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Foreword

THE NATIONAL QUALITY FORUM

D
iabetes mellitus is one of this country’s most common and 
costly medical conditions. It affects an estimated 18.2 million

Americans, including a disproportionate number of persons who
belong to racial and ethnic minority populations. Diabetes remains the
nation’s leading cause of kidney failure, blindness, and amputation,
with direct and indirect costs of the disease estimated to be $132 billion
annually. The personal toll of this disease on patients and families is
incalculable.

Because of the urgent need for quality measurement and reporting
for this condition, the National Diabetes Quality Improvement
Alliance (the Alliance) disseminated a single, widely accepted set of
scientifically rigorous performance measures in 2002. These measures
formed the basis of the first set of condition-specific consensus standards
endorsed by the National Quality Forum (NQF) in 2002.

Both the Alliance and NQF are committed to reviewing and updating
measures on a regular basis so that the measures reflect the rapidly
changing nature of healthcare, new scientific information, evolving
clinical guidelines, and feedback from NQF Members and other
experts. Accordingly, in January 2005, the Alliance approved an updated
set of measures, which were subsequently submitted to NQF for con-
sideration under its Consensus Development Process. NQF evaluated
these measures and in 2005 endorsed an updated set of voluntary con-
sensus standards for diabetes. The measures are intended to promote
both public accountability and quality improvement.

We thank the Alliance for its commitment to the public vetting of
healthcare quality measures. We also thank NQF Members and the
Adult Diabetes Care Consensus Standards Maintenance Committee
for its stewardship of and participation in this project.

Kenneth W. Kizer, MD, MPH
Founding President and Chief Executive Officer
1999-2005
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Executive Summary

A
n estimated 18.2 million Americans—6.3 percent of the population—
have diabetes. It is the sixth leading cause of death for Americans

overall, with direct and indirect costs of the disease estimated to be
approximately $132 billion per year. It affects a disproportionate number
of racial and ethnic minority patients, contributing in disparately large
numbers to deaths and to serious complications, such as amputation
and end-stage renal disease. 

Because of the urgent need to measure and report on the quality of
care for this common condition, diabetes was one of the initial areas for
which widely accepted, scientifically rigorous performance measures
were developed. The National Diabetes Quality Improvement Alliance
(the Alliance) issued its first performance measure set for adult diabetes
care in 2002, and the National Quality Forum (NQF) endorsed these
measures as voluntary consensus standards soon thereafter.

The Alliance reviews and updates its measures periodically in
response to the rapidly changing nature of healthcare, emerging evi-
dence, evolving clinical guidelines, and feedback from NQF Members
and other experts. Subsequent to the Alliance update, NQF updated 
its set of voluntary consensus standards for adult diabetes care; this
report details the 2005 updates to the endorsed set. These consensus
standards comprise 9 public reporting measures, 26 quality improve-
ment-only measures, and 3 community-level measures. 

The criteria used to evaluate the diabetes measures are similar to
those used to identify other NQF-endorsedTM standards, including those
applied to the endorsed ambulatory care measures (i.e., importance,
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scientific acceptability, feasibility, and
usability). In addition to the Alliance 
measures, three measures developed by 
the Agency for Healthcare Research and
Quality were endorsed in this 2005 update.
The measures are intended to be used at
the ambulatory care provider and health
plan level.

The NQF diabetes work complements
our other project work to endorse consensus
standards for other aspects of outpatient
care, “Standardizing Measures of
Ambulatory Care.” Although both measure
sets address the same healthcare setting,
NQF considered the diabetes measures

under a separate process, because the 
diabetes set reflects an update of an existing
NQF-endorsed set. During the final phase
of the ambulatory care project (Phase 3),
the initial set of ambulatory care consensus
standards will be expanded and refined, 
at which point the diabetes measures will
merge with the other ambulatory care
measures for review and endorsement as 
a single set of ambulatory care consensus
standards. 

The following tables contain the 2005
national voluntary consensus standards for
adult diabetes care. 

VI NATIONAL QUALITY FORUM

National Voluntary Consensus Standards for Adult Diabetes Care: 2005 Update 
Public Reporting Measures, Ambulatory Provider and Health Plan Level

MEASURE (PER YEAR)

A1c Management

1. Percentage of patients with one or more A1c test(s)

2. Percentage of patients with most recent A1c level >9.0% (poor control)

Lipid Management

3. Percentage of patients with at least one LDL-C test

4. Percentage of patients with most recent LDL-C <130 mg/dl

5. Percentage of patients with most recent LDL-C <100 mg/dl

Urine Protein Screening

6. Percentage of patients with at least one test for microalbumin during the measurement year or who had evidence of medical attention for 

existing nephropathy (diagnosis of nephropathy or documentation of microalbuminuria or albuminuria)

Eye Examination

7. Percentage of patients who received a dilated eye exam or seven standard field stereoscopic photos with interpretation by an ophthalmologist 

or optometrist or imaging validated to match diagnosis from these photos during the reporting year or during the prior year if patient is at low

risk for retinopathy

Foot Examination

8. Percentage of eligible patients receiving at least one foot exam, defined in any manner

Blood Pressure Management

9. Percentage of patients with most recent blood pressure <140/80 mm Hg
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National Voluntary Consensus Standards for Adult Diabetes Care: 2005 Update 
Internal Quality Improvement Measures, Ambulatory Provider and Health Plan Level*

MEASURE (PER YEAR)

A1c Management  

10. Number of tests received, per patient

11. Trend of A1c values, per patient

12. Percentage of patients receiving one or more A1c test(s), per patient population

13. Distribution of number of tests done (0, 1, 2, 3 or more), per patient population

14. Distribution of most recent A1c value by range: ≤6.0, 6.1-7.0, 7.1-8.0, 8.1-9.0, 9.1-10.0, >10.0, undocumented, per patient population

Lipid Management

15. Trend of values for each test, per patient

16. Patient whose most recent LDL-C is <130 mg/dl or who is receiving a statin or other lipid-lowering therapy, per patient

17. Patient whose most recent LDL-C is <100 mg/dl or who is receiving a statin or other lipid-lowering therapy, per patient

18. Percentage of patients receiving at least one lipid profile (or ALL component tests), per patient population

19. Percentage of patients whose most recent LDL-C is <130 mg/dl or who are receiving a statin or other lipid-lowering therapy, per patient 

population

20. Percentage of patients whose most recent LDL-C is <100 mg/dl or who are receiving a statin or other lipid-lowering therapy, per patient 

population

21. Distribution of most recent test values by range, per patient population:

Total cholesterol: ≥240, 200-239, <200, undocumented

LDL-C: ≥160, 130-159, 100-129, <100, undocumented

If non-HDL cholesterol is reported, record the test values in the following ranges: ≥190, 160-189, 130-159, <130, undocumented 

HDL-C: <40, 40-49, 50-59, ≥60, undocumented

Triglycerides: ≥400, 200-399, <200, 150-199, <150, undocumented

Urine Protein Screening

22. Any test for microalbuminuria received, per patient

23. If no urinalysis OR urinalysis with negative or trace urine protein, a test for microalbumin was received, per patient

24. Percentage of patients who received any test for microalbuminuria, per patient population

25. Percentage of patients with no urinalysis OR urinalysis with negative or trace urine protein, who received a test for microalbumin, per patient

population

Eye Examination

26. Dilated retinal eye exam performed by an ophthalmologist or optometrist, per patient

27. Seven standard field stereoscopic photos with interpretation performed by an ophthalmologist or optometrist or imaging validated to match

diagnosis from these photos, per patient

28. Percentage of patients receiving a dilated retinal eye exam by an ophthalmologist or optometrist, per patient population

29. Percentage of patients receiving seven standard field stereoscopic photos with interpretation by an ophthalmologist or optometrist or imaging

validated to match diagnosis from these photos, per patient population

Foot Examination

30. At least one complete foot exam received (visual inspection, sensory exam with monofilament, and pulse exam), per patient

31. Percentage of eligible patients receiving at least one complete foot exam (visual inspection, sensory exam with monofilament, and pulse exam),

per patient population

*Measures reported “per patient” apply at the ambulatory care provider level only and exclude health plans.
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National Voluntary Consensus Standards for Adult Diabetes Care: 2005 Update 
Internal Quality Improvement Measures, Ambulatory Provider and Health Plan Level*

(continued)

MEASURE (PER YEAR)

Blood Pressure Management

32. Most recent systolic and diastolic blood pressure reading, per patient

33. Distribution of most recent blood pressure values by range, per patient population:

Systolic (mm Hg): <120, 120-129, 130-139, 140-149, 150-159, 160-169, 170-179, ≥180, undocumented

Diastolic (mm Hg): <75, 75-79, 80-89, 90-99, 100-109, ≥110, undocumented

Aspirin Use

34. Patient receiving aspirin therapy (dose ≥75 mg), per patient

35. Percentage of patients receiving aspirin therapy (dose ≥75 mg), per patient population

National Voluntary Consensus Standards for Adult Diabetes Care: 2005 Update 
Community-Level Measures

MEASURE

36. Admissions for uncontrolled diabetes or short-term complications, per 100,000 population

37. Admissions for diabetes long-term complications, per 100,000 population

38. Admissions for lower-extremity amputation among patients with diabetes, per 100,000 population

*Measures reported “per patient” apply at the ambulatory care provider level only and exclude health plans.
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Introduction

D
iabetes is one of this country’s most common and costly medical
conditions. An estimated 18.2 million Americans—6.3 percent of

the population—have diabetes, and the direct and indirect costs of the
disease are estimated to be approximately $132 billion per year.1

Diabetes is the sixth leading cause of death for Americans overall, and
it exacts an even greater burden on certain racial and ethnic minority
populations, who are more likely to suffer serious complications, such
as amputation and end-stage renal disease, and to die from the 
disease.2 Improved quality of care for those with diabetes would 
benefit a large and growing segment of the U.S. population. Diabetes
is one of the National Quality Forum (NQF)-endorsed™ priorities for
healthcare quality measurement and reporting.3

Because of the urgent need for quality-of-care measurement and
reporting for this condition, diabetes was one of the initial areas for
which a single, widely accepted set of scientifically rigorous perform-
ance measures was developed.4 The National Diabetes Quality

1

National Voluntary Consensus Standards
for Adult Diabetes Care: 2005 Update

1 Centers for Disease Control and Prevention (CDC), National Diabetes Fact Sheet: General
Information and National Estimates on Diabetes in the United States, 2002, Atlanta, GA: U.S.
Department of Health and Human Services; 2003.
2 CDC, National Diabetes Surveillance System. Available at www.cdc.gov/diabetes/statistics/
prev/national/figraceethsex.htm. Last accessed September 2005.
3 National Quality Forum (NQF), National Priorities for Healthcare Quality Measurement and
Reporting: A Consensus Report, Washington, DC: NQF; 2004.
4 The first major set of measures was released by the Diabetes Quality Improvement Program
(DQIP) in 1998. In 2002, DQIP merged with a performance measurement collaboration of the
American Medical Association (AMA), the Joint Commission on Accreditation of Healthcare
Organizations, and the National Committee for Quality Assurance (NCQA) to form the
National Diabetes Quality Improvement Alliance (the Alliance).



Improvement Alliance (the Alliance) issued its first perform-
ance measure set for adult diabetes care in 2002,5 and NQF
endorsed those measures as voluntary consensus standards in
the same year. The consensus standards included 8 measures
designated for accountability and 29 measures designated for
internal quality improvement. 

