number of |Medical
audited patient charts audited Record

cessation for
infants,
children and
adolescents

quit or whose readiness to quit was
assessed at the latest visit.

exclusions: none The
measures applies to all
patients visiting the
practice, regardless of age,
who have any indication
on their charts that they are
or may be users of tobacco,
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

PREVENTION, IMMUNIZATION AND SCREENING -TOBACCO USE

MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
or in the case of children
that they are regularly
exposed to tobacco smoke

Smoking NCQA24 Numerator a: Advising Smokers to Denominator: The number of Exclusions: Patients who Patient survey

Cessation- Quit: The number of patients in the patients 18 and older who responded | responded “I had no visits

Medical denominator who responded to the to the survey and indicated that they | in the last 12 months” and

. survey and indicated that they had were current smokers and had one or | who smoke cigarettes “not
Assistance received advice to quit smoking from | more visits during the measurement | at all” are excluded.
. a doctor or other health provider year.
a. Advising during the measurement year.
Smokers to Patient choices must be as follows to

Quit

b. Discussing
Smoking
Cessation
Medications

c. Discussing
Smoking
Cessation
Strategies

Patient choices must be as follows to
be included in the numerator:

Q: In the last 12 months, on how many
visits were you advised to quit
smoking by a doctor or other health
care provider?

A: “1 visit” or “2-4 visits” or “5-9
visits” or “10 or more visits” must be
chosen from the options of “None” or
“1 visit” or “2-4 visits” or “5-9 visits”
or “10 or more visits” or “I had no
visits in the last 12 months”

Numerator b: Discussing Smoking
Cessation Medications: The number
of patients in the denominator who
responded to the survey and indicated
that their doctor or other health
provider recommended or discussed
medications to assist with quitting
smoking during the measurement
year.

Patient choices must be as follows to
be included in the numerator:

be included in the denominator:

Q: Do you now smoke cigarettes
every day, some days, or not at all?
A:“Every day” or “Some days” must
be chosen from the options of “Every

day”, “Some days”, “Not at all” or
“Don’t know”.

Q: In the last 12 months, on how
many visits were you advised to quit
smoking by a doctor or other health
professional?

A: A: “1 visit” or “2-4 visits” or “5-9
visits” or “10 or more visits” must be
chosen from the options of “None” or
“1 visit” or “2-4 visits” or “5-9 visits”
or “10 or more visits”
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:

PHASE 3 CYCLE 1

PREVENTION, IMMUNIZATION AND SCREENING -TOBACCO USE

MEASURE

IP OWNER

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

Q: On how many visits was
medication recommended or
discussed to assist you with quitting
smoking (for example: nicotine gum,
patch, nasal spray, inhaler,
prescription medicine)?

A:“1 visit” or “2-4 visits” or “5-9
visits” or “10 or more visits” must be
chosen from the options of “None” or
“1 visit” or “2-4 visits” or “5-9 visits”
or “10 or more visits”, or “I had no
visits in the last 12 months”

Numerator c: Discussing Smoking
Cessation Strategies: The number of
patients in the denominator who
responded to the survey and indicated
that their doctor or health care
provider recommended or discussed
methods and strategies other than
medication to assist with quitting
smoking during the measurement
year.

Patient choices must be as follows to
be included in the numerator:

Q: On how many visits did your
doctor or health provider discuss
methods and strategies (other than
medication) to assist you with quitting
smoking?

A:"1 visit” or “2-4 visits” or “5-9
visits” or “10 or more visits” must be
chosen from the options of “None” or
“1 visit” or “2-4 visits” or “5-9 visits”
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

PREVENTION, IMMUNIZATION AND SCREENING -TOBACCO USE

MEASURE IP OWNER NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
or “10 or more visits” or “I had no
visits in the last 12 months”
a.Tobacco Use |AMA-PCPI?3 | Patients who were queried about All patients > 18 years of age at the None. Electronic
Assessment tobacco use one or more times beginning of the two-year health record
measurement period system
(EHRS), paper
Patient Selection: medical
CPT codes for patient visits: 99201- record,
99205, 99212-99215, 99241-99245, prospective
99354-99355, 99385-99387, 99395- flow sheet
99397, 99401-99404
And
Patient’s age is > 18 years
b. Tobacco AMA-PCPI23 | Patients identified as tobacco users All patients > 18 years of age None Electronic
Cessation who received cessation intervention identified as tobacco users at the health record
. beginning of the two-year system
Intervention Cessation intervention may include measurement period (EHRS), paper
smoking cessation counseling (e.g., medical
advise to quit, referral for counseling) | Patient Selection: record,
and/or pharmacologic therapy [CPT codes for patient visits: 99201- prospective
99205, 99212-99215, 99241-99245, flow sheet

99354-99355, 99385-99387, 99395-
99397, 99401-99404]
And
[ICD-9-CM codes for tobacco user:
305.1
Or
Individual medical record review
must be completed to identify those
patients who are tobacco users]
And
Patient’s age is > 18 years
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

PREVENTION, IMMUNIZATION AND SCREENING - GENERAL PREVENTION

MEASURE IP OWNER | NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
Physical NCQA2* | Survey Questions: Denominator a- Discussing None. Patient survey
Activity In . Ini‘ile IZSt 12;“;) n:is;cllr:d ilt(;xu tralkid T gﬁi:ﬁigz?z;ty;tients 65 years and There are very few people

Older Adults with a doctor or other health provice p y for whom exercise and

a. Discussing
Physical
Activity

b. Advising
Physical
activity

about your level of exercise or physical
activity? For example, a doctor or
other health provider may ask if you
exercise regularly or take part in
physical exercise.
Yes, Go to next Question

[INo, Go to next Question

J I had no visits in the last 12
months, Go to Question X

In the last 12 months, did a doctor or
other health provider advise you to
start, increase or maintain your level of
exercise or physical activity? For
example, in order to improve your
health, your doctor or other health
provider may advise you to start
taking the stairs, increase walking
from 10 to 20 minutes every day or to
maintain your current exercise
program.: Yes / No

Numerator a- Discussing physical
activity:

The number of patients in the denominator
who responded “yes” to the question, “In
the last 12 months, did you talk with a
doctor or other health provider about your
level of exercise or physical activity? For
example, a doctor or other health provider
may ask if you exercise regularly or take

older as of December 31t of the
measurement year who responded
“yes” or “no” to the question “In the
last 12 months, did you talk with a
doctor or other health provider
about your level of exercise or
physical activity? For example, a
doctor or other health provider may
ask if you exercise regularly or take
part in physical exercise.”

