Measures Definition Coronary Artery Disease (CAD) 

CAD-1: Antiplatelet Therapy 
Description: Percentage of patients with CAD who were prescribed antiplatelet therapy 

Source of Measure: CMS/AMA Physician Consortium/ACC/AHA 

Clinical Recommendation(s)/Rationale: Routine use of aspirin is recommended in the absence of contraindications. If contraindications exist other antiplatelet therapies may be substituted.
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with CAD > 18 years of age 

• Excluded population: Medical reasons 
· Patients with one or more contraindications for not prescribing aspirin/clopidogrel 

·  Active bleeding in the previous six months which required hospitalization(s) or transfusion(s) 

· Aspirin/clopidogrel allergy/intolerance Other reason documented by the practitioner for not prescribing aspirin/clopidogrel 

· Patients prescribed ticlopidine or dipyridamole 

• Excluded population: Patient reasons* 
· Exclusions only applied if the patient did not receive antiplatelet therapy 

Numerator Statement: Patients who were prescribed aspirin or clopidogrel therapy 

Selected References: 
1. Gibbons RF, Abrams J, Chatterjee K, Daley J, Deedwania PC, Douglas JS, Ferguson TB Jr., Fihn SD, Fraker TD Jr., Gardin JM, O’Rourke RA, Pasternak RC, Williams SV. ACC/AHA 2002 guideline update for the management of patients with chronic stable angina: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines (Committee to Update the 1999 Guidelines for the Management of Patients with Chronic Stable Angina). 2002. 

2. Braunwald E., Antman EM, Beasley JW, Califf RM, Cheitlin MD, Hochman JS, Jones RH, Kereiakes D, Kupersmith J, Levin TN, Papine CJ, Schaeffer JW, Smith EE III, Steward DE, Theroux P. ACC/AHA 2002 guideline update for the management of patients with unstable angina and non-ST-segment elevation myocardial infarction: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines (Committee on the Management of Patients With Unstable Angina). 2002. 
3. Ryan RJ, Antman EM, Brooks NH, et al. 1999 update: ACC/AHA guidelines for the management of patients with acute myocardial infarction. A report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines (Committee on Management of Acute Myocardial Infarction). J AM Coll Cardiol. 1999; 34:890-911. 
4. Eagle KA, Guyton RA, Davidoff R, et al. ACC/AHA guidelines for coronary artery bypass graft surgery: A report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines (Committee to Revise the 1991 Guidelines for Coronary Artery Bypass Graft Surgery). J AM Coll Cardiol. 1999; 34:1262-1347. 

CAD-2: Drug Therapy for Lowering LDL Cholesterol 

Description: Percentage of patients with CAD who were prescribed a lipid-lowering therapy (based on current ATP III guidelines) 

Source of Measure: CMS/AMA Physician Consortium/ACC/AHA 

Clinical Recommendation(s)/Rationale: The LDL-C treatment goal is <100 mg/dl. Persons with established coronary heart disease (CHD) who have a baseline LDL-C ≥ 130 mg/dl should be started on a cholesterol-lowering drug simultaneously with therapeutic lifestyle changes and control of nonlipid risk factors.

 Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with CAD > 18 years of age and LDL-C ≥ 130 mg/dl 

• Excluded population: Medical reasons
· Contraindications including liver disease and pregnancy

· Terminal illness 
· Other reason documented by the practitioner for not prescribing lipid-lowering therapy 
• Excluded population: Patient reasons

· Exclusions only applied if the patient did not receive lipid-lowering therapy 

Numerator Statement: Patients who were prescribed a lipid-lowering therapy 

Selected References: 

1. National Heart, Lung, and Blood Institute. National Cholesterol Education Program (NCEP). Third report of the NCEP on detection, evaluation, and treatment of high blood cholesterol in adults (Adult Treatment Panel III). NIH Publication No. 01-3305.2001. 

CAD-3: Beta-Blocker Therapy-Prior Myocardial Infarction (MI) 

Description: Percentage of CAD patients with prior MI who were prescribed beta-blocker therapy 

Source of Measure: AMA Physician Consortium/ACC/AHA 

Clinical recommendation(s)/Rationale: Beta-blocker therapy is recommended for all patients with prior MI in the absence of contradictions.

 Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with CAD > 18 years of age who also have prior MI 

• Excluded population: Medical reasons
· Documentation of bradycardia < 50 bpm (without beta-blocker therapy) on two consecutive readings, history of Class IV (congestive) heart failure, history of second or third-degree atrioventricular (AV) block without permanent pacemaker 

· Other reason documented by the practitioner for not prescribing beta-blocker therapy 

• Excluded population: Patient reasons

· Exclusions only applied if the patient did not receive beta-blocker therapy 

Numerator statement: Patients who were prescribed beta-blocker therapy 

Selected References: 

1. Gibbons RF, Abrams J, Chatterjee K, Daley J, Deedwania PC, Douglas JS, Ferguson TB Jr., Fihn SD, Fraker TD Jr., Gardin JM, O’Rourke RA, Pasternak RC, Williams SV. ACC/AHA 2002 guideline update for the management of patients with chronic stable angina: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines (Committee to Update the 1999 Guidelines for the Management of Patients with Chronic Stable Angina). 2002. 

2. Braunwald E., Antman EM, Beasley JW, Califf RM, Cheitlin MD, Hochman JS, Jones RH, Kereiakes D, Kupersmith J, Levin TN, Papine CJ, Schaeffer JW, Smith EE III, Steward DE, Theroux P. ACC/AHA 2002 guideline update for the management of patients with unstable angina and non-ST-segment elevation myocardial infarction: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines (Committee on the Management of Patients With Unstable Angina). 2002
3. Ryan RJ, Antman EM, Brooks NH, et al. 1999 update: ACC/AHA guidelines for the management of patients with acute myocardial infarction. A report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines (Committee on Management of Acute Myocardial Infarction). J AM Coll Cardiol. 1999;34:890-911. 

CAD-4: Blood Pressure 

Description: Percentage of patients who had a blood pressure measurement during the last office visit 

Source of Measure: AMA Physician Consortium/ACC/AHA 

Clinical Recommendation(s)/Rationale:  A blood pressure reading is recommended at every visit.1 Recommended blood pressure management targets are < 130 mm Hg systolic and < 85 mm Hg diastolic in patients with CAD and coexisting conditions (e.g., diabetes, heart failure, or renal failure) and < 140/90 mm Hg in patients with CAD and no coexisting conditions. 

Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with CAD ≥ 18 years of age 

• Excluded population: Medical Reasons
· None 

• Excluded population: Patient reasons

· Exclusions only applied if no blood pressure measurement during the last office visit 

Numerator Statement: Patients who had a blood pressure measurement during the last office visit 

Selected References: 

1.  National Heart, Lung, and Blood Institute. National High Blood Pressure Education Program. The sixth report of the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure. NIH Publication No. 98-4080. 1997. 

2. Gibbons, RJ, Chatterjee K, Daley J, et al. American College of Cardiology/American Heart Association/American College of Physicians-American Society of Internal Medicine guidelines for the management of patients with chronic stable angina: A report of the American College of Cardiology/American Heart Association task force on practice guidelines (Committee on the Management of Patients with Chronic Stable Angina). J Am Coll Cardiol. 1999; 33:2092-2197. 

CAD-5: Lipid Profile 

Description: Percentage of patients receiving at least one lipid profile during the reporting year 

Source of Measure: AMA Physician Consortium/ACC/AHA 

Clinical Recommendation(s)/Rationale: A lipid profile is recommended and should include total cholesterol, high-density lipoprotein cholesterol (HDL-C), low-density lipoprotein cholesterol (LDL-C), and triglycerides. 1,2 

Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with CAD ≥ 18 years of age 

• Excluded population: Medical Reasons

· Other reason documented by the practitioner for not obtaining at least one lipid profile 

• Excluded population: Patient reasons

· Exclusions only applied if at least one lipid profile (or ALL component tests) was not obtained 

Numerator Statement: Patients who received at least one lipid profile (or ALL component tests) during the measurement period

Selected References: 

1. Gibbons, RJ, Chatterjee K, Daley J, et al. American College of Cardiology/American Heart Association/American College of Physicians-American Society of Internal Medicine guidelines for the management of patients with chronic stable angina: A report of the American College of Cardiology/American Heart Association task force on practice guidelines (Committee on the Management of Patients with Chronic Stable Angina). J Am Coll Cardiol. 1999; 33:2092-2197. 

2. Ryan RJ, Antman EM, Brooks NH, et al. 1999 update: ACC/AHA guidelines for the management of patients with acute myocardial infarction. A report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines (Committee on Management of Acute Myocardial Infarction). J AM Coll Cardiol. 1999;34:890-911. 