The Alliance reviews and updates its measures periodically
in response to the rapidly changing nature of healthcare,
emerging evidence, evolving clinical guidelines, and feedback
from NQF Members and other experts. In January 2005, the
Alliance approved an updated set of 10 measures for public
reporting and 44 for internal quality improvement.6 In May
2005, NQF endorsed 9 of the 10 public reporting measures for
its 2005 adult diabetes care consensus standards; 1 measure
was approved by NQF Members, but was deferred by the
Board of Directors for future consideration, due to the antici-
pated need to reconcile it with similar measures in another set
of NQF measures for ambulatory care. 

Because of NQF Member concerns about the appropriate-
ness of endorsing standards for purposes other than public
reporting, the Alliance’s internal quality improvement meas-
ures were subjected to additional scrutiny. In October 2005,
NQF endorsed 26 of the 44 internal quality improvement
measures as part of the diabetes measure set; the remaining
18 were not endorsed because of potential redundancies with
NQF’s ambulatory care project and at the measure developer’s
requests, as described in appendix E. 

In addition to the Alliance measures, three measures 
developed by the Agency for Healthcare Research and
Quality (AHRQ) were endorsed in the 2005 update. Based 
on the work of its Evidence-based Practice Center, AHRQ
developed a broad set of Prevention Quality Indicators (PQIs)
designed as community-level indicators for use in population

2 NATIONAL QUALITY FORUM

5 Technical specifications for the Alliance measures were developed and are maintained
and owned by AMA for the quality improvement measures and NCQA for the public
reporting measures.
6 National Diabetes Quality Improvement Alliance, Performance Measurement Set for
Adult Diabetes. Approved January 21, 2005. Available at www.nationaldiabetesalliance.org.
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and public health improvement efforts.7

The PQIs reflect a number of ambulatory
care-sensitive conditions, including diabetes,
and are designed to identify hospital
admissions that evidence suggests may
have been avoided, at least in part, through
high-quality outpatient care. 

Of note, NQF has under way a project 
to endorse measures for other aspects of
outpatient care, “Standardizing Measures
of Ambulatory Care,” which includes a
review of a set of ambulatory care measures
developed by the Centers for Medicare and
Medicaid Services (CMS), the American
Medical Association (AMA) Physician
Consortium for Performance Improvement,
and the National Committee for Quality
Assurance (NCQA). Although the ambula-
tory care project addresses the same health-
care setting as the diabetes project, NQF
considered the diabetes measures under a
separate process from the other ambulatory
care measures, since the diabetes set
reflects an update of an existing NQF-
endorsed set. During the final phase of 
the ambulatory care project (Phase 3), the
initial set of ambulatory care measures is
being expanded and refined, at which
point the diabetes measures will merge
with the other ambulatory care measures
for review and endorsement as a single set
of ambulatory care consensus standards.

During Phase 3 of the ambulatory care
project, similar measures that address the
same topic area for patients with diabetes
and the general ambulatory care population
(e.g., smoking cessation, influenza vaccina-
tion) will be reviewed by the appropriate
NQF committee and/or Board of Directors
to determine how redundancies or incon-
sistencies among the measures should be
reconciled.

Identification of the Measure Set

M
easures endorsed as national voluntary
consensus standards must be evaluated

based on a comprehensive set of criteria in
order to provide meaningful, useful, and
accurate information about quality. The 
criteria used by the Alliance to identify
measures include strength of scientific 
evidence, feasibility of measurement, and
variability in performance. These criteria
are similar to those used to identify other
NQF-endorsed standards, including those
being applied to the ambulatory care 
measures proposed for endorsement 
(i.e., importance, scientific acceptability,
feasibility, and usability). Detailed descrip-
tions of the processes used to develop the
Alliance’s original measure set are published
elsewhere.8,9,10 The AHRQ PQIs were based
upon information that can be obtained

7 Technical specifications for the Agency for Healthcare Research and Quality (AHRQ) Prevention Quality Indicators (PQIs)
were developed and are maintained by AHRQ. AHRQ Quality Indicators—Guide to Prevention Quality Indicators: Hospital
Admission for Ambulatory Care Sensitive Conditions, Rockville, MD: AHRQ. Revision 4; November 24, 2004. AHRQ Pub. No. 02-
R0203. Available at www.qualityindicators.ahrq.gov. Last accessed June 2005.
8 See www.nationaldiabetesalliance.org for a list of the members of the Alliance Operations Group and Technical Expert Panel.
9 Fleming BB, Greenfield S, Engelgau MM, et al., for the DQIP Group, The Diabetes Quality Improvement Project: moving 
science into health policy to gain an edge on the diabetes epidemic, Diabetes Care, 2001;24(10):1815-1820.
10 Coordinated Performance Measurement for the Management of Adult Diabetes: A Consensus Statement from the American Medical
Association, Joint Commission on Accreditation of Healthcare Organizations, and National Committee for Quality Assurance; April 2001. 
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from administrative hospital discharge
data. The process for identifying the indi-
cators utilized a comprehensive evaluation
framework, which included criteria focus-
ing on the technical merits of potential
PQIs, such as face validity and precision.
The process for developing and refining
the AHRQ PQIs is described in detail in a
separate report.11,12

2005 Update

The NQF Adult Diabetes Care Consensus
Standards Maintenance Committee
reviewed the proposed changes and addi-
tions to the set endorsed by NQF in 2002
and recommended that all of the Alliance’s
public reporting and quality improvement
measures approved in 2005 and the three
AHRQ PQIs be forwarded to NQF
Members for consideration under the
Consensus Development Process (CDP) 
as an update to the existing set of NQF-
endorsed adult diabetes care consensus
standards. Some of the Alliance measures
recommended by the Committee were not
proposed for NQF endorsement, however,
as noted earlier. A detailed commentary of
the Committee’s discussions is provided in
appendix E. 

Changes to the proposed measures were
based on the Alliance’s review of emerging
clinical evidence and expert stakeholder
input, which included comments submitted
by NQF Members when the initial measures
were reviewed through the CDP in 2002.

The update reflects a set of 38 consensus
standards, compared with the 2002 version’s
37 NQF-endorsed consensus standards.
Additionally, detailed technical specifica-
tions are now available on how to calculate
the measures, while no specifications 
were available when the 2002 consensus
standards were endorsed. The technical
specifications for these measures are
owned and maintained by NCQA, AMA,
and AHRQ. A complete summary of the
2005 update changes, the measure specifi-
cations, and the clinical rationale for the
changes and current specifications can be
found in appendixes A, B, and C. This
update replaces, in its entirety, the set
endorsed in 2002.

Purpose

Recommendation 1

The primary purpose of this set of volun-
tary consensus standards is to promote the
highest quality of care and outcomes for
adults with diabetes. The intended users 
of the measures are consumers, purchasers,
healthcare professionals, providers, health
plans, accreditors, quality improvement
organizations, researchers, policymakers,
community and public health groups, and
other relevant stakeholders. Measures
should be used as appropriate, based on
their specified purpose. The measures will
enable stakeholders to make performance-
based decisions about provider/health
plan selection, enhance value-based 

11 See www.qualityindicators.ahrq.gov/project_background.htm for a list of the members of the AHRQ and Evidence-based
Practice Center project team.
12 Refinement of the HCUP Quality Indicators: File Inventory, Technical Review Number 4, AHRQ Publication No. 01-0035,
Rockville, MD: AHRQ; May 2001. Available at www.qualityindicators.ahrq.gov/psi_overview.htm. Last accessed June 2005.



purchasing, promote accountability of providers/health
plans, facilitate public use of healthcare information, identify
quality improvement needs, and stimulate and facilitate the
continuous improvement of care. The standards in tables 1, 2,
and 3 represent measures that are designed for three distinct
purposes: 

n table 1, measures #1-9: accountability and public reporting
at the ambulatory care provider and health plan level;

n table 2, measures #10-35: internal quality improvement at
the ambulatory care provider and health plan13 level; and

n table 3, measures #36-38: quality improvement for 
ambulatory care across communities at the local, state, and
national levels, and public reporting of facility-aggregated
data at these levels, as appropriate.14

Terminology: Important Distinctions

T
his section highlights key distinctions among a number 
of commonly used terms that often are variably defined

and understood.

Measures Versus Guidelines

The measure specifications are directly related to well-known
clinical practice guidelines for optimal care, but it must be
noted that measures are not guidelines and will not always
reflect ideal clinical goals for a number of important reasons.
Additional discussion regarding the reasons for using 
guideline-based levels for performance in measures of 
public reporting can be found in greater detail in appendixes
C and E and elsewhere15:

n Variable conditions. Clinical guidelines generally allow 
for greater flexibility in clinical practice, due to many 
individual differences in patient conditions and preferences

NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR ADULT DIABETES CARE: 2005 UPDATE 5

13 Measures collected “per patient” apply only at the ambulatory care provider level
and exclude health plans.
14 These measures do not represent the quality of care for individual providers, health
plans, or healthcare organizations and should not be publicly reported at this level.
15 Lee TH, Cleeman JI, Grundy SM, et al., Clinical goals and performance measures for
cholesterol management in secondary prevention of coronary heart disease, JAMA,
2000;283(1):94-98.



that must be considered in determining the best course of
care for a patient. For example, guidelines allow physicians
to weigh their decisions about A1c and hypertension 
management for diabetes against other clinical factors, 
such as the overall benefit of additional medication to
lower A1c/blood pressure for patients with a large number 
of comorbidities, given other priorities for treatment.
Performance measures aim to take into account the major
factors that influence whether the type of care described 
in measures is appropriate for the patient (e.g., excluding
patients with contraindications to recommended medica-
tions). However, since measures must rigidly define all
these factors in order to promote standardized calculations
and valid comparisons, they may not be able to account for
every individual scenario that could otherwise be considered
in normal clinical, guideline-based decisionmaking.

n Risk adjustment. Measures that use the ideal outcomes
recommended in clinical practice guidelines often require
risk adjustment to account for individual patient character-
istics in order to ensure fair comparisons. To minimize data
collection and measurement burden, as well as to avoid
methodological difficulties, public reporting measures
reflect outcomes that should be reached regardless of
patient-specific factors that could otherwise bias results
against plans and providers who care for sicker patients.
For example, a measure of poor A1c control is likely to
indicate both deficiencies in provider/plan quality as 
well as patient self-management, to some degree, while 
a measure of good A1c control could be achieved by
providers/plans that selectively care for healthier, more
compliant patients. Requiring plans and providers to
report on measures for which they cannot substantially
influence performance (e.g., due to variable levels of
patient risk, adherence, and self-management) would 
yield unfair and inaccurate results and potentially result 
in adverse consequences such as provider/plan risk 
selection for healthier patients.

6 NATIONAL QUALITY FORUM
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For these reasons, there are some differ-
ences between the levels of performance
specified by the measures, particularly the
public reporting measures, and the optimal
levels of clinical outcomes recommended
in current guidelines. The measures are
intended to fill a need for information that
can be used by a number of stakeholders to
select and improve the quality of care—not
to set a low bar for quality or to prescribe
standards for clinical practice. Providers
and plans should aim for levels of care 
that are consistent with clinical practice
recommendations, as appropriate.16

Public Reporting Versus Internal
Quality Improvement Measures

Measures that are deemed suitable for 
public reporting, accountability, and/or
reimbursement must meet a high level 
of evidence and take into account factors
such as the degree to which providers can
influence performance on the respective
measure, particularly for those that reflect
clinical outcomes. Measures designed for
internal quality improvement may not
appropriately case mix/risk adjust to serve
this purpose and should not be used for
external reporting or accountability. 