Denominator b- Advising Physical
activity:

The number of patients 65 years and
older as of December 31t of the
measurement year who responded
“yes” or “no” to the question, “In
the last 12 months, did a doctor or
other health provider advise you to
start, increase or maintain your level
of exercise or physical activity? For
example, in order to improve your
health, your doctor or other health
provider may advise you to start
taking the stairs, increase walking
from 10 to 20 minutes every day or
to maintain your current exercise
program.”.

physical activity are
contraindicated (for
example, people with
symptomatic aortic stenosis
may be advised against
strenuous physical activity?’;
aortic stenosis affects about
3 percent to 5 percent of the
elderly over 75, only half
are symptomatic.

The National Center for
Physical Activity and
Disability also recommends
that people with disabilities
exercise, since they are less
active, and has developed a
guide (NCPAD, 2004)
iiadvising disabled people
to talk to a doctor before
starting an exercise
program and to discuss any
possible effects of
medications on exercising.
Therefore this measure is
also relevant to patients
with disabilities.

Exclusions may be
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

PREVENTION, IMMUNIZATION AND SCREENING - GENERAL PREVENTION

MEASURE I[P OWNER | NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
part in physical exercise.” considered in provider
level settings who care
Numeratorb- Advising physical activity: exclusively for patients
The number of patients in the with severe limitations in
denominator who responded “yes” to the activities of daily living. It
question, “In the last 12 months, did a is expected that only a very
doctor or other health provider advise you small percentage of
to start, increase or maintain your level of community-dwelling
exercise or physical activity? For example, respondents for whom
in order to improve your health, your questions on exercise and
doctor or other health provider may advise physical activity may
you to start taking the stairs, increase potentially be less relevant,
walking from 10 to 20 minutes every day due to serious limitations
or to maintain your current exercise and difficulty in being able
program.” to conduct activities of
daily living (e.g., bathing,
dressing, eating, getting in
and out of chairs, walking,
using the toilet) or other
severe disabilities. National
statisticsi suggest that the
majority of the elderly (83
percent) have no
limitations, and only 6
percent indicate they need
help with activities of daily
living.
Urinary NCQAZ24 | Numerator a - Discussing Urinary Denominator a - Discussing Exclusions: Patients who Patient survey
Incontinence- Incontinence: Urinary Incontinence: did not have a doctor’s visit
Management The number of patients in denominator 1 | The number of patients 65 years and | in the last year or who
) who indicated they discussed their urine older who responded to the survey | reported they did not have
in Older leakage problem with their current indicating they had a urine leakage | a problem with UI, are
Adults excluded.

provider.

Patient choices must be as follows to be

problem in the last 6 months.

Patient choices must be as follows to
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

PREVENTION, IMMUNIZATION AND SCREENING - GENERAL PREVENTION

MEASURE I[P OWNER | NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
a. Discussing included in the numerator: be included in the numerator:

Urinary Q: “In the last six months, have you talked | Q: “Many people experience

Incontinence with your current doctor or other health problems with urinary incontinence,

b. Receiving
Urinary
Incontinence
Treatment

care provider about your urine leakage
problem?”

A: “Yes” must be chosen from the options
of: “Yes” or “No” or “I did not see a doctor
or health provider in the last six months”.

Numerator b-Receiving Urinary
Incontinence Treatment:

The number of patients in denominator 2
who indicated they received treatment for
their current urine leakage problem.

Member choices must be as follows to be
included in the numerator:

Q: “There are many ways to treat urinary
incontinence including bladder training,
exercises, medication and surgery. Have
you received these or any other treatments
for your current urine leakage problem?”
A:“Yes” must be chosen from the options
of: “Yes” or “No”

the leakage of urine. In the last six
months, have you accidentally
leaked urine?”

A: “Yes” must be chosen from the
options of: “Yes” or “No”

Q: “How much of a problem, if any,
was the urine leakage for you?”
A:“A big problem” or “A small
problem” must be chosen from the
options of: “A big problem” or “A
small problem” or Not a problem”.

Denominator b- Receiving Urinary
Incontinence Treatment:

The number of patients 65 years and
older who responded to the survey
indicating they had a urine leakage
problem in the last 6 months and
discussed their urine leakage
problem with their current provider.

Member choices must be as follows
to be included in the numerator:

Q: “Many people experience
problems with urinary incontinence,
the leakage of urine. In the last six
months, have you accidentally
leaked urine?”

A: “Yes” must be chosen from the
options of: “Yes” or “No”

Q: “How much of a problem, if any,
was the urine leakage for you?”
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

PREVENTION, IMMUNIZATION AND SCREENING - GENERAL PREVENTION

MEASURE

IP OWNER

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

A:“A big problem” or “A small
problem” must be chosen from the
options of: “A big problem” or “A
small problem” or Not a problem”.
Q: “In the last six months, have you
talked with your doctor or other
health provider about your current
urine leakage problem?”

A: “Yes” must be chosen from the
options of: “Yes” or “No” or “I did
not see a doctor or health provider
in the last six months”.

PREVENTION, IMMUNIZATION AND SCREENING - SCREENING

MEASURE

IP OWNER

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

Breast Cancer
Screening

NCQA24

Electronic Collection:

Numerator- One or more mammograms
during the measurement year or the year
prior to the measurement year. (CPT
Codes: 76083, 76090-76092; ICD-9-CM
Codes 87.36, 87.37; V-Codes: V76.11,
V76.12; UB-92 Codes; 0401, 0403)

Medical Record Collection

Numerator- One or more mammograms
during the measurement year or the year
prior to the measurement year.
Documentation in the medical record must
include both of the following:

Electronic collection:
Denominator- Women 52-69 years
as of December 31 of the
measurement year.