CAD-6: LDL Cholesterol Level 

Description: Percentage of patients with most recent LDL cholesterol < 130 mg/dl 

Source of Measure: CMS 

Clinical Recommendation(s)/Rationale: The LDL-C treatment goal is < 100 mg/dl. Persons with established coronary heart disease (CHD) who have a baseline LDL-C > 130 mg/dl should be started on a cholesterol-lowering drug simultaneously with therapeutic lifestyle changes and control of nonlipid risk factors. 1 
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with CAD ≥ 18 years of age with at least one LDL cholesterol test 

• Excluded population: Medical Reasons 

· None 

• Excluded population: Patient reasons 

· None 

Numerator Statement: Patients with most recent LDL cholesterol < 130 mg/dl 

Selected References: 

1. National Heart, Lung, and Blood Institute. National Cholesterol Education Program (NCEP). Third report of the NCEP on detection, evaluation, and treatment of high blood cholesterol in adult (Adult Treatment Panel III). NIH Publication No. 01-3305.2001. 

CAD-7: ACE Inhibitor Therapy 

Description: Percentage of patients with CAD who also have diabetes and/or LVSD who were prescribed ACE inhibitor therapy 

Source of Measure: AMA Physician Consortium/ACC/AHA 

Clinical Recommendation(s)/Rationale: ACE inhibitor use is recommended in all patients with CAD who also have diabetes and/or LVSD.1 ACE inhibitor use is also recommended in patients with CAD or other vascular disease 

Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with CAD > 18 years of age who also have diabetes and /or LVSD 

• Excluded population: Medical reasons

· Patients on angiotensin receptor blockers 

· Allergy or intolerance to ACE inhibitor (angioedema, rash, or hives)

· ACE inhibitor contraindications including renal failure, moderate or severe aortic stenosis, pregnancy 

· Other reason documented by the practitioner for not prescribing ACE inhibitor therapy 

• Excluded population: Patient reasons

· Exclusions only applied if the patient did not receive ACE inhibitor therapy 

Numerator Statement: Patients who were prescribed ACE inhibitor therapy 

Selected references: 

1. Gibbons RF, Abrams J, Chatterjee K, Daley J, Deedwania PC, Douglas JS, Ferguson TB Jr., Fihn SD, Fraker TD Jr., Gardin JM, O’Rourke RA, Pasternak RC, Williams SV. ACC/AHA 2002 guideline update for the management of patients with chronic stable angina: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines (Committee to Update the 1999 Guidelines for the Management of Patients with Chronic Stable Angina). 2002. 

Measures Definition Diabetes Mellitus (DM) 
DM-1: HbA1c management 
Description: Percentage of patients with one or more A1c test(s) 

Source of Measure: NDQIA (NQF endorsed) 

Clinical Recommendations/Rationale:

 American Association of Clinical Endocrinologist/American College of Endocrinology (AACE/ACE): Recommend that a glycosylated hemoglobin be performed during an initial assessment and during follow-up assessments, which occur at no longer than three-month intervals.1 

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 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.2 
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with diabetes > 18 and ≤ 75 years of age 

• Excluded population: Medical reasons
· None 

• Excluded population: Patient reasons 
· Exclusions only applied if the patient did not receive A1c test 

Numerator Statement: Patients who received one or more A1c test(s) during the measurement period 

Selected References: 
1. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for the Management of Diabetes Mellitus: The AACE System of Intensive Diabetes Self-Management – 2002 update. Endocrine Practice. Jan/Feb 2002;8(1). 

2. American Diabetes Association: Clinical Practice Recommendations 2002 Standards of Medical Care for Patients with Diabetes Mellitus (Position Statement). Diabetes Care. 2002;25(suppl 1):33-49. 

Note: If included in numerator for DM-1, include in the denominator for DM-2 

DM-2: HbA1c management control 

Description: Percentage of patients with most recent A1c level > 9.0% (poor control) 

Source of Measure: NDQIA (NQF endorsed) 

Clinical Recommendations/Rationale: 

American Association of Clinical Endocrinologist/American College of Endocrinology (AACE/ACE): Recommend 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%. 1 

American Diabetes Association (ADA): Because different assays can give varying glycated hemoglobin values, the ADA recommends that laboratories only use assay methods that are certified as traceable to the Diabetes Control and Complications Trial A1c reference method. The ADA’s goal for glycemic control is A1c < 7%. 2 
Treatment goals: AACE/ACE: A1c ≤ 6.5%1 
ADA: A1c ≤ 7%2 
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with diabetes  > 18 and ≤ 75 years of age who had at least one A1c test 

Numerator Statement: Patients with most recent A1c > 9.0% 

Selected References: 

1. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for the Management of Diabetes Mellitus: The AACE System of Intensive Diabetes Self-Management – 2002 update. Endocrine Practice. Jan/Feb 2002;8(1). 