The Alliance notes that its measures
were designed specifically for the purpose
of either internal quality improvement or
public reporting based on several factors,
including scientific strength, data collection
reliability, and the ability to distinguish
good care from poor care. For example,

public reporting measures met a higher
threshold for evidence linking measured
processes to important clinical outcomes.
Public reporting measures may be appro-
priate for use in pay-for-performance 
programs that reimburse or incentivize
providers and health plans, while quality
improvement measures may not appro-
priately case mix/risk adjust to serve this
purpose. Furthermore, public reporting
measures have been determined to 
distinguish reliably between the quality 
of health plans and providers and also 
were designed to reduce the influence of
patient characteristics on performance
measurement, thus making risk adjustment 
unnecessary for meaningful and accurate
public comparisons.

The quality improvement measures 
provide detailed information that can be
used to design and implement strategies 
to improve care, but they may not categori-
cally identify poor- or high-quality care,
may need risk adjustment, or otherwise
may not measure reliably enough to permit
fair public comparisons or reimbursement
policies. For example, some measures are
designated for internal quality improve-
ment only because the provider cannot
substantially influence whether the measure
was met (e.g., good A1c control) or because
providers could not reasonably ascertain
from the patient, family, or other providers
whether an indicated service was provided
(e.g., influenza immunization). 

16 The Alliance currently is working to identify risk-adjustment strategies that are scientifically sound and feasible to implement,
in order to expand the public reporting measures to include those that simultaneously represent ideal clinical outcomes and 
fairly represent provider and health plan quality. Future updates to the NQF-endorsed standards will include consideration of
additional public reporting measures, as they become available.



8 NATIONAL QUALITY FORUM

Additional guidance about the appro-
priate criteria for distinguishing between
measures suitable for various purposes
currently is under development by the
NQF Ad Hoc Advisory Committee on
Performance Measure Criteria. Commentary
about the distinction between public
reporting and quality improvement 
measures also is available in appendixes C
and E. 

Voluntary Consensus Standards 
Versus Standards of Care

NQF-endorsed voluntary consensus stan-
dards should not be viewed as “standards
of care” for the practice of medicine or 
as recommendations for clinical practice.
As applied in the National Technology
Transfer and Advancement Act and the
Office of Management and Budget Circular
A-119, and in accordance with the NQF
CDP, voluntary consensus standards are
legally defined as “standards developed or
adopted by voluntary consensus standards
bodies, both domestic and international.”17

The use of the term “standards” in this
report refers to the CDP’s legal status and
the formal process used to reach agreement
around the measures, which is distinct
from standards of care as applied in 
medical practice.

Recommended National

Consensus Standards

T
ables 1, 2, and 3 contain the 2005
national voluntary consensus standards

for adult diabetes care. Specifically, the 
set includes 38 measures: 9 designed for
public reporting at the ambulatory care
provider/health plan level, 26 designed 
for quality improvement at the ambulatory
care provider/health plan level, and 3
designed for quality improvement and
monitoring at the community level.
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Table 1. National Voluntary Consensus Standards for Adult Diabetes Care: 2005 Update 
Public Reporting Measures, Ambulatory Provider and Health Plan Level

MEASURE (PER YEAR)

A1c Management  

1. Percentage of patients with one or more A1c test(s)

2. Percentage of patients with most recent A1c level >9.0% (poor control)

Lipid Management

3. Percentage of patients with at least one LDL-C test

4. Percentage of patients with most recent LDL-C <130 mg/dl

5. Percentage of patients with most recent LDL-C <100 mg/dl

Urine Protein Screening

6. Percentage of patients with at least one test for microalbumin during the measurement year or who had evidence of medical attention for 

existing nephropathy (diagnosis of nephropathy or documentation of microalbuminuria or albuminuria)

Eye Examination

7. Percentage of patients who received a dilated eye exam or seven standard field stereoscopic photos with interpretation by an ophthalmologist 

or optometrist or imaging validated to match diagnosis from these photos during the reporting year or during the prior year if patient is at low

risk for retinopathy

Foot Examination

8. Percentage of eligible patients receiving at least one foot exam, defined in any manner

Blood Pressure Management

9. Percentage of patients with most recent blood pressure <140/80 mm Hg
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Table 2. National Voluntary Consensus Standards for Adult Diabetes Care: 2005 Update
Internal Quality Improvement Measures, Ambulatory Provider and Health Plan Level*

MEASURE (PER YEAR)

A1c Management  

10. Number of tests received, per patient

11. Trend of A1c values, per patient

12. Percentage of patients receiving one or more A1c test(s), per patient population

13. Distribution of number of tests done (0, 1, 2, 3 or more), per patient population

14. Distribution of most recent A1c value by range: ≤6.0, 6.1-7.0, 7.1-8.0, 8.1-9.0, 9.1-10.0, >10.0, undocumented, per patient population

Lipid Management

15. Trend of values for each test, per patient

16. Patient whose most recent LDL-C is <130 mg/dl or who is receiving a statin or other lipid-lowering therapy, per patient

17. Patient whose most recent LDL-C is <100 mg/dl or who is receiving a statin or other lipid-lowering therapy, per patient

18. Percentage of patients receiving at least one lipid profile (or ALL component tests), per patient population

19. Percentage of patients whose most recent LDL-C is <130 mg/dl or who are receiving a statin or other lipid-lowering therapy, per patient 

population

20. Percentage of patients whose most recent LDL-C is <100 mg/dl or who are receiving a statin or other lipid-lowering therapy, per patient 

population

21. Distribution of most recent test values by range, per patient population:

Total cholesterol: ≥240, 200-239, <200, undocumented

LDL-C: ≥160, 130-159, 100-129, <100, undocumented

If non-HDL cholesterol is reported, record the test values in the following ranges: ≥190, 160-189, 130-159, <130, undocumented 

HDL-C: <40, 40-49, 50-59, ≥60, undocumented

Triglycerides: ≥400, 200-399, <200, 150-199, <150, undocumented

Urine Protein Screening

22. Any test for microalbuminuria received, per patient

23. If no urinalysis OR urinalysis with negative or trace urine protein, a test for microalbumin was received, per patient

24. Percentage of patients who received any test for microalbuminuria, per patient population

25. Percentage of patients with no urinalysis OR urinalysis with negative or trace urine protein, who received a test for microalbumin, per patient

population

Eye Examination

26. Dilated retinal eye exam performed by an ophthalmologist or optometrist, per patient

27. Seven standard field stereoscopic photos with interpretation performed by an ophthalmologist or optometrist or imaging validated to match

diagnosis from these photos, per patient

28. Percentage of patients receiving a dilated retinal eye exam by an ophthalmologist or optometrist, per patient population

29. Percentage of patients receiving seven standard field stereoscopic photos with interpretation by an ophthalmologist or optometrist or imaging

validated to match diagnosis from these photos, per patient population

Foot Examination

30. At least one complete foot exam received (visual inspection, sensory exam with monofilament, and pulse exam), per patient

31. Percentage of eligible patients receiving at least one complete foot exam (visual inspection, sensory exam with monofilament, and pulse exam),

per patient population

*Measures reported “per patient” apply at the ambulatory care provider level only and exclude health plans.
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Table 2. National Voluntary Consensus Standards for Adult Diabetes Care: 2005 Update
Internal Quality Improvement Measures, Ambulatory Provider and Health Plan Level*

(continued)

MEASURE (PER YEAR)

Blood Pressure Management

32. Most recent systolic and diastolic blood pressure reading, per patient

33. Distribution of most recent blood pressure values by range, per patient population:

Systolic (mm Hg): <120, 120-129, 130-139, 140-149, 150-159, 160-169, 170-179, ≥180, undocumented

Diastolic (mm Hg): <75, 75-79, 80-89, 90-99, 100-109, ≥110, undocumented

Aspirin Use

34. Patient receiving aspirin therapy (dose ≥75 mg), per patient

35. Percentage of patients receiving aspirin therapy (dose ≥75 mg), per patient population

Table 3. National Voluntary Consensus Standards for Adult Diabetes Care: 2005 Update
Community-Level Measures

MEASURE

36. Admissions for uncontrolled diabetes or short-term complications, per 100,000 population

37. Admissions for diabetes long-term complications, per 100,000 population

38. Admissions for lower-extremity amputation among patients with diabetes, per 100,000 population

*Measures reported “per patient” apply at the ambulatory care provider level only and exclude health plans.
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THE NATIONAL QUALITY FORUM

T
he updated measure set includes two new topic areas (aspirin use
and complication-related admissions), and two topic areas have been

eliminated (influenza immunization and office visits). The updated set
contains 38 measures, 35 measures developed by the National Diabetes
Quality Improvement Alliance (the Alliance) (9 for public reporting
and 26 for internal quality improvement) and 3 measures developed
by the Agency for Healthcare Research and Quality (AHRQ). The 2002
NQF-endorsed™ set contained 37 measures developed by the Alliance
(8 for public reporting and 29 for quality improvement). The updated
set replaces the previously endorsed set in its entirety. Changes to the
individual measures are summarized below, with changes noted in
bold for the modified measures. Appendix B describes the clinical
rationale for the measure specifications and reasons for the changes,
where relevant.

A1c Management
One public reporting measure modified:
n 2002: Percent of patients with most recent A1c level >9.5%
n Update: Percentage of patients with most recent A1c level >9.0%

(poor control)

One quality improvement measure modified:
n 2002: Distribution of most recent A1c value by range: 6.0-6.9%, 7.0-

7.9%, 8.0-8.9%, 9.0-9.9%, ≥10.0%, undocumented, across all patients
n Update: Distribution of most recent A1c value by range: ≤6.0, 

6.1-7.0, 7.1-8.0, 8.1-9.0, 9.1-10.0, >10.0, undocumented, per patient
population

Appendix A

Summary of Changes to the 2002 
NQF National Voluntary Consensus
Standards for Adult Diabetes Care
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Lipid Management
One public reporting measure added:
n Percentage of patients with most recent

LDL-C <100 mg/dL
One quality improvement measure 
modified:
n 2002: Distribution of most recent test 

values by range: 
• Total cholesterol: ≥240, 200-239, <200,

undocumented 
• LDL-C: ≥160, 130-159, 100-129, <100,

undocumented 
• HDL-C: <35, 35-45, >45, undocumented
• Triglycerides: ≥400, 200-399, <200, 

150-199, <150, undocumented

n Update: Distribution of most recent test
values by range: 
• Total cholesterol: ≥240, 200-239, <200,

undocumented 
• LDL-C: ≥160, 130-159, 100-129, <100,

undocumented 
• If non-HDL cholesterol is reported,

record the test values in the follow-
ing ranges: ≥190, 160-189, 130-159,
<130, undocumented

• HDL-C: <40, 40-49, 50-59, ≥60,
undocumented 

• Triglycerides: ≥400, 200-399, <200, 
150-199, <150, undocumented

Four quality improvement measures
added:
n Patient whose most recent LDL-C is

<130 mg/dl or receiving a statin or other
lipid-lowering therapy, per patient

n Patient whose most recent LDL-C is
<100 mg/dl or receiving a statin or other
lipid-lowering therapy, per patient

n Percentage of patients whose most
recent LDL-C is <130 mg/dl or receiving
a statin or other lipid-lowering therapy,
per patient population 

n Percentage of patients whose most
recent LDL-C is <100 mg/dl or receiving
a statin or other lipid-lowering therapy,
per patient population

Two quality improvement measures deleted:
n Distribution of number of profiles done