Note: Given the measurement look
back period, women 50-69 will be
captured in this measure.

Medical Record Collection: Women
52-69 years as of December 31 of the
measurement year.

Note: Given the measurement look
back period, women 50-69 will be
captured in this measure.

The denominator (patients for

Exclusions:

Exclude women who had a
bilateral mastectomy and
for whom administrative
data does not indicate that
a mammogram was
performed. Look for
evidence of bilateral
mastectomy as far back as
possible in the patient’s
history, through either
administrative data or
medical record review
(exclusionary evidence in
the medical record must

Electronic data
(i.e., claims or
encounter data
for visits,
diagnoses and
procedures) or
medical record
review

r
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SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

PREVENTION, IMMUNIZATION AND SCREENING - SCREENING

MEASURE

IP OWNER

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

a note indicating the date the mammogram
was performed, and

the result or finding.

Electronic Health Record (EHR) users may
opt to use record based methodology or
the electronic data collection methodology
described above. EHR users may opt to
follow the medical record specifications
but produce data on 100% of their
denominator population instead of a
sample.

inclusion): A sample should be
determined using the most accurate
data available in the settings in
which the measure will be
implemented. The measure
developer recommends that in most
settings office visit claims (see list of
codes) or other codified encounter
data should be used to identify
patients who have had at least one
office visit in the prior (12) months
from which a purposeful sample
(random, consecutive retrospective
or prospective from a specific date)
can then be chosen for the
denominator. In other uses of the
measure, insurer level claims
(pooled or single insurer) data can

be used to identify the denominator.

include a note indicating a
bilateral mastectomy.) If
there is evidence of two
separate mastectomies, this
patient may be excluded
from the measure. The
bilateral mastectomy must
have occurred by
December 31¢t of the
measurement year. Codes
to identify exclusions for
breast cancer screening:
(For Bilateral: ICD-9-CM
Codes: 85.42, 85.44, 85.46,
85.48; CPT Codes: 19180.50
or 19180 w/modifier
09950*, 19200.50 or 19200
w/modifier code 09950%,
19220.50 or 19220
w/modifier 09950%,
19240.50 or 19240 w/
modifier 09950*.) (For
Unilateral codes (need 2
separate occurrences on 2
different dates of service):
ICD-9-CM Codes: 8541,
85.43, 85.45, 85.47; CPT
Codes 19180, 19200, 19220,
19240)

*50 and 09950 modifier
codes indicate the
procedure was bilateral
and performed during the
same operative session.
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PREVENTION, IMMUNIZATION AND SCREENING - SCREENING

MEASURE IP OWNER | NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
Cervical NCQA24 | Electronic Collection: Electronic Collection: Women who had a Electronic data
Cancer Numerator- One or more Pap tests during Denominator- Women 21-64 years hysterectomy and who (i.e., claims or
Screening the measurement year or the two years of age during the measurement year have no residual cervix and |encounter data

prior to the measurement year. A woman
had a Pap test if a submitted
claim/encounter contains any one of the
following codes:

CPT (88141-88145, 88147, 88148, 88150,
88152-88155, 88164-88167, 88174-88175)
LOINC (10524-7, 18500-9, 19762-4, 19764-0,
19765-7, 19766-5, 19774-9, 33717-0) ICD-9-
CM (91.46) V Codes: V72.32, V76.2 ) UB-92
(0923)

Medical Record Collection

Numerator- One or more Pap tests during
the measurement year or the two years
prior to the measurement year.

Documentation in the medical record must
include both of the following: -
e anote indicating the date the test
was performed, and

e the result or finding.

Note: Given the measurement look
back period, women 18-64 will be
captured in this measure.

Medical Record Collection:

Denominator- A systematic sample
of women 21-64 years during the
measurement year.

Note: Given the measurement look
back period, women 18-64 will be
captured in this measure.

Electronic Health Record (EHR)
users may opt to use this
methodology or the electronic data
collection methodology described
above. EHR users may opt to follow
the medical record specifications
below but produce data on 100% of
their denominator population
instead of a sample.

The denominator (patients for
inclusion): A sample should be
determined using the most accurate
data available in the settings in
which the measure will be
implemented. The measure

for whom the data do not
indicate that a Pap test was
performed. Look for
evidence of a hysterectomy
as far back as possible in
the patient’s history,
through either
administrative data or
medical record review
(exclusionary evidence in
the medical record must
include a note indicating a
hysterectomy with no
residual cervix.
Documentation of
“complete hysterectomy”,
“total hysterectomy”, “total
abdominal hysterectomy”,
or “radical hysterectomy”
meets the criteria for
hysterectomy with no
residual cervix.
Documentation of
“hysterectomy” alone does
not meet the criteria
because it does not indicate
the cervix has been
removed.) The
hysterectomy must have
occurred by December 31
of the measurement year.
Use any of the following
codes or descriptions of

for visits,
diagnoses
laboratory and
procedures) or
medical record
review
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PREVENTION, IMMUNIZATION AND SCREENING - SCREENING

MEASURE I[P OWNER | NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
developer recommends that in most | codes in the medical
settings office visit claims (see list of | record, listed below to
codes) or other codified encounter identify allowable
data should be used to identify exclusions:
patients who have had at least one Surgical codes for
office visit in the prior (12) months hysterectomy
from which a purposeful sample CPT (51925, 56308, 58150,
(random, consecutive retrospective 58152, 58200, 58210, 58240,
or prospective from a specific date) | 58260, 58262, 58263, 58267,
can then be chosen for the 58270, 58275, 58280, 58285,
denominator. In other uses of the 58290-58294, 58550, 58551,
measure, insurer level claims 58552-58554, 58951, 58953-
(pooled or single insurer) data can 58954, 58956, 59135)
be used to identify the denominator. | ICD-9-CM (68.4-68.8, 618.5)
V codes: (V67.01, V76.47)
Ch]amydia INCQAZ24 | Electronic Collection: Electronic Collection Exclusions: Electronic data
Screening in Numerator- At least one Chlamydia test Denominator- Women 16-25 years of | Patients should be (i.e., claims or
Women during the measurement year as age (reported in stratifications of 16- | excluded who had a encounter data
documented through administrative data. | 20, 21-25 and overall) as of pregnancy test during the |for visits,
A woman is considered as having a testif | December 31 of the measurement measurement year diagnoses
she had a claim/encounter with a service | year who are sexually active. Two followed within seven days (laboratory

date during the measurement year with
one or more of the following codes to
identify Chlamydia screening;:

CPT: (87110, 87270, 87320, 87490, 87491,
87492, 87810)

LOINC : Chlamydia trachomatis tests: (4993-
2, 6349-5, 6354-5, 6355-2, 6356-0, 6357-8,
14470-9, 14471-7, 14463-4, 14464-2, 14467-5,
14474-1, 14509-4, 14510-2, 14513-6, 16600-9,
16601-7, 16602-5, 20993-2, 21189-6, 21190-4,
21191-2, 21192-0, 21613-5, 23838-6, 31771-9,
31772-7, 31775-0, 31777-6)

LOINC : Chlamydia species tests: (557-9, 560-

methods are provided to identify
sexually active women: pharmacy
data and claims/encounter data.
Use both methods to identify the
eligible population, although a
patient must appear in only one
method to be eligible for the
measure.

e Pharmacy data: Patients
dispensed prescription
contraceptives (oral
contraceptives, IUD,
diaphragm or other
prescribed contraceptive)
during the measurement

(inclusive) by either a
prescription for Accutane
(isotretinion) or an x-ray.
This exclusion does not
apply to patients who
qualify for the denominator
based on services other
than the pregnancy test
alone. The following codes
and descriptions of codes
are provided to identify
these services:

Pregnancy test

CPT (81025, 84702, 84703)
LOINC (2106-3, 2107-1,

pharmacy and
procedures) or
medical record
review
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3, 561-1, 6343-8, 6345-3, 6346-1, 6347-9,
16593-6, 31765-1, 32001-0, 32003-6, 32004-4,
32671-0, 32774-2, 34708-8, 35713-7, 35714-5,
35715-2, 35716-0, 35717-8, 35722-8, 35726-9,
35727-7, 35728-5, 35729-3, 35730-1)

LOINC : Chlamydia tracomatis and Neiserria
gonorrhoeae tests: (36902-5, 36903-3)

Medical Record Collection:

Electronic Health Record (EHR) users may
opt to use this methodology or the
electronic data collection methodology
described above. EHR users who have
information on drugs prescribed and not
dispensed may opt to follow the medical
record specifications below but produce
data on 100% of their denominator
population instead of a sample.

Numerator- Documentation in the medical
record of at least one Chlamydia test
during the measurement year. A woman
is considered as having a test if there is
documentation of a Chlamydia trachomatis
or species test with a service date during the
measurement year.

Documentation in the medical record must
include both of the following:

e anote indicating the date
chlamydia test was performed,
and

e the result or finding

year.
¢ Claims/encounter data:
Patients who had at least
one encounter during the
measurement year with any
of the diagnosis or
procedure codes listed
below:
CPT Codes: (11975-11977, 57022,
57170, 58300, 58301, 58600, 58605,
58611, 58615, 58970, 58974, 58976,
59000, 59001, 59012, 59015, 59020,
59025, 59030, 59050, 59051, 59070,
59072, 59074, 59076, 59100, 59120,
59121, 59130, 59135, 59136, 59140,
59150, 59151, 59160, 59200, 59300,
59320, 59325, 59350, 59400, 59409,
59410, 59412, 59414, 59425, 59426,
59430, 59510, 59514, 59515, 59525,
59610, 59612, 59614, 59618, 59620,
59622, 59812, 59820, 59821, 59830,
59840, 59841, 59850-59852, 59855-
59857, 59866, 59870, 59871, 59897,
59898, 59899, 76801, 76802, 76805,
76810-76812, 76815-76821, 76825-
76828, 76941, 76945-76946, 80055,
81025, 82105, 82106, 82143, 82731,
83632, 83661-83664, 84702-84703,
86592-86593, 86631-86632, 87110,
87164, 87166, 87270, 87320, 87490-
87492, 87590-87592, 87620-87622,
87800, 87801, 87810, 87850, 88141-
88145, 88147, 88148, 88150, 88152-
88155, 88164-88167, 88174-88175,
88235, 88267, 88269)
LOINC Codes: Pregnancy tests: 2106-

2110-5, 2111-3, 2112-1,
2113-9, 2114-7, 2115-4,
2118-8, 2119-6, 19080-1,
19180-9, 20415-6, 20994-0,
21198-7, 25372-4, 25373-2,
34670-0)

UB-92 (0925)

AND ONE OF THE
FOLLOWING

Diagnostic Radiology: CPT
(70010-76499); UB-92 (032X)
OR Prescription for
Accutane (isotretinion)
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3,2107-1, 2110-5, 2111-3, 2112-1,
2113-9, 2114-7, 2115-4, 2118-8, 2119-
6, 19080-1, 19180-9, 20415-6, 20994-0,
21198-7, 25372-4, 25373-2, 34670-0
Alpha-fetoprotein tests: 1832-5, 1834-1,
15019-3, 19171-8, 19176-7, 19177-5,
31993-9

Fibrinonectin tests: 20403-2, 20404-0
Syphilis tests: 660-1, 5291-0, 5292-8,
5392-6, 5393-4, 5394-2, 6561-5, 6562-
3, 8041-6,11084-1, 11597-2, 17723-8,
17724-6,17725-3, 17726-1, 177279,
17728-7,17729-5, 20507-0, 20508-8,
22461-8, 22462-6, 22587-0, 225904,
22592-0, 22594-6, 24110-9, 24312-1,
26009-1, 31147-2, 34382-2