2. American Diabetes Association: Clinical Practice Recommendations 2002. Standards of Medical Care for Patients with Diabetes Mellitus (Position Statement). Diabetes Care. 2002;25(suppl 1):33-49. 

DM-3: Blood Pressure Management 

Description: Percentage of patients with most recent BP < 140/90 mm Hg 

Source of Measure: NDQIA (NQF endorsed) 

Clinical Recommendation(s)/Rationale: 

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. 1 
ADA: Recommends a blood pressure determination during the initial evaluation (with orthostatic measurements when indicated) and comparison to age-related norms. The routine follow-up examinations should include blood pressure measurement. Primary goal for adults: 130/80 mm Hg. 2 
JNC VI: Recommends that to detect evidence of autonomic dysfunction and orthostatic hypertension, blood pressure should be measured in the supine, sitting, and standing positions in all patients with diabetes mellitus; automated ambulatory blood pressure monitoring may be especially helpful. 

NKF: Recommends that all individuals should be evaluated during health encounters to determine whether they are at increased of having or of developing chronic kidney disease. This evaluation of risk factors should include blood pressure measurement. 3 
JNC VI: Antihypertensive drug therapy should be initiated along with lifestyle modifications, especially weight loss, to reduce arterial blood pressure to below 130/85 mm Hg. For patients with renal insufficiency or proteinuria, further reduction of blood pressure to 120/75 mm Hg is recommended. 4 
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with diabetes > 18 and ≤ 75years of age 

• Excluded population: Medical Reasons

· None 

• Excluded population: Patient reasons

· Exclusions only applied if most recent blood pressure not recorded 

Numerator Statement: Patients with most recent systolic blood pressure measurement < 140 mm Hg and a diastolic blood pressure < 90 mm Hg during the measurement period 

Selected References: 

1. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for the Management of Diabetes Mellitus. The AACE System of Intensive Diabetes Self-Management-2002 Update. Endocrine Practice. Jan/Feb 2002;8(1). 

2. American Diabetes Association: Clinical Practice Recommendations 2002. Standards of Medical Care for Patients with Diabetes Mellitus (Position Statement). Diabetes Care. 2002; 25(suppl 1):33-49. 

3. National Kidney Foundation. K/DOQI Clinical Practice Guidelines for Chronic Kidney Disease: Evaluation, Classification, and Stratification Available at http://www.kidney.org/professionals/doqi/guidelineindex.cfm. Accessed February 2003. 

4. The Sixty Report of the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure (JNC VI). NIH Publication No. 98-4080, November 1997. 

DM-4: Lipid Measurement 

Description: Percentage of patients with at least one low-density lipoprotein (LDL) cholesterol test 

Source of Measure: NDQIA (NQF endorsed) 

Clinical Recommendation(s)/Rationale: 

AACE/ACE: Recommend that a fasting lipid profile be obtained during an initial assessment, each follow-up assessment, and annually as part of the cardiac-cerebrovascular-peripheral vascular module.1,2 
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, LDL cholesterol, and calculated LDL cholesterol measurements. If values fall in lower-risk levels, assessments may be repeated every two years. 3 
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with diabetes ≥ 18 and ≤ 75years of age 

• Excluded population: Medical reasons
· Other reason documented by the practitioner for not obtaining at least one LDL cholesterol test 

• Excluded population: Patient reasons 

· Exclusions only applied if LDL cholesterol test not obtained 

Numerator Statement: Patients with at least one LDL cholesterol test during the measurement period 

Selected Reference: 

1. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for the Management of Diabetes Mellitus. The AACE System of Intensive Diabetes Self Management – 2002 Update. Endocrine Practice. Jan/Feb 2002;8(1). 

2. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for Clinical Practice for the Diagnosis and Treatment of Dyslipidemia and Prevention of Atherogenesis 2002 Amended Version. Endocrine Practice. March/April 2000;6(2). 