(0, 1, 2, 3 or more), across all patients
n Number of lipid profiles received, 

per patient

Urine Protein Screening
One public reporting measure modified:
n 2002: Percent of patients receiving at

least one test for microalbumin during
the measurement year; or who had 
evidence of medical attention for existing
nephropathy or a positive test for macroal-
buminuria; or receiving at least one test for
microalbumin within the past two years, if
two of the three criteria for low risk are met:
1) not taking insulin; 2) HbA1c <8%; 3) no
evidence of macroalbuminuria in prior year

n Update: Percentage of patients with at
least one test for microalbumin during
the measurement year; or who had 
evidence of medical attention for existing
nephropathy (diagnosis of nephropathy
or documentation of microalbuminuria
or albuminuria)

Eye Examination
One public reporting measure modified:
n 2002: Percent of patients who received 

a dilated eye exam or evaluation of 
retinal photographs by an optometrist or
ophthalmologist within the reporting
year; or the past two years for patients 
at low risk of retinopathy:
• A patient is considered at low risk 

if two out of three criteria are met: 
not taking insulin, HbA1c <8%, no 
evidence of retinopathy in prior year



n Update: Percentage of patients who
received a dilated eye exam or seven
standard field stereoscopic photos with
interpretation by an ophthalmologist or
optometrist or imaging validated to
match diagnosis from these photos
during the reporting year, or during the
prior year, if patient is at low risk for
retinopathy:
• A patient is considered low risk if 

the following criterion is met: has 
no evidence of retinopathy in the
prior year

Four quality improvement measures 
modified:
n 2002: Dilated retinal eye exam received,

per patient
n Update: Dilated retinal eye exam 

performed by an ophthalmologist or
optometrist, per patient 

n 2002: Other eye exam (e.g., funduscopic
photo with interpretation or other) by type 
of exam received, per patient

n Update: Seven standard field stereo-
scopic photos with interpretation 
performed by an ophthalmologist or
optometrist or imaging validated to
match diagnosis from these photos,
per patient

n 2002: Percent of patients receiving a
dilated retinal eye exam, across all
patients

n Update: Percentage of patients 
receiving a dilated retinal eye exam 
by an ophthalmologist or optometrist,
per patient population

n 2002: Percent of patients receiving 
other eye exam (e.g., funduscopic photo 
with interpretation or other) by type of
exam, across all patients

n Update: Percentage of patients receiving
seven standard field stereoscopic 
photos with interpretation by an 
ophthalmologist or optometrist or
imaging validated to match diagnosis
from these photos, per patient 
population

Foot Examination
No changes

Influenza Immunization
Topic area eliminated. Three quality
improvement measures deleted:
n Percent of patients who received an

influenza immunization during the 
recommended calendar period, across 
all patients

n Percent of patients who received an
immunization or refused immunization
during the recommended calendar
period, across all patients

n Immunization status, per patient

Blood Pressure Management
One public reporting measure modified:
n 2002: Percentage of patients with most

recent blood pressure <140/90 mm Hg
n Update: Percentage of patients with

recent blood pressure <140/80 mm Hg

One quality improvement measure 
modified:
n 2002: Distribution of most recent blood

pressure values by range, across all
patients. 
• Systolic (mm Hg): <130, 130-139, 

140-149, 150-159, 160-169, 170-179,
≥180, undocumented.

• Diastolic (mm Hg): <80, 80-89, 90-99,
100-109, ≥110, undocumented

NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR ADULT DIABETES CARE: 2005 UPDATE A-3



n Update: Distribution of most recent
blood pressure values by range, per
patient population.
• Systolic (mm Hg): <120, 120-129,

130-139, 140-149, 150-159, 160-169,
170-179, ≥180, undocumented

• Diastolic (mm Hg): <75, 75-79, 80-89,
90-99, 100-109, ≥110, undocumented

Two quality improvement measures
deleted:
n Percent of patients who received a blood

pressure reading at each visit, across all
patients

n Percent of visits that included a blood
pressure reading, per patient

Aspirin Use
Topic area added; two quality improvement
measures added:
n Patient receiving aspirin therapy 

(dose ≥75 mg), per patient
n Percentage of patients receiving aspirin

therapy (dose ≥75mg), per patient 
population

Office Visits
Topic area eliminated; two quality
improvement measures deleted:
n Percent of patients with two or more 

visits 
n Two or more visits per patient

Complication-Related
Admissions
Topic area added; different measure 
developer (AHRQ); three measures added:
n Number of admissions for uncontrolled

diabetes or short-term complications 
per 100,000 population

n Number of admissions for diabetes 
long-term complications per 100,000
population

n Number of admissions for lower-
extremity amputation among patients
with diabetes per 100,000 population

A-4 NATIONAL QUALITY FORUM



Appendix B

Specifications of the 
National Voluntary Consensus
Standards for Adult Diabetes Care: 2005

THE NATIONAL QUALITY FORUM

T
he following tables summarize the detailed specifications for 
each of the National Quality Forum (NQF)-endorsed™ voluntary

consensus standards for adult diabetes care. All information presented
has been derived directly from the measure sources/developers with-
out modification or alteration (except when the measure developer
agreed to such modification during the NQF Consensus Development
Process) and is current as of August 2, 2005.1

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., modifications 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.

B-1

1 These accountability measures, including any updating of specifications, are being reviewed
during Phase 3 of the ambulatory care project.



The measure specifications are main-
tained by the National Committee for
Quality Assurance2 (NCQA) (measures 
#1-9), the American Medical Association3

(measures #10-35), and the Agency 
for Healthcare Research and Quality
(measures #36-38). For the most current
technical specifications, please refer to the
measure maintenance entities’ web sites
(www.ncqa.org, www.ama-assn.org, and
www.ahrq.gov). Additional information
and tools to assist in collecting, analyzing,
and reporting data are also available on
these sites. 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 measures
within a specific organization or initiative—
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.

B-2 NATIONAL QUALITY FORUM

2 These performance measures were developed by and are owned by the National Committee for Quality Assurance (NCQA).
These performance measures are not clinical guidelines and do 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 these measures and
can rescind or alter them at any time. These measures may not be modified by anyone other than NCQA. Anyone desiring 
to use or reproduce these measures 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.
3 The Diabetes Measurement Set (Set) was developed by the National Diabetes Quality Improvement Alliance (the Alliance) to
facilitate quality improvement activities by physicians. The performance measures contained in this Set are not clinical guide-
lines and do not establish a standard of medical care. This Set is intended to assist physicians in enhancing quality of care and
is not intended for comparing individual physicians to each other or for individual physician accountability by comparing
physician performance against the measure or guideline. The Alliance has not tested this Set. This Set is subject to review and
may be revised or rescinded at any time by the Alliance. The Set may not be altered without the prior written approval of the
Alliance. A Set developed by the Alliance, while copyrighted, can be reproduced and distributed without modification, for
noncommercial purposes. Any other use is subject to the approval of the Alliance. Neither the Alliance nor its members shall
be responsible for any use of this Set. ©2005 American Medical Association. All Rights Reserved. Technical specifications for
Electronic Health Record Systems (EHRSs), which include clinical and standard code sets, algorithms, and HL7 messaging to
facilitate the exchange of information and integration of the measures into electronic health record systems, may be accessed at
the Centers for Medicare and Medicaid Services web site at www.doqit.org/doqit/jsp/index.jsp and the American Medical
Association web site at www.ama-assn.org/ama.
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T
his appendix provides a description of the clinical rationale behind
the design and specifications for the 2005 update of the National

Quality Forum National Voluntary Consensus Standards for Adult Diabetes
Care. The clinical rationale for each measure is drawn directly from the
respective measure developer’s report:

n Measures #1-35: National Diabetes Quality Improvement Alliance.
Performance Measurement Set for Adult Diabetes. Approved January
21, 2005. Available at www.nationaldiabetesalliance.org.

n Measures #36-38: Agency for Healthcare Research and Quality
(AHRQ) Quality Indicators–Guide to Prevention Quality Indicators:
Hospital Admission for Ambulatory Care Sensitive Conditions.
Rockville, MD: AHRQ. Revision 4. (November 24, 2004). AHRQ
Pub. No. 02-R0203. Available at www.qualityindicators.ahrq.gov.
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Measure Clinical Rationale and Associated Guidelines

A1C MANAGEMENT
Intensive therapy of glycosylated hemoglobin (A1c) reduces the risk of microvascular complications.1,2,3

1. Percentage of patients with

one or more A1c test(s)

10. Number of tests received,

per patient

12. Percentage of patients 

receiving one or more A1c

test(s), per patient population

13. Distribution of number of

tests done (0, 1, 2, 3, or more),

per patient population

2. Percentage of patients with

most recent A1c level >9.0%

(poor control)

11. Trend of A1c values, per

patient

14. Distribution of most recent

A1c value by range: ≤6.0, 6.1-

7.0, 7.1-8.0, 8.1-9.0, 9.1-10.0,

>10.0, undocumented,

per patient population

The American Association of Clinical Endocrinologists/American College of Endocrinology (AACE/ACE) 

recommends that a glycosylated hemoglobin be performed during an initial assessment and during 

follow-up assessments, which should occur at no longer than three-month intervals. 4

The American Diabetes Association (ADA) recommends obtaining a glycosylated hemoglobin during an 

initial assessment and then routinely as part of continuing care. In the absence of well-controlled studies

that suggest a definite testing protocol, expert opinion recommends that glycosylated hemoglobin be

obtained at least twice a year in patients who are meeting treatment goals and who have stable glycemic

control and more frequently (quarterly assessment) in patients whose therapy was changed or who are not

meeting glycemic goals. Type of evidence:*  E 5,6

A public reporting measure on the percentage of patients with most recent A1c level <7.0% is under active

consideration by the National Diabetes Quality Improvement Alliance (the Alliance). The Alliance believes

that before such a measure can be put forward, appropriate means for considering case mix must be 

specified. Measures are not clinical recommendations. Measures are derived from clinical recommendations

and must account for differences in individual patient conditions and preferences, feasibility of data 

collection, actionability by user, compliance, case mix, etc.

In particular, the Alliance believes that publicly reported measures of patient outcomes that are not 

reasonably within the control of the provider must be appropriately adjusted in order to accurately reflect

the provider’s performance. Failing to adequately adjust for these variables may yield misleading results 

and unfairly represent providers serving patients with greater clinical needs. Due to these issues, the level 

of performance used in this measure is not identical to the ideal clinical goals recommended in professional

practice guidelines, although providers should aim to achieve the highest levels of quality and reach 

established clinical goals, as appropriate.