Chlamydia trachomatis tests: 4993-2,
6349-5, 6354-5, 6355-2, 6356-0, 6357-
8, 14470-9, 14471-7, 14463-4, 14464-2,
14467-5, 14474-1, 14509-4, 14510-2,
14513-6, 16600-9, 16601-7, 16602-5,
20993-2, 21189-6, 21190-4, 21191-2,
21192-0, 21613-5, 23838-6, 31771-9,
31772-7,31775-0, 31777-6

Chlamydia species tests: 557-9, 560-3,
561-1, 6343-8, 6345-3, 6346-1, 6347-9,
16593-6, 31765-1, 32001-0, 32003-6,
32004-4, 32671-0, 32774-2, 34708-8,
35713-7, 35714-5, 35715-2, 35716-0,
35717-8, 35722-8, 35726-9, 35727-7,
35728-5, 35729-3, 35730-1

Neiserria gonorrhoeae tests: 688-2, 690-
8, 691-6, 692-4, 693-2, 698-1, 5028-6,
6487-3, 6488-1, 6489-9, 21414-8,
21415-5, 21416-3, 23908-7, 24111-7,
29311-8, 31905-3, 31906-1, 32198-4,
32199-2, 32705-6

Chlamydia trachmatis and Neiserria
gonorrhoeae tests: 36902-5, 36903-3
HPV tests: 6510-2, 6511-0, 6514-4,
6516-9, 7975-6, 10705-2, 11083-3,
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11481-9, 12222-6, 12223-4, 14499-8,
14500-3, 14502-9, 14503-7, 14504-5,
14506-0, 16280-0, 17398-9, 17399-7,
17400-3, 17401-1, 17402-9, 17403-7,
17404-5, 17405-2, 17406-0, 17407-8,
17408-6, 17409-4, 17410-2, 17411-0,
17412-8, 21440-3, 21441-1, 30167-1,
38372-9

Pap tests: 10524-7, 18500-9, 19762-4,
19764-0, 19765-7, 19766-5, 19774-9,
33717-0

Ammniotic fluid cytogenetics tests:
33773-3, 34493-7, 34656-9, 34718-7,
35457-1

Obstetric panel: 24364-2

ICD-9 Codes: 042, 054.10, 054.11,
054.12, 054.19, 078.1, 078.88, 079.4,
079.51-079.53, 079.88, 079.98, 091.0-
098.0, 098.10, 098.11, 098.15-098.19,
098.2, 098.30, 098.31, 098.35-098.39,
098.4-099.9, 131.00, 614-616, 622.3,
623.4, 626.7, 628, 630-677, 795.0

V Codes: V01.6, V02.7, V02.8, V08,
V22-V28,V45.5, V61.5,
V72.3,V72.4,V74.5,V73.88, V73.98,
V76.2

UB92 Revenue Codes: 923, 925
Medical Record Collection:

Electronic Health Record (EHR)
users may opt to use this
methodology or the electronic data
collection methodology described
above. EHR users who have
information on drugs prescribed
and not dispensed may opt to follow
the medical record specifications
below but produce data on 100% of
their denominator population
instead of a sample.
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Denominator- A systematic sample
of women 16-25 years of age
(reported in stratifications of 16-20,
21-25 and overall) as of December 31
of the measurement year who are
sexually active. Two methods are
provided to identify sexually active
women: prescriptions and
diagnoses. Use both methods to
identify the eligible population,
although a patient must appear in
only one method to be eligible for
the measure.

e Prescriptions: Documentation of
patients prescribed
contraceptives (oral
contraceptives, IUD, diaphragm
or other prescribed
contraceptive) during the
measurement year.

e Diagnoses: Documentation of
patients who had at least one
encounter during the
measurement year with any of
the diagnoses or procedures
listed below:

e Pregnancy tests, Alpha-
fetoprotein tests, Fibrinonectin
tests, Syphilis tests, Chlamydia
trachomatis test, Chlamydia
species tests, Neiserria
gonorrhoeae tests, Chlamydia
trachomatis and Neiserria
gonorrhoeae tests, HPV tests,
Pap testsAmniotic fluid
cytogenetics tests,Obstetric
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panel

The denominator (patients for
inclusion): A sample should be
determined using the most accurate
data available in the settings in
which the measure will be
implemented. The measure
developer recommends that in most
settings office visit claims (see list of
codes) or other codified encounter
data should be used to identify
patients who have had at least one
office visit in the prior (12) months
from which a purposeful sample
(random, consecutive retrospective
or prospective from a specific date)
can then be chosen for the
denominator. In other uses of the
measure, insurer level claims
(pooled or single insurer) data can
be used to identify the denominator.

Colorectal
Cancer
Screening

NCQA24

Electronic Collection:
Numerator- One or more screenings for
colorectal cancer. Appropriate screenings
are defined by any one of the four criteria
below:
e fecal occult blood test (FOBT)
during the measurement year
o flexible sigmoidoscopy during the
measurement year or the four
years prior to the measurement
year
e double contrast barium enema
(DCBE) during the measurement

Administrative Data:
Denominator- Patients 51-80 years

of age during the measurement year.

Note: Given the measurement look
back period, adults 50-80 will be
captured in this measure.

Medical Record Data

Electronic Health Record (EHR)
users may opt to use this
methodology or the electronic data
collection methodology described
above. EHR users may opt to follow
the medical record specifications

Exclusions:

Patients with a diagnosis of
colorectal cancer or total
colectomy. Look for
evidence of colorectal
cancer or total colectomy as
far back as possible in the
patient’s history, through
either administrative data
or medical record review.
Exclusionary evidence in
the medical record must
include a note indicating a
diagnosis of colorectal

Electronic data
(i.e., claims or
encounter data
for visits,
diagnoses
laboratory and
procedures) or
medical record
review
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year or the four years prior to the
measurement year.

colonoscopy during the
measurement year or the nine
years prior to the measurement
year.