3. American Diabetes Association. Clinical Practice Recommendations 2002 Standards of Medical Care for Patients with Diabetes Mellitus (Position Statement). Diabetes Care 2002;25(suppl 1):58-61. 

Note: If included in numerator for DM-4, include in denominator for DM-5 

DM-5: LDL Cholesterol Level 

Description: Percentage of patients with most recent LDL cholesterol < 130 mg/dl 

Source of Measure: NDQIA (NQF endorsed) 

Clinical Recommendation(s)/Rationale: 

AACE/ACE: Recommend that a fasting lipid profile be obtained during an initial assessment, each follow-up assessment, and annually as part of the cardiac-cerebrovascular-peripheral vascular module.1,2 
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, LDL cholesterol, and calculated LDL cholesterol measurements. If values fall in lower-risk levels, assessments may be repeated every two years. 3 
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with diabetes > 18 and ≤ 75 years of age with at least one LDL cholesterol test 

Numerator Statement: Patients with most recent LDL cholesterol < 130 mg/dl 

Selected References: 

1. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for the Management of Diabetes Mellitus. The AACE System of Intensive Diabetes Self-Management – 2002 Update. Endocrine Practice. Jan/Feb 2002;8(1). 

2. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for Clinical Practice for the Diagnosis and Treatment of Dyslipidemia and Prevention of Atherogenesis 2002 Amended Version. Endocrine Practice. March/April 2000;6(2). 

3. American Diabetes Association. Clinical Practice Recommendations 2002 Standards of Medical Care for Patients with Diabetes Mellitus (Position Statement). Diabetes Care 2002;25(suppl 1):58-61. 

DM-6: Urine protein testing 

Description: 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) 

Source of Measure: NDQIA (NQF endorsed) 

Clinical Recommendations/Rationale: 

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 includes a test for microalbuminuria and creatinine clearance. 1 
ADA:Recommends that a routine urinalysis be performed at diagnosis in patients with type 2 diabetes. If the urinalysis is positive for protein, a quantitative measure is frequently helpful in the development of a treatment plan. If the urinalysis is negative for protein, a test for the presence of microalbumin is necessary. 2
Microalbuminuria rarely occurs with short duration of type 1 diabetes; therefore, screening in individuals with type 1 diabetes should begin after 5 years' disease duration. However, someevidence 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. 2
National Kidney Foundation (NKF):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. 3
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with diabetes > 18 and ≤ 75 years of age 

• Excluded population: Medical reasons

· None 

• Excluded population: Patient reasons
· Exclusions only applied if the patient did not receive test for microalbumin or have evidence of nephropathy 

Numerator Statement: Patients who received any test for microalbuminuria or who had evidence of medical attention for existing nephropathy during the measurement period (diagnosis of nephropathy or documentation of microalbuminuria or albuminuria)

Selected References: 

1. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for the Management of Diabetes Mellitus: The AACE System of Intensive Diabetes Self-Management – 2002 update. Endocrine Practice. Jan/Feb 2002;8(1). 

2. American Diabetes Association: Clinical Practice Recommendations 2002. Diabetic Nephropathy (Position Statement). 2002;25(suppl 1):85-89. 

3. National Kidney Foundation. K/DOQI Clinical Practice Guidelines for Chronic Kidney Disease: Evaluation, Classification, and Stratification Available at: http://www.kdoqi.org. Accessed: January 2004. 

DM-7: Eye exam 

Description: Percentage of patients who received a dilated eye exam or evaluation of retinal photographs by an optometrist or ophthalmologist during the reporting year, or during the prior year if patient is at low risk for retinopathy. A patient is considered low risk if all three of the following criteria are met: (1) the patient is not taking insulin; (2) has an A1c < 8%; and (3) has no evidence of retinopathy in the prior year 

Source of Measure: NDQIA (NQF endorsed) 

Clinical Recommendations/Rationale: 

AACE/ACE, ADA, and 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. 1-3 
AACE/ACE: Recommend that the annual eye examination be performed as part of a retinal module. The module includes test of visual acuity (Snellen chart); funduscopic examination and intraocular pressure (IOP) test. The AACE/ACE recommend 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 only be done by an MD/DO.1 
ADA: The recommendation includes an annual comprehensive dilated eye and visual examination by an ophthalmologist or optometrist who is knowledgeable and experienced in the management of diabetic retinopathy for: all patients aged 10 years and older who have had diabetes for three to five years; all patients diagnosed after age 30; and any