AACE/ACE recommends that A1c be universally adopted as the primary method of assessment of glycemic

control. On the basis of data from multiple interventional trials, the target for attainment of glycemic control

should be A1c values ≤6.5%.4

Because different assays can give varying glycated hemoglobin values, ADA recommends that laboratories

only use assay methods that are certified as traceable to the Diabetes Control and Complications Trial A1c

reference method. ADA’s goal for glycemic control is A1c <7%. Type of evidence: B 5,6

The American Geriatrics Society (AGS) recommends monitoring and treating hyperglycemia, with a target

A1c of 7%, but less stringent goals for therapy may be appropriate once patient preferences, diabetes 

severity, life expectancy, and functional status have been considered. 7

*Evidence level A is defined as “clear evidence from well-conducted, generalizable, randomized controlled trials that 
are adequately powered including: evidence from a well-conducted multicenter trial; evidence from a meta-analysis that 
incorporated quality ratings in the analysis; compelling nonexperimental evidence, i.e., ‘all or none’ rule developed by the
Center for Evidence Based Medicine at Oxford. Supportive evidence from well-conducted randomized controlled trials 
that are adequately powered including: evidence from a well-conducted trial at one or more institutions; evidence from a
meta-analysis that incorporated quality ratings in the analysis.” Evidence level B is defined as “supportive evidence from
well-conducted cohort studies (evidence from a well-conducted prospective cohort study or registry, evidence from a 
well-conducted meta-analysis of cohort studies); supportive evidence from a well-conducted case-control study.” Evidence
level C is defined as “supportive evidence from poorly controlled or uncontrolled studies (evidence from randomized clinical
trials with one or more major or three or more minor methodological flaws that could invalidate the results, evidence from
observational studies with high potential for bias [such as case series with comparison to historical controls], evidence from
case series or case reports); conflicting evidence with the weight of evidence supporting the recommendation.” Evidence level
E is defined as “expert consensus or clinical experience.”
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Measure Clinical Rationale and Associated Guidelines

LIPID MANAGEMENT
Persons with diabetes are at increased risk for coronary heart disease (CHD). Lowering serum cholesterol levels can reduce the 

risk for CHD events.8

3. Percentage of patients with

at least one low-density lipo-

protein cholesterol (LDL-C) test

18. Percentage of patients 

receiving at least one lipid 

profile (or ALL component

tests), per patient population

4. Percentage of patients with

most recent LDL-C <130 mg/dl

5. Percentage of patients with

most recent LDL-C <100 mg/dl

15. Trend of values for each

test, per patient

21. Distribution of most recent

test values by range:

Total cholesterol: ≥240,

200-239, <200, undocumented

LDL-C: ≥160, 130-159, 100-

129, <100, undocumented

If non-HDL cholesterol 

is reported, record the test

values in the following

ranges: ≥190, 160-189,

130-159, <130, undocu-

mented 

HDL-C: <40, 40-49, 50-59, ≥60,

undocumented

Triglycerides: ≥400, 200-399,

<200, 150-199, <150,

undocumented

AACE/ACE recommends that a fasting lipid profile be obtained during an initial assessment, during each 

follow-up assessment, and annually as part of the cardiac-cerebrovascular-peripheral vascular module. 4,9

ADA recommends that a fasting lipid profile be obtained as part of an initial assessment. Adult patients

with diabetes should be tested annually for lipid disorders with fasting serum cholesterol, triglycerides,

HDL-C, and calculated LDL-C measurements. If values fall in lower-risk levels, assessments may be repeated

every two years. Type of evidence: E 5,6

AACE/ACE recommended LDL-C levels: acceptable <130, ideal <100. ADA recommends 8 low (target) <100.

National Cholesterol Education Program (NCEP)10 recommends normal/optimal <100.

Measures are not clinical recommendations. Measures are derived from clinical recommendations and 

must account for differences in individual patient conditions and preferences, feasibility of data collection,

actionability by user, compliance, case mix, etc.

In particular, the Alliance believes that publicly reported measures of patient outcomes that are not 

reasonably within the control of the provider must be appropriately adjusted in order to accurately reflect

the provider’s performance. Failing to adequately adjust for these variables may yield misleading results 

and unfairly represent providers serving patients with greater clinical needs. For these reasons, the level 

of performance in this measure is not identical to the target goals recommended in professional practice

guidelines. Providers should aim to achieve the highest levels of quality and reach established clinical 

goals, as appropriate.

Total cholesterol recommendations

AACE/ACE: 9 acceptable <200, ideal <170

LDL-C recommendations

AACE/ACE: 9 acceptable <130, ideal <100 

ADA: 5,8 low (target) <100

NCEP: 11 normal/optimal <100

HDL-C recommendations

AACE/ACE: 9 acceptable >35, ideal >45

ADA: 5,8 target (men) >45, target (women) >55

Triglyceride recommendations

AACE/ACE: 9 acceptable <200, ideal <150

ADA: 5,8 target <150
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Measure Clinical Rationale and Associated Guidelines

LIPID MANAGEMENT (continued)
Persons with diabetes are at increased risk for coronary heart disease (CHD). Lowering serum cholesterol levels can reduce the 

risk for CHD events.8

16. Patient whose most recent

LDL-C is <130 mg/dl or who 

is receiving a statin or other

lipid-lowering therapy, per

patient

17. Patient whose most recent

LDL-C is <100 mg/dl or who 

is receiving a statin or other

lipid-lowering therapy, per

patient

19. Percentage of patients

whose most recent LDL-C 

is <130 mg/dl or who are

receiving a statin or other 

lipid-lowering therapy,

per patient population

20. Percentage of patients

whose most recent LDL-C 

is <100 mg/dl or who are

receiving a statin or other 

lipid-lowering therapy,

per patient population

Because there is evidence that statins are beneficial for patients and effective in lowering LDL-C levels, this

measure allows a provider to track those individual patients who have not yet achieved the target LDL-C

goals but who are receiving recommended therapies.

According to ADA, patients who do not achieve lipid goals with lifestyle modifications require 

pharmacological therapy. Lowering LDL-C with a statin is associated with a reduction in cardiovascular

events. Type of evidence: A 8

The American College of Physicians (ACP) recommends that lipid-lowering therapy should be used for 

secondary prevention of cardiovascular mortality and morbidity for all patients with known coronary 

artery disease and type 2 diabetes. Statins should be used for primary prevention against macrovascular

complications in patients with type 2 diabetes and other cardiovascular risk factors. Once lipid-lowering

therapy is initiated, patients with type 2 diabetes mellitus should be taking at least moderate doses of a

statin.12

According to AGS, older persons with diabetes are likely to benefit greatly from cardiovascular risk reduction,

therefore monitor and treat hypertension and dyslipidemias.7
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Measure Clinical Rationale and Associated Guidelines

URINE PROTEIN SCREENING
Diabetes is the leading cause of end-stage renal disease (ESRD).13 In the United States, diabetic nephropathy accounts for 

about one-third of all ESRD cases. The earliest clinical evidence of nephropathy is the appearance of low, but abnormal, levels of 

albumin (protein) in the urine, referred to as microalbuminuria. Early detection and treatment may prevent or slow the 

progression of diabetic nephropathy. 14

6. Percentage of patients 

with at least one test for

microalbumin during the

measurement year, or who 

had evidence of medical 

attention for existing

nephropathy (diagnosis of

nephropathy or documentation

of microalbuminuria or 

albuminuria)

22. Any test for microalbumin-

uria received, per patient

23. If no urinalysis OR urinalysis

with negative or trace urine

protein, a test for microalbumin

was received, per patient

24. Percentage of patients 

who received any test for

microalbuminuria, per patient

population

25. Percentage of patients

with no urinalysis OR urinalysis

with negative or trace urine

protein who received a test 

for microalbumin, per patient

population

AACE/ACE recommends that the initial assessment should include a urinalysis test for microalbuminuria 

and creatinine clearance. The renal complication module should be performed annually and should include 

a test for microalbuminuria and creatinine clearance.4

ADA recommends that a test for the presence of microalbumin be performed at diagnosis in patients with

type 2 diabetes. Microalbuminuria rarely occurs with short duration of type 1 diabetes; therefore, screening

for individuals with type 1 diabetes should begin after five years’ disease duration. Type of evidence: E 14,6

However, some evidence suggests that the prepubertal duration of diabetes may be important in the 

development of microvascular complications; therefore, clinical judgment should be exercised when 

individualizing these recommendations. Because of the difficulty in precise dating of the onset of type 2

diabetes, such screening should begin at the time of diagnosis. After the initial screening and in the absence

of previously demonstrated microalbuminuria, a test for the presence of microalbumin should be performed

annually.14 Screening for microalbuminuria can be performed by three methods:

1) measurement of the albumin-to-creatinine ratio in a random spot collection;

2) 24-hour collection with creatinine, allowing the simultaneous measurement of creatinine clearance; and 

3) timed (e.g., four-hour or overnight) collection—the analysis of a spot sample for the albumin-to-

creatinine ratio is strongly recommended.

The role of annual microalbuminuria assessment is less clear after diagnosis of microalbuminuria and 

institution of angiotensin-converting enzyme (ACE) inhibitor or angiotensin receptor blocker (ARB) therapy

and blood pressure control. Many experts recommend continued surveillance to assess both response to

therapy and progression of disease.

The National Kidney Foundation (NKF) recommends that individuals at increased risk, but found not to have

chronic kidney disease, should be advised to follow a program of risk factor reduction, if appropriate, and

undergo repeat periodic evaluation. 15
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Measure Clinical Rationale and Associated Guidelines

EYE EXAMINATION
Retinopathy poses a serious threat to vision. The prevalence of retinopathy is strongly related to the duration of diabetes.

Treatment modalities exist that can prevent or delay diabetic retinopathy. 16

7. Percentage of patients who

received a dilated eye exam 

or seven standard field stereo-

scopic photos with interpreta-

tion by an ophthalmologist 

or optometrist or imaging 

validated to match diagnosis

from these photos during the

reporting year, or during the

prior year, if patient is at low

risk* for retinopathy

*Patient is considered low risk if
the following criterion is met: has
no evidence of retinopathy in the
prior year

26. Dilated retinal eye exam

performed by an ophthalmolo-

gist or optometrist, per patient

27. Seven standard field 

stereoscopic photos with 

interpretation performed by an

ophthalmologist or optometrist

or imaging validated to match

diagnosis from these photos,

per patient

28. Percentage of patients

receiving a dilated retinal eye

exam by an ophthalmologist 

or optometrist, per patient

population

29. Percentage of patients

receiving seven standard field

stereoscopic photos with 

interpretation by an ophthal-

mologist or optometrist or

imaging validated to match

diagnosis from these photos,

per patient population

The low-risk criteria have been revised. Two criteria have been deleted: 1) patient not taking insulin and 

2) patient has an A1c <8.0%. The Alliance believes that it is appropriate to limit the low-risk criteria for

annual eye examinations only to those patients who had no evidence of retinopathy in the prior year.

The measures for quality improvement and public reporting have been revised to further define which 

funduscopic photo test should be performed. In addition, an imaging system that has been validated to

match the diagnosis from the photos is an acceptable alternative. 17,18,19,20 Ophthalmologists and

optometrists should provide a report back to the provider after each eye exam or funduscopic imaging.

The eye report should include the level of diabetic retinopathy, the next recommended follow-up evaluation,

and the specific medical eye management plan.

AACE/ACE, ADA, and the American Academy of Ophthalmology (AAO) recommend that a dilated eye 

examination be performed on patients with diabetes during an initial assessment and at least annually

thereafter.4,16,21

AACE/ACE recommends that the annual eye examination be performed as part of a retinal module.

The module includes a test of visual acuity (Snellen chart); funduscopic examination and intraocular 

pressure test. AACE/ACE recommends that diabetic patients should be under the care of an ophthalmologist

experienced in the management of diabetic retinopathy. AACE/ACE further believes that a dilated eye exam

should be done only by an MD/DO.4

ADA recommends that patients with type 1 diabetes have an initial dilated and comprehensive eye 

examination by an ophthalmologist or optometrist within three to five years after the onset of diabetes. In

general, evaluation for diabetic eye disease is not necessary before 10 years of age. However, some evidence

suggests that the prepubertal duration of diabetes may be important in the development of microvascular

complications; therefore, clinical judgment should be used when applying these recommendations to 

individual patients. Type of evidence: B 6,16

Patients with type 2 diabetes should have an initial dilated and comprehensive eye examination by an 

ophthalmologist or optometrist shortly after diabetes diagnosis. Type of evidence: B 6,16

Subsequent examinations for type 1 and type 2 diabetic patients should be repeated annually by an 

ophthalmologist or optometrist who is knowledgeable and experienced in diagnosing the presence of 

diabetic retinopathy and is aware of its management. Examination will be required more frequently if

retinopathy is progressing. This follow-up interval is recommended, recognizing that there are limited data

addressing this issue. Type of evidence: B 6,16

Seven standard field stereoscopic 30° fundus photography is an accepted method for examining diabetic

retinopathy.16

AAO recommends that diabetic patients should be under the care of an ophthalmologist experienced in 

the management of diabetic retinopathy. Ophthalmologists with specialized knowledge and experience in

managing the disease are best able to detect and treat serious disease. Stereoscopic photographs offer an

advantage over non-stereoscopic photographs, and the traditional “seven stereo fields” provide the most

complete coverage.21
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Measure Clinical Rationale and Associated Guidelines

EYE EXAMINATION (continued)
Retinopathy poses a serious threat to vision. The prevalence of retinopathy is strongly related to the duration of diabetes.