A patient had an appropriate screening if a
submitted claim/encounter contains any
one of the following codes:

Fecal occult blood test (FOBT) CPT
codes (82270,82274); LOINC (2335-
8, 12503-9, 12504-7, 14563-1, 14564-
9, 14565-6, 27396-1, 27401-9, 27925-
7,27926-5, 29771-3)

Flexible sigmoidoscopy CPT codes
(45330, 45331, 45332, 45333, 45334,
45335, 45337, 45338, 45339, 45340,
45341, 45342, 45345)

ICD-9-CM (45.24, 45.42)

Double contrast barium enema
(DCBE) CPT codes (74280)
Colonoscopy CPT codes (44388,
44389, 44390, 44391, 44392, 44393,
44394, 44397, 45355, 45378, 45379,
45380, 45381, 45382, 45383, 45384,
45385, 45386, 45387, 45391, 45392)
ICD-9-CM (45.22, 45.23, 45.25,
45.43,V76.51)

Medical Record Collection:

Electronic Health Record (EHR) users may
opt to use this methodology or the
electronic data collection methodology
described above. EHR users may opt to

below but produce data on 100% of
their denominator population
instead of a sample.

Denominator- A systematic sample
of patients 51-80 years of age during
the measurement year (Note: Given
the measurement look back period,
adults 50-80 will be captured in this
measure.)

cancer or total colectomy,
which must have occurred
by December 31 of the
measurement year. Use the
following codes or
descriptions of the codes to
identify allowable
exclusions:

Malignant neoplasm of
colon and other specified
sites of colon and large
intestine ICD-9-CM codes
(153.X, 154.0, 154.1, 197.5,
V10.05)

Total colectomy CPT codes
(44150-44153, 44155-44156,
44210-44212) ICD-9-CM
codes (45.8)
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follow the medical record specifications
below but produce data on 100% of their
denominator population instead of a
sample.

Numerator- One or more screenings for
colorectal cancer. Appropriate screenings
are defined by any one of the four criteria
below:
e fecal occult blood test (FOBT; both
guaiac and immunochemical
FOBT is acceptable) during the
measurement year
o flexible sigmoidoscopy during the
measurement year or the four
years prior to the measurement
year
e double contrast barium enema
(DCBE) during the measurement
year or the four years prior to the
measurement year. Air contrast
enema is a clinical synonym.
¢ colonoscopy during the
measurement year or the nine
years prior to the measurement
year.

Documentation in the medical record must
include both of the following:

e anote indicating the date the
colorectal cancer screening was
performed, and

e for a notation in the progress
notes, the result or finding (this
ensures the screening was
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performed and not merely
ordered).

For a notation in the medical history, a
result is not required. Documentation in
the medical history pertains to screenings
that occurred in the past and it is assumed
that the result was negative (a positive
result would have been noted as such). A
notation in the medical history must
include a date reference that meets the
timeline outlined in the specifications.

Fall Risk
Management
in Older
Adults

NCQA?24

Numerator a- Discussing Fall Risk:

The number of patients in the denominator
a who responded “yes” to the question, “A
fall is when your body goes to the ground
without being pushed. In the past 12
months, did your doctor or other health
provider talk with you about falling or
problems with balance or walking?”--Q1

Numerator b- Managing Fall Risk:

The number of patients in the
denominatorb who responded “yes” to the
question, “Has your doctor or other health
provider done these or anything else to
help prevent falls or treat problems with
balance or walking? ”

Some examples of things they might do
include:
e Suggest that you use a cane or
walker
e  Check your blood pressure lying

Denominator a- Discussing Fall
Risk:

All patients 75 years and older as of
December 31 of the measurement
year, AND patients 65 years to 74
years as of December 31 of the
measurement year who responded
“yes” to either of the questions,
“Did you fall in the past 12
months?” - - Q2 OR “yes” to the
question, “In the past 12 months,
have you had problems with
balance or walking?” - - Q3 and
who indicated they were seen by a
provider during the measurement
year.

Denominator b- Managing Fall
Risk:

Patients 65 years and older as of
December 31 of the measurement
year who responded “yes” to either
of the questions, “Did you fall in the
past 12 months?” - - Q2 OR “yes” to

None

Patient survey.
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or standing the question, “In the past 12 months,
e Suggest that you do an exercise or | have you had problems with
physical therapy program balance or walking?” - - Q3 and who
e Suggest a vision or hearing testing | indicated they were seen by a
provider during the measurement
year.
Osteoporosis NCQA24 Numerator: The number of patients in the | Denominator: Women 65 and older | None Patient survey.
Testing in denominator who responded “yes” to the | as of December 31 of the
Older Women question, “Have you ever had a bone measurement year who answered
density test to check for osteoporosis, “yes” or “no” to the question, “Have
sometimes thought of as “brittle bones”? you ever had a bone density test to
This test may have been done to your back, | check for osteoporosis, sometimes
hip, wrist, heel, or finger.” thought of as “brittle bones”? This
test may have been done to your
back, hip, wrist, heel, or finger.”
PREVENTION, IMMUNIZATION AND SCREENING - IMMUNIZATION
MEASURE I[P OWNER | NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
Childhood NCQA>* | plectronic Collection: Electronic collection Exclusions: Children who
Immunization Numerator- For all antigens, count any of | Denominator- Children who turn had a contraindication for a
Status the following: two years of age during the specific vaccine should be

e  evidence of the antigen, or
documented history of the illness, or a
seropositive test result.

For combination vaccinations that require

more than one antigen (i.e., DTaP and

MMR), find evidence of all of the antigens.

DTaP/DT: An initial DTaP vaccination
followed by at least three DTaP, DT or
individual diphtheria and tetanus shots,
on or before the child’s second birthday.
Any vaccination administered prior to 42
days after birth cannot be counted. (DTP
vaccinations are no longer manufactured;

measurement year.

Medical record collection
Denominator- A systematic sample
drawn from children who turn two
years of age during the
measurement year.

The denominator (patients for
inclusion): A sample should be
determined using the most accurate
data available in the settings in
which the measure will be
implemented. The measure

excluded from the
denominator for all antigen
rates and the combination
rates. The denominator for
all rates must be the same.
In excluding
contraindicated children,
this may only be done for
those children where the
administrative data does
not indicate that the
contraindicated
immunization was
rendered. The exclusion
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however, notations of DTP in medical developer recommends that in most | must have occurred by the
records count toward the numerator.) In settings office visit claims (see list of | patient’s 2nd birthday.

states where the law allows an exception to
a child who receives a pertussis
vaccination, the child is compliant if he or
she has four diphtheria and four tetanus
vaccinations.

IPV: At least three polio vaccinations (IPV)
with different dates of service on or before
the child’s second birthday. IPV
administered prior to 42 days after birth
cannot be counted.

MMR: At least one measles, mumps and
rubella (MMR) vaccination, with a date of
service falling on or between the child’s
second birthday.

HiB: Three H influenza type B (HiB)
vaccinations, with different dates of service
on or before the child’s second birthday.
HiB administered prior to 42 days after
birth cannot be counted.

Note: Because use of one particular type of
HiB vaccine requires only three doses, the
measure requires meeting the minimum
possible standard of three doses, rather
than the recommended four doses.

Hepatitis B: Three hepatitis B vaccinations,
with different dates of service on or before
the child’s second birthday.

VZV: At least one chicken pox vaccination
(VZV), with a date of service falling on or
between the child’s first and second

codes) or other codified encounter
data should be used to identify
patients who have had at least one
office visit in the prior (12) months
from which a purposeful sample
(random, consecutive retrospective
or prospective from a specific date)
can then be chosen for the
denominator. In other uses of the
measure, insurer level claims
(pooled or single insurer) data can

be used to identify the denominator.

Contraindications should
be looked for as far back as
possible in the patient’s
history. The following may
be used to identify
allowable exclusions:

Immunization: Any
particular vaccine,
Contraindication:
Anaphylactic reaction to
the vaccine or its
components ICD-9: 999.4
Immunization: DTaP
Contraindication:
Encephalopathy ICD-9:
323.5 (must include E948 .4
or E948.5 or E948.6 to
identify the vaccine)
Immunization: VZV and
MMR Contraindication:
Immunodeficiency,
including genetic
(congenital)
immunodeficiency
syndromes ICD-9: 279
Immunization: VZV and
MMR Contraindication:
HIV-infected or household
contact with HIV infection
ICD-9: Infection V08,
symptomatic 042
Immunization: VZV and
MMR
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birthdays. Contraindication: Cancer of

Pneumococcal conjugate: At least four
pneumococcal conjugate vaccinations on
or before the child’s second birthday.
Combination 2 (DtaP, IPV, MMR, HiB,
hepatitis B, VZV): Children who received
four DTaP/DT vaccinations; three IPV
vaccinations; one MMR vaccination; three
HiB vaccinations; three hepatitis B; and
one VZV vaccination.

Combination 3 (DtaP, IPV, MMR, HiB,
hepatitis B, VZV, pneumococcal
conjugate): Children who received all of
the antigens listed in Combination 2 and

four pneumococcal conjugate vaccinations.

DTaP: CPT (90698, 90700, 90701, 90720,
90721, 90723 ; ICD-9 (99.39)

Diphtheria and tetanus: CPT (90702)
Diphtheria: CPT (90719); ICD-9 (V02.4%,
032%, 99.36)

Tetanus : CPT (90703) ; ICD-9 (037*, 99.38)
Pertussis : ICD-9(033*, 99.37) ;

IPV : CPT (90698, 90713, 90723); ICD-9
(V12.02%, 045*, 99.41)

MMR : CPT (90707, 90710) ; ICD-9 (99.48)
Measles : CPT (90705, 90708) ; ICD-9 (055*,
99.45)

Mumps : CPT (90704, 90709) : ICD-9 (072%,
99.46)

Rubella : CPT (90706, 90708, 90709) ; ICD-9
(056*,99.47)

HiB : CPT (90645, 90646, 90647, 90648,
90698, 90720, 90721, 90748) ; ICD-9 (041.5%,
038.41*, 320.0%, 482.2*)

lymphoreticular or
histiocytic tissue 1CD-9:
200-202

Immunization: VZV and
MMR Contraindication:
Multiple myeloma ICD-9:
203

Immunization: VZV and
MMR

Contraindication:
Leukemia ICD-9:204-208
Immunization: IPV
Contraindication:
Anaphylactic reaction to
streptomycin, polymyxin B
or neomycin
Immunization: HiB
Contraindication: None
Immunization: Hepatitis B
Contraindication:
Anaphylactic reaction to
common baker’s yeast
Immunization: VZV and
MMR Contraindication:
Anaphylactic reaction to
neomycin

Immunization:
Pneumococcal conjugate
Contraindication: None

*MMWR January 16, 1998,
Volume 47(01): 8-12
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MEASURE

IP OWNER

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

Hepatitis B* : CPT (90723, 90740, 90744,
90747, 90748) ; ICD-9 (V02.61*, 070.2%,
070.3%)

VZV : CPT (90710, 90716) ; ICD-9 (052*,
053*)

Pneuomococcal conjugatge: CPT (90669);

*Indicates evidence of the disease. A
patient who has evidence of the disease
during the numerator event time is
compliant for the antigen.

** The 2-dose hepatitis B antigen
Recombivax is recommended for children
between the ages of 11 and 14 years of age
only.

Medical Record Collection:

Electronic Health Record (EHR) users may
opt to use this methodology or the
electronic data collection methodology
described above. EHR users may opt to
follow the medical record specifications
below but produce data on 100% of their
denominator population instead of a
sample.