Treatment modalities exist that can prevent or delay diabetic retinopathy.16

8. Percentage of eligible

patients receiving at least 

one foot exam, defined in any

manner

30. At least one complete 

foot exam received (visual

inspection, sensory exam with

monofilament, and pulse

exam), per patient

31. Percentage of eligible

patients receiving at least one

complete foot exam (visual

inspection, sensory exam with

monofilament, and pulse

exam), per patient population

AGS recommends that dilated eye examinations be performed every two years at a minimum, and more

often if there are additional risk factors for diabetic eye disease or evidence of age-related eye disease.7

The American Optometric Association recommends eye examinations to determine the level of diabetic

retinopathy as follows (individual situations and level of eye disease may suggest more frequent eye 

examinations): 4

n patients age 29 years or younger (generally type 1 diabetes): within three to five years after diagnosis 

of diabetes once a person is age 10 years or older, and annually thereafter

n patients age 30 years or older (generally type 2 diabetes): at the time of diagnosis, and annually 

thereafter

n pregnancy in pre-existing diabetes: prior to conception and during the first trimester, with follow-up

evaluation during pregnancy based on findings of the first trimester examination and six to eight weeks

postpartum.22

AACE/ACE and ADA recommend that a foot examination (visual inspection, sensory exam, and pulse exam)

be performed during an initial assessment. 4,23

AACE/ACE recommends that a foot examination be a part of every follow-up assessment visit, which 

should occur quarterly. ADA recommends that all individuals with diabetes should receive an annual foot

examination to identify high-risk foot conditions. Type of evidence: E 6 This examination should include

assessment of protective sensation, foot structure and biomechanics, vascular status, and skin integrity.23

Perform a visual inspection of the patient’s feet at each routine visit. Type of evidence E 6,23 The foot 

examination can be accomplished in a primary care setting and should include the use of a Semmes-

Weinstein monofilament, tuning fork, palpation, and a visual examination. Type of evidence: B 6,23

ADA recommends that people with one or more high-risk foot conditions should be evaluated more 

frequently for the development of additional risk factors. People with neuropathy should have a visual

inspection of their feet at every contact with a healthcare professional.23

FOOT EXAMINATION
Persons with diabetes are at increased risk for foot ulcers and amputations. Annual, thorough foot examinations and 

management of risk factors can prevent or delay adverse outcomes.23
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Measure Clinical Rationale and Associated Guidelines

BLOOD PRESSURE MANAGEMENT
Intensive control of blood pressure in patients with diabetes reduces diabetes complications, diabetes-related deaths, strokes,

heart failure, and microvascular complications.24

9. Percentage of patients with

most recent blood pressure

<140/80 mm Hg

32. Distribution of most recent

blood pressure values by range,

per patient population

Systolic (mm Hg): <120,

120-129, 130-139, 140-149,

150-159, 160-169, 170-179,

≥180, undocumented

Diastolic (mm Hg): <75,

75-79, 80-89, 90-99, 100-109,

≥110, undocumented

32. Most recent systolic 

and diastolic blood pressure

reading, per patient

The diastolic value was reduced from 90 mm Hg to 80 mm Hg. The systolic value is unchanged from 140 mm

Hg for two reasons. First, because the measure’s intended purpose is public reporting, the Alliance has 

chosen to keep the systolic value where the evidence remains strongest (i.e., based on randomized control

trials). Second, there are many valid reasons  why an individual patient may not achieve or where it would

not be safe to attempt a target systolic <130 mm Hg. Because this measure is not yet able to account for

case mix, the Alliance believes it is not appropriate to have as an accountability measure a blood pressure

<130/80 mm Hg.

Measures are not clinical recommendations. Measures are derived from clinical recommendations and 

must account for differences in individual patient conditions and preferences, feasibility of data collection,

actionability by user, compliance, case mix, etc.

In particular, the Alliance believes that publicly reported measures of patient outcomes that are not 

reasonably within the control of the provider must be appropriately adjusted in order to accurately reflect

the provider’s performance. Failing to adequately adjust for these variables may yield misleading results 

and unfairly represent providers serving patients with greater clinical needs. Due to these issues, the level 

of performance used in this measure is not identical to the ideal clinical goals recommended in professional

practice guidelines, although providers should aim to achieve the highest levels of quality and reach 

established clinical goals, as appropriate.

ACP recommends that clinicians aim for a target blood pressure of no more than 135/80 mm Hg for their

patients with diabetes. Thiazide diuretics or ACE inhibitors can be used as first-line agents for blood pressure

control in most patients with diabetes.25

ADA recommends that patients with diabetes should be treated to a diastolic blood pressure <80 mm Hg.

Type of evidence: A6,26 Patients with diabetes should be treated to a systolic blood pressure of <130 mm Hg.

Type of evidence: B 6,26 All patients with diabetes and hypertension should be treated with a regimen that

includes either an ACE inhibitor or an ARB. If one class is not tolerated, the other should be substituted. If

needed to achieve blood pressure targets, a thiazide diuretic should be added. Type of evidence: E 6,26

Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure VII

(JNC VII)27 recommends that in patients with hypertension and diabetes or renal disease, the blood pressure

goal is <130/80 mmHg.

AACE/ACE recommends that a blood pressure determination during the initial evaluation, including 

orthostatic evaluation, be included in the initial and every interim physical examination.6

ADA recommends that blood pressure be measured at every routine diabetes visit. Patients found to have

systolic blood pressure ≥130 mmHg or diastolic ≥80 mmHg should have blood pressure confirmed on a 

separate day. Orthostatic measurement of blood pressure should be performed to assess for the presence 

of autonomic neuropathy. Type of evidence: E 6,26

JNC Vll 27 recommends that measurement of blood pressure in the standing position is indicated periodically,

especially in those at risk for postural hypotension. At least two measurements should be made and the

average recorded. After blood pressure is at goal and stable, follow-up visits can usually be at three- to 

six-month intervals. Comorbidities such as heart failure, associated diseases such as diabetes, and the need

for laboratory tests influence the frequency of visits.

NKF recommends that all individuals should be evaluated during health encounters to determine whether

they are at increased risk of having or of developing chronic kidney disease. This evaluation of risk factors

should include blood pressure measurement.15
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ASPIRIN USE
Daily low-dose aspirin therapy is important for both primary and secondary prevention of cerebral and cardiac events.4

Aspirin has been used as a primary and secondary therapy to prevent cardiovascular events in diabetic individuals.5

34. Patient receiving aspirin

therapy (dose ≥75 mg),

per patient

35. Percentage of patients

receiving aspirin therapy 

(dose ≥75 mg), per patient

population

The Alliance believes this measure remains appropriate only for quality improvement purposes because:

1) The data needed for this measure are often not readily available from claims data.

2) Abstraction from the medical record cannot be considered reliable for this aspect of care in part because

this drug is available over the counter and often is not recorded.

AACE/ACE recommends that optimal care of the diabetic patient include the use of antiplatelet therapy 

for prevention of vascular events. Prevention of vascular events by the antiplatelet effect of daily low-dose

aspirin (as low as 30mg/day) has been well established. Daily low-dose aspirin therapy is important for 

both primary and secondary prevention of cerebral and cardiac events.4

ADA recommends aspirin therapy as a secondary prevention strategy in diabetic men and women who 

have evidence of large vessel disease.This includes diabetic men and women with a history of myocardial

infarction, vascular bypass procedure, stroke or transient ischemic attack, peripheral vascular disease,

claudication, and/or angina. 28

Consider beginning aspirin therapy (75-325 mg/day) for primary prevention in patients ≥40 years of age

with diabetes and one or more other cardiovascular risk factors.Type of evidence: A 5,6

Use aspirin therapy (75-325mg/day) in all adult patients with diabetes and macrovascular disease. Type of

evidence: A 5,6,28

Do not use aspirin in patients <21 years of age because of the increased risk of Reye’s syndrome. Type of 

evidence: A 6,28

People with aspirin allergy, bleeding tendency, anticoagulant therapy, recent gastrointestinal bleeding, and

clinically active hepatic disease are not candidates for aspirin therapy.28

ADA recommends aspirin therapy as a primary prevention in high-risk men and women with type 1 or type

2 diabetes. This includes  family history of coronary heart disease, cigarette smoking, hypertension, obesity

(>120% desirable weight), BMI >27.3kg/m2 in women, >27.8kg/m2 in men, albuminuria (micro or macro),

lipids: cholesterol >200mg.dl, LDL ≥100m.dl, HDL <45mg/dl in men and <55 in women, age >30 years.28
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COMPLICATION-RELATED ADMISSIONS—COMMUNITY LEVEL
Patients with diabetes may be hospitalized for diabetic complications if their conditions are not adequately monitored or if they 

do not receive the patient education needed for appropriate self-management.29

36. Admissions for 

uncontrolled diabetes or 

short-term complications 

per 100,000 population

37. Admissions for diabetes

long-term complications per

100,000 population

Short-term diabetic emergencies arise from the imbalance of glucose and insulin, which can result from

deviations in proper care, misadministration of insulin, or failure to follow a proper diet. High-quality 

outpatient management of patients with diabetes has been shown to lead to reductions in almost all 

types of serious avoidable hospitalizations. However, tight control may be associated with more episodes 

of hypoglycemia, which leads to more admissions.

Although risk adjustment with age and sex does not impact the relative or absolute performance of areas,

this indicator should be risk adjusted. Some areas may have higher rates of diabetes as a result of racial

composition and systematic differences in other risk factors. Areas with high rates of diabetic emergencies

may want to examine education practices, access to care, and other potential causes of non-compliance

when interpreting this indicator. Also, areas may consider examining the rates of hyperglycemic versus

hypoglycemic events when interpreting this indicator.

Studies of precipitating events of admission for diabetic emergencies often rely on self-report, which may 

be a biased measurement in and of itself. The results of one study showed that more than 60% of patients

with known and treated diabetes had made an error in insulin administration or had omitted insulin.30

In a potentially underserved population of urban African Americans, two-thirds of admissions were due to

cessation of insulin therapy—over half of the time for financial or other difficulties obtaining insulin.31

Bindman reported that an area’s self-rated access to care report explained 46% of the variance in admissions

for diabetes, although the analysis was not restricted to diabetic emergencies.32 Weissman found that unin-

sured patients had more than twice the risk of admission for diabetic ketoacidosis and coma than privately

insured patients.33

Hospital admission for uncontrolled diabetes is a Prevention Quality Indicator that would be of most interest

to comprehensive healthcare delivery systems. Healthy People 2010 has established a goal to reduce the

hospitalization rate for uncontrolled diabetes in persons 18-64 years of age from 7.2 per 10,000 population

to 5.4 per 10,000 population.34 Combining this indicator with the short-term diabetes indicator will result in

the Healthy People 2010 measure, except that this QI excludes transfers from another institution to reduce

double counting of cases. As a result, the rate for the Agency for Healthcare Research and Quality QI may be

minimally lower than the Healthy People 2010 indicator.

Long-term diabetes complications are thought to arise from sustained long-term poor control of diabetes.

Intensive treatment programs have been shown to decrease the incidence of long-term complications in

both type 1 and type 2 diabetes. It is unclear whether poor glycemic control arises from poor quality 

medical care, non-compliance of patients, lack of education, or access to care problems. Areas with high

rates may wish to examine these factors when interpreting this indicator.

Sociodemographic characteristics of the population, such as race, may bias the indicator, since Native

Americans and Hispanics/Latinos have higher rates of diabetes and poorer glycemic control. The importance

of these factors as they relate to admission rates is unknown. Risk adjustment for observable characteristics,

such as racial composition of the population, is recommended.

Several observational studies have linked improved glycemic control to substantially lower risks of 

developing complications in both type 1 and type 2 diabetes.35 Given that appropriate adherence to 

therapy and consistent monitoring of glycemic control help to prevent complications, high-quality 

outpatient care should lower long-term complication rates. However, adherence to guidelines aimed at

reducing complications (including eye and foot examinations and diabetic education) has been described 

as modest,36 with only one-third of patients receiving all essential services.37

Compliance of physicians and patients is essential to achieve good outcomes, and it seems likely that 

problems with both access to and quality of care, as well as patient compliance, may contribute to the 

occurrence of complications.
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COMPLICATION-RELATED ADMISSIONS—COMMUNITY LEVEL (continued)
Patients with diabetes may be hospitalized for diabetic complications if their conditions are not adequately monitored or if they 

do not receive the patient education needed for appropriate self-management.30

38. Admissions for lower-

extremity amputation among

patients with diabetes per

100,000 population

Lower-extremity amputation (LEA) affects up to 15% of all patients with diabetes in their lifetimes.38

A combination of factors may lead to this high rate of amputation, including minor trauma to the feet,

which is caused by loss of sensation and may lead to gangrene.39 Proper long-term glucose control,

diabetes education, and foot care are some of the interventions that can reduce the incidence of infection,

neuropathy, and microvascular diseases. Healthy People 2010 has set a goal of reducing the number of 

LEAs to 1.8 per 1,000 persons with diabetes.34

Studies have shown that LEA varies by age and sex, and age-sex risk adjustment affects moderately the 

relative performance of areas. Race may bias the indicator, since the rates of diabetes and poor glycemic 

control are higher among Native Americans and Hispanics/Latinos. However, results must be interpreted

with care when adjusting for race, because poor quality care may also vary systematically with racial 

composition.

In the United States, diabetes is the leading cause of non-traumatic amputations (approximately

57,000/year).40 Possible interventions include availability of foot clinics, wearing proper footwear, and proper

care of feet and foot ulcers.39 Several studies of intervention programs have noted a decrease in amputation

risk. One recent study noted a one-year post-intervention decrease of 79% in amputations in a low-income

African American population. Interventions included foot care education, assistance in finding properly 

fitting footwear, and prescription footwear.41 One observational study found that patients who receive no

outpatient diabetes education have a three-fold higher risk of amputation than those receiving care.42
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Appendix E

Commentary

THE NATIONAL QUALITY FORUM

I
n January 2005, the National Quality Forum (NQF) appointed the
Adult Diabetes Care Consensus Standard Maintenance Committee

(appendix D), whose purpose is to continually review the set of 
diabetes consensus standards to ensure that it is current and consistent
with the best medical evidence.1 The Committee’s essential role is to
make recommendations to NQF for the addition of new performance
measures (or other consensus standards, as relevant), the modification
of existing consensus standards, and/or the deletion of previously
endorsed consensus standards.

The Maintenance Committee held its first conference call in
February 2005 and recommended that a set of 57 public reporting and
quality improvement measures developed by the National Diabetes
Quality Improvement Alliance (the Alliance) and the Agency for
Healthcare Research and Quality (AHRQ) should be reviewed by NQF
Members and the public under the Consensus Development Process
(CDP). A second call was held following the review period in order for
the Committee to review and respond to comments received from
NQF Members and the public during the review phase. One of the
major issues raised during the comment period was whether NQF
should continue to endorse measures designed only for internal quality
improvement but that are not appropriate for public reporting purposes.
The existing NQF-endorsed™ diabetes set represented the only NQF-
endorsed consensus standards to date with measures endorsed only
for internal quality improvement. In revisiting this issue during the
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1 The initial set of diabetes consensus standards endorsed in 2002 was considered under expedited
consensus, based on the recommendation of the NQF Diabetes Measures Review Committee.
After the initial measure set is endorsed, a Maintenance Committee replaces the Review
Committee in reviewing and recommending updates to the set.



recent review period, some commenters
noted that it presented what they felt was a
conflict with their view of NQF’s primary
mission of focusing on standardized 
measures for accountability. Accordingly,
they recommended that only measures
suitable for public reporting be endorsed.
Several other commenters also noted that
the number of measures was too large, 
confusing, and burdensome, and they 
recommended that NQF pare the measure
set down to the areas of highest priority. 

The NQF Adult Diabetes Care Consensus
Standards Maintenance Committee dis-
cussed the issues raised during the comment
period at length. However, Committee
members recommended that all 57 measures
reviewed be voted upon by NQF Members.
In contrast, the NQF Standardizing
Measures of Ambulatory Care Steering
Committee recommended advancing only
measures for accountability, not quality-
improvement-only measures.2

Based on careful consideration of
Member/public comments, the Diabetes
Maintenance Committee’s discussion, 
and the discussions and the decisions of
the NQF Standardizing Measures of
Ambulatory Care Steering Committee, the
revised draft report sent to NQF Members
during the first round of voting for the
updated diabetes consensus standards
included the 10 public reporting measures
and excluded the 47 measures limited to

quality improvement and community-level
monitoring. In advancing the proposed
2005 diabetes set update, NQF was mind-
ful of the ambulatory care project and the
need to integrate the two projects sooner,
rather than later, as well as concerns raised
during the review period. Also in response
to these comments, NQF initiated an Ad
Hoc Advisory Committee on Performance
Measure Criteria for the purpose of broadly
recommending whether NQF should
endorse measures for various purposes
(i.e., public reporting and internal quality
improvement). This Committee would 
consider what criteria could be used to
determine whether measures are suitable
for a given purpose—for the diabetes 
project and for all other NQF projects. 

NQF Members voted overwhelmingly 
to approve the 10 public reporting meas-
ures during the first round of voting. The
Board of Directors endorsed 9 of those 10
measures, deferring measure #10 (smoking
assessment) for reconsideration because 
it appeared to be redundant with other
smoking cessation measures—which
would also apply to adults with diabetes—
that were being reviewed at the same time
as part of the ambulatory care project. 

With the support of Board members 
representing all four Member Councils, the
Board also voted to forward an additional
37 quality improvement measures3 to 
NQF Members for voting, in response to
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2Although these ambulatory measures address the same setting of care as the diabetes set, NQF considered the diabetes 
measures under a separate process, since the diabetes set reflects an update of existing NQF-endorsed consensus standards.
During Phase 3 of the NQF ambulatory care project, the initial set of ambulatory care measures will be expanded and refined,
at which point the diabetes measures will merge with the other ambulatory care measures for review under a single process.
3 Although 47 quality improvement measures were initially reviewed by NQF Members and recommended for voting, the 
measure developer requested that 10 of these measures be withheld from voting, citing the need for additional refinement and 
testing, leaving 37 quality improvement measures to be voted upon.



comments received during the first round
of voting that additional measures were
needed in order for providers and health
plans to engage in quality improvement
activities. These 37 measures and a revised
recommendation describing the various
purposes of the measures were sent to
NQF Members for a first round of voting
in June 2005; they were approved by only
three of four Member Councils in the first
round. After a second round of voting,
three of four Member Councils approved
all items; one Council had a tie vote for 
all items. 

The NQF Board endorsed 29 of the 37
measures and the revised recommendation
and deferred 8 of the internal quality
improvement measures related to smoking
cessation and influenza immunization 
due to redundancy and conflicts with 
the proposed measures being considered
under NQF’s ambulatory care project.
Measures for these priority areas relevant
to all patients, including adults with 
diabetes, will be addressed during a 
later phase of the ambulatory care project. 
The final set endorsed in the 2005 update
contained 38 measures composed of 9 for
public accountability, 26 for internal quality
improvement, and 3 for community-level
monitoring. 

Other comments submitted during the
review and voting periods are summarized
below.

Alliance Measures Excluded 

from 2005 Update

A
lthough the existing NQF-endorsed 
set of measures was identical to the

Alliance’s set of measures at the time of 
the NQF endorsement, the 2005 update to
NQF’s set excludes 19 Alliance measures
for a few important reasons. The measure 
development entity, the American Medical
Association (AMA), requested that 10 
quality improvement measures be with-
drawn from consideration after they had
been reviewed by NQF Members and the
public under the CDP, citing the need for
additional refinements to the measures
prior to NQF endorsement. The 10 Alliance-
approved internal quality improvement
measures withdrawn at the AMA’s request
were:

n Patient who is not on an angiotensin-
converting enzyme (ACE) inhibitor or
angiotensin-receptor blocker (ARB) and
was screened for microalbuminuria, 
per patient.

n Patient who is on an ACE inhibitor or
ARB and was screened for microalbu-
minuria, per patient.

n Percentage of patients who are on an
ACE inhibitor or ARB and were screened
for microalbuminuria, per patient 
population.

n Percentage of patients who are not on an
ACE inhibitor or ARB and were screened
for microalbuminuria, per patient 
population.

n Patient is receiving three or more anti-
hypertensive medications, per patient.

n Percentage of patients who are receiving
three or more antihypertensive medica-
tions, per patient population.
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n Woman of child-bearing potential who
received prepregnancy counseling with
respect to diabetes care in preventing
complications in the last two years, 
per patient.

n Woman of child-bearing potential who
was counseled on family planning or is
receiving contraception in the last two
years, per patient.

n Percentage of women of child-bearing
potential who received prepregnancy
counseling with respect to diabetes care
in preventing complications in the last
two years, per patient population.

n Percentage of women of child-bearing
potential who were counseled on 
family planning or are receiving 
contraception in the last two years, 
per patient population.

An additional nine Alliance-approved
measures for public reporting and internal
quality improvement were deferred by the
NQF Board for consideration during a later
phase of the ambulatory care project to
avoid having several different measures in
the same topic area addressing the same
population. These measures were:

n Percent of patients who received an
influenza immunization during the 
recommended calendar period, 
per patient population.

n Percent of patients who received an
influenza immunization or refused
influenza immunization during the 
recommended calendar period, 
per patient population.

n Influenza immunization status, 
per patient.

n Percentage of patients whose smoking
status was ascertained and documented
annually, per patient.

n Patient assessed for smoking status, 
per patient.

n Patient identified as a smoker was 
recommended or offered counseling or
pharmacologic therapy, per patient.

n Percentage of patients assessed for
smoking status, per patient population.

n Percentage of patients who are smokers,
per patient population.

n Percentage of smokers who were 
recommended or offered an intervention
for smoking cessation, per patient 
population.