Numerator- For all antigens, count any of
the following;:

e  evidence of the antigen or
combination vaccine, or

) documented history of the illness, or

e  aseropositive test result.
For combination vaccinations that require
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MEASURE

IP OWNER

NUMERATOR

DENOMINATOR

EXCLUSIONS

DATA SOURCE

more than one antigen (i.e., MMR), find
evidence of all of the antigens. For
immunization information obtained from
the medical record, count patients where
there is evidence that the antigen was
rendered from:
¢ anote indicating the name of the
specific antigen and the date of the
immunization, or
e acertificate of immunization prepared
by an authorized health care provider
or agency including the specific dates
and types of immunizations
administered.
For documented history of illness or a
seropositive test result, find a note
indicating the date of the event. The event
must have occurred by the patient’s
second birthday.

Notes in the medical record indicating
that the patient received the immunization
“at delivery” or “in the hospital” may be
counted toward the numerator. This
applies only to immunizations that do not
have minimum age restrictions (e.g., prior
to 42 days after birth). A note that the
“patient is up-to-date” with all
immunizations that does not list the dates
of all immunizations and the names of the
immunization agents does not constitute
sufficient evidence of immunization for
this measure.

Flu Shots for
Adults Ages
50-64

NCQA24

The number of patients in the denominator
who responded, “Yes” to the question
“Have you had a flu shot since September
LYYYY?

The number of patients 50-64 years
who responded “Yes” or “No” to
the question “Have you had a flu
shot since September 1, YYYY?”

No Exclusions listed

Patient survey.
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MEASURE IP OWNER | NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
Flu Shots for [NCQAZ24 Numerator: The number of patients in the | Denominator: The number of None Patient survey.
Older Adults denominator who responded “Yes” to the | patients 65 years or older who
question, “Have you had a flu shot since responded “Yes” or “No” to the
September 1, YYYY?” question, “Have you had a flu shot
since September 1, YYYY?”
Adult AMA Patients who received influenza All patients > 50 years of age at the Exclusions: In order to
Influenza PCPI23 vaccination from September through beginning of the one-year e Eggallergy (ICD-9-CM |obtain the
Immunization February of the year prior to the measurement period codes: 693.1, V15.03, required data
measurement period 995.68) elements for the
Patient Selection: e Adverse reaction to AMA / PCPI
ICD-9-CM codes for need vaccine: V04.81 CPT codes for patient visits: 99201- influenza vaccine measures,
Or 99205, 99212-99215, 99241-99245, (995.0 and E949.6, 995.1 |implementers
CPT procedure codes for adult influenza 99354-99355, 99386-99387, 99396- and E949.6, 995.2 and must utilize
vaccine: 90656, 90657, 90658, 90660 99397, 99401-99404, 90471-90474 E949.6) medical record
Or And e Other medical data (either
HCDCS code: G0008 Patient’s age is > 50 years at the reason(s) documented |EHRS, paper
Or beginning of the one-year by the practitioner for medical
Medical record includes documentation of | measurement period not receiving an records, or
patient report of having received the influenza vaccination  |prospective
vaccination Patient reason(s) (eg, flow sheets).
economic, social, religious)
Pneumo-coccal |RHI Numerator = Adults aged 65 to 67 years Denominator = Adults aged 65 to 67 | Inclusion criteria: Patients |This measure
vaccine who have not received a pneumococcal years old must be between 65 and 67 |uses data from
needed for all vaccine years old and eligible to one or more
receive services during the |health plans to
adults aged 65 Pneumococcal Vac Polyvalent past 2 years. Exclusion derive
years or older CPT criteria: None (Claims data |information at
90471 Immunization Admin does not currently include |the physician
90472 Immunization Admin, Each Add clinical information) level. Set of
90732 Pneumococcal Vaccine procedure
HCPCS: G0009 Admin Pneumococcal codes (e.g.,
Vaccine CPT, HCPCS)

for an influenza
vaccine. Only
the presence or

A-72




SPECIFICATIONS OF NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR AMBULATORY CARE:
PHASE 3 CYCLE 1

PREVENTION, IMMUNIZATION AND SCREENING - IMMUNIZATION

MEASURE I[P OWNER | NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
absence of the
relevant codes
is evaluated.
Administrative
medical
(inpatient and
outpatient) and
pharmacy
claims data.
Eligibility data
from health
plan. At least
two years of
historical claims
data are
requested.

Pneumonia INCQA24 Numerator- The number of patients in the | Denominator- The number of None given Patient survey

Vaccination denominator who responded “Yes” to the | patients 65 years and older as of

Status for question “Have you ever had a pneumonia | January 1 of the measurement year

shot? This shot is usually given only once | who responded, “Yes” or “No” to
Older Adults or twice in the person’s lifetime and is the questions “Have you ever had a
different from the flu shot. It is also called | pneumonia shot? This shot is
the pneumococcal vaccine.” usually given only once or twice in
the person’s lifetime and is different
from the flu shot. It is also called the
pneumococcal vaccine.”
Pneumonia CMS/ Patients who have ever received a All patients > 65 years of age in the | Exclusions: Paper medical
Vaccination NCQA2* | pneumococcal vaccination (CPT procedure | measurement year. e Previous anaphylactic |record,

code for adult pneumococcal vaccination:
90732) (HCDCS code: G0009)

reaction to the vaccine
or any of its
components

e Other medical
reason(s) documented
by the practitioner for

flowsheet,
electronic
health record
system.
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MEASURE IP OWNER | NUMERATOR DENOMINATOR EXCLUSIONS DATA SOURCE
not receiving a
pneumococcal

vaccination (ICD-9-
CM exclusion codes for
PC-8 Pneumonia
Vaccination: 995.0 and
E949.6, 995.1 and
E949.6, 995.2 and
E949.6
e Patient reason(s)
(eg, economic,
social, religious)

! Otto CM, Lind BK, Kitzman DW, et al for the Cardiovascular Health Study. Association of aortic valve sclerosis with cardiovascular mortality and morbidity in

the elderly. N Engl J Med. 1999;341:142-147
ii National Center of Physical Activity and Disability, General Exercise Guidelines, http:/ /www.ncpad.org/ Factshthtml/GenExGuide.htm

[viewed 9/26,/2005] (NCPAD, 2004).

' CDC, Functional Limitation by Sex, Race —1983-1996 [10-year age groups], National Health Interview Survey.
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