Burden and Purpose of 

Endorsed Measures

A
substantial number of commenters
asserted that the burden of collecting, 

analyzing, and reporting data for the 
measures was too high. Commenters also
questioned whether it was appropriate for
NQF to endorse measures designed only
for internal quality improvement, given
their view that the primary mission of
NQF is to promote external accountability
and considering that no other NQF-
endorsed consensus standards have been
excluded from this purpose. Accordingly,
they recommended that only measures
suitable for public reporting should be 
pursued as consensus standards.

Committee members noted that the large
number of measures has become an issue
as the number of NQF-endorsed measures
increases, but several individuals stated
that the data collection burden should be
the same even if only the public reporting
measures are collected, since the same data
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elements will need to be collected and it is
the analysis/reporting strategy that differs.
Committee members recommended that
NQF forward all 57 quality improvement
and public reporting measures to NQF
Members for voting in the CDP, instead 
of only the public reporting measures, for 
a number of additional reasons. These
include encouraging providers to engage in
more comprehensive quality improvement
than would be possible with the limited
information in the public reporting meas-
ure set and allowing others more flexibility
in picking which measures are best suited
for their needs. Committee members noted
that providers would not be expected 
to use all measures, and that additional
guidance should be developed to describe
how the quality improvement measures
should be used. 

Repetition of Measures

C
ommenters noted that many measures
appear to be redundant—for example, 

the same measure appears in the public
reporting and quality improvement-only
sets. They also noted the use of identical
measures with only “per patient” and 
“per patient population” distinctions.
Committee members responded that the
public reporting set is more parsimonious
and that confusion may be resulting from
the format of the table containing the
measures; they suggested that the table
should be modified to address these 
comments. 

Designed Use

S
ome commenters called for more 
consideration involving broader uses 

of the measures, beyond internal quality
improvement for providers/health plans,
for example. A few individuals also noted
that the public reporting measures could
also be used to drive internal quality
improvement efforts. Committee members
responded that the measures’ stated pur-
poses are based on whether they have been
validated for such use—that is, because the
AHRQ community-level measures were not
validated for use in health plans, they
should not be used at the health plan level. 

Some commenters also questioned why
measures that appeared to be appropriate
for public reporting were restricted for 
use in the quality improvement set (e.g.,
influenza immunization). Committee 
members commented that the public
reporting measures, which were developed/
maintained by the National Committee for
Quality Assurance (NCQA), are designed
around electronic data collection to ensure
greater feasibility and to ease implementa-
tion. Measures that could be useful in pub-
lic reporting, but that had lower feasibility
due to data collection burden, were limited
to the quality improvement-only set.

Data Analysis

Q
uestions were raised about how to 
analyze data, given that a standardized

approach to sampling, trend analysis, and
reporting period is needed for reliable and
valid comparisons across providers. The
Committee felt that the data analysis
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should be statistically sound and standard-
ized within a specific initiative or use 
(e.g., for HEDIS® health plan analysis), 
but that this strategy will differ based on
the use of the measures. It suggested that
greater specificity should not be added
because it would limit the measures’
adaptability and use. Appendix B of this
report was revised to reflect the Committee’s
position and provide additional guidance
around how data analysis should be 
conducted. This is an implementation 
issue that merits greater examination and
that also will be examined in the context 
of the full ambulatory care set. 

Guideline Versus Public

Reporting Measure Discrepancies

N
umerous commenters noted that 
the public reporting measures do 

not reflect ideal levels of care, and they 
recommended additional language that
would more clearly convey the rationale
and distinction between clinical guidelines
and performance measures (e.g., due to
lack of case-mix adjustment). Other 
commenters stated that more aggressive
measurement targets were needed to 
motivate providers to reach ideal treatment
levels and that public reporting measures
should mirror clinical guidelines in order
to promote higher-quality care. The
Committee recommended amending the
report text to emphasize the distinction;
Committee members also noted that the
Alliance is working to develop measures
that can adequately case mix for use in
public reporting, particularly for A1c levels.

Measure Modifications/

Specifications

A
number of specific changes were 
proposed to existing measures by com-

menters. As with other sets, the proposed
specification changes will be forwarded to
the Alliance, NCQA, AMA, and AHRQ.
Those comments calling for clarification
but no changes to the actual specifications
were addressed in the report and relevant
appendixes. Of note, Committee members
also commented that a number of proposed
changes would make data very difficult or
impossible to reliably collect—for example,
whether patients had type 1 or 2 diabetes,
or juvenile-onset diabetes; whether contin-
uous care had been provided for at least six
months; and whether patients were termi-
nally ill or had other major comorbidities
for exclusion from the measures.

Deleted Measurement Areas

S
ome commenters noted that the utiliza-
tion measures proposed for deletion

(e.g., office visits, number of lipid profiles)
may be useful to providers for internal
quality improvement and assessment of
utilization and adequacy of follow-up
efforts, and they should not be deleted.
Committee members responded that the
utilization measures were deleted because
they were confusing, difficult to interpret
and act upon, and overall not deemed to
be of high priority or useful in supporting
quality improvement efforts. Because all 
of the deleted utilization measures were
designed for internal quality improvement
only, however, no action was necessary.
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New Measurement Areas

C
ommenters suggested a variety of 
additional measurement areas for addi-

tion to the set, such as self-management,
obesity, prediabetes prevention and 
management, care of hospitalized patients,
and cardiovascular disease risk manage-
ment. Committee members recommended
forwarding these comments to the Alliance
for consideration in its future measure
development work. Some individuals
noted that the Alliance has discussed the
feasibility of adding measures in other
areas such as those that were recommended.
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AACE American Association of Clinical Endocrinologists
AAO American Academy of Ophthalmology
ACE American College of Endocrinology

ACE inhibitor Angiotensin-converting enzyme inhibitor
ACP American College of Physicians

ADA American Diabetes Association 
AGS American Geriatrics Society

AHRQ Agency for Healthcare Research and Quality
AMA American Medical Association
ARB Angiotensin receptor blocker
CDP Consensus Development Process
CHD Coronary heart disease
CMS Centers for Medicare and Medicaid Services 

DQIP Diabetes Quality Improvement Project
EHRS Electronic Health Record System 

EPC Evidence-based Practice Center
ESRD End-stage renal disease

HDL-C High-density lipoprotein cholesterol
JCAHO Joint Commission on Accreditation of Healthcare 

Organizations
JNC VII Joint National Committee on Prevention, Detection, 

Evaluation, and Treatment of High Blood Pressure
(seventh report)

LDL-C Low-density lipoprotein cholesterol
LEA Lower-extremity amputation

NCEP National Cholesterol Education Program
NCQA National Committee for Quality Assurance

NKF National Kidney Foundation
NQF National Quality Forum
PQIs Prevention Quality Indicators
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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 Industrial 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 for Professionals in

Infection Control and Epidemiology
Association of Professors of Medicine
Aurora Health Care
Bayhealth Medical Center
Baylor Health Care System

G-1

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

Appendix G

Members and Board of Directors



Beacon Health Strategies
Beverly Enterprises
BJC HealthCare
Blue Cross and Blue Shield Association
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
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Vanguard Health Management
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
National Association of State Medicaid Directors
National Business Coalition on Health
National Business Group on Health
New Jersey Health Care Quality Institute
Office of Personnel Management
Pacific Business Group on Health
Schaller Anderson
South Central Michigan Health Alliance
Washington State Health Care Authority

RESEARCH AND QUALITY IMPROVEMENT COUNCIL
AAAHC-Institute for Quality Improvement
ACC/AHA Task Force on Performance Measures
ACS/MIDAS+
Agency for Healthcare Research and Quality
AI Insight
American Academy of Nursing
American Association of Colleges of Nursing
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

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
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
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
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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
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, Chair Emeritus)1

President Emeritus
Henry Ford Health System
Detroit, MI

William L. Roper, MD, MPH (Chair-Elect, Chair)2

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, MBA3

Secretary
Florida Department of Health
Tallahassee, FL

Joel Allison4

President and Chief Executive Officer
Baylor Health Care System
Dallas, TX

Harris A. Berman, MD5

Dean
Public Health and Professional Degree Programs
Tufts University School of Medicine
Boston, MA

Dan G. Blair6

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

Janet M. Corrigan, PhD, MBA7

President and Chief Executive Officer
National Quality Forum
Washington, DC

Nancy-Ann Min DeParle, Esq.
Senior Advisor
JPMorgan Partners
Washington, DC
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David R. Gifford, MD, MPH8

Director of Health
Rhode Island Department of Health
Providence, RI

William E. Golden, MD9

Immediate Past President
American Health Quality Association
Washington, DC

Lisa I. Iezzoni, MD10

Professor of Medicine
Harvard Medical School
Boston, MA

Kay Coles James11

Director
Office of Personnel Management
Washington, DC

Jeffrey Kang, MD, MPH12

Chief Medical Officer
CIGNA
Hartford, CT

Kenneth W. Kizer, MD, MPH13

President and Chief Executive Officer
National Quality Forum
Washington, DC

Michael J. Kussman, MD, MS, Brig. Gen. 
(US Army Ret.)14

Acting Under Secretary for Health
Veterans Health Administration
Washington, DC

Norma M. Lang, PhD, RN
Wisconsin Regent Distinguished Professor 

and Aurora Professor of Healthcare Quality 
and Informatics

University of Wisconsin-Milwaukee
Milwaukee, WI

Peter V. Lee, JD15

Chief Executive Officer
Pacific Business Group on Health
San Francisco, CA

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

Bruce McWhinney, PharmD16

Senior Vice President, Corporate Clinical Affairs
Cardinal Health
Dublin, OH

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

Janet Olszewski17

Director
Michigan Department of Community Health
Lansing, MI

Paul H. O’Neill
Pittsburgh, PA

Jonathan B. Perlin, MD, PhD, MSHA18

Under Secretary for Health
Veterans Health Administration 
Department of Veterans Affairs
Washington, DC

Christopher J. Queram19

Chief Executive Officer
Employer Health Care Alliance Cooperative
Madison, WI

Jeffrey B. Rich, MD20

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

Andrew Webber21

President and Chief Executive Officer
National Business Coalition on Health
Washington, DC

Marina L. Weiss, PhD
Senior Vice President for Public Policy and

Government Affairs
March of Dimes
Washington, DC

NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR ADULT DIABETES CARE: 2005 UPDATE G-5



Dale Whitney22

Corporate Health Care Director
UPS
Atlanta, GA

Liaison Members

Clyde J. Behney23

Deputy Executive Officer
Institute of Medicine
Washington, DC

David J. Brailer, MD, PhD24

National Coordinator for Health Information
Technology

Department of Health and Human Services
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

Curt Selquist25

Company Group Chairman and Worldwide
Franchise Chairman

Johnson & Johnson
Piscataway, NJ

Elias A. Zerhouni, MD
Director
National Institutes of Health
Bethesda, MD
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2 Appointed to the Board of Directors and named 
Chair-Elect in May 2005; became Chair in January 2006

3 Through September 2005
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5 Through December 2005
6 Since February 2005
7 NQF President and CEO since February 2006; also was

Liaison Member representing the Institute of Medicine
through May 2005

8 Since March 2006
9 Through December 2004
10 Through February 2005
11 Through January 2005
12 Since February 2006
13 NQF President and CEO through November 2005
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15 Since February 2006
16 Since March 2006
17 Since January 2005
18 October 2005 to August 2006
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20 Since January 2005
21 Since October 2005
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23 Since August 2005
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THE NATIONAL QUALITY FORUM

T
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-endorsedTM

products have special legal standing as voluntary consensus standards.
The primary participants in the NQF CDP are NQF member organiza-
tions, which include:

n consumer and patient groups;

n healthcare purchasers;

n healthcare providers, professionals, and health plans; and

n 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 NQF. 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.
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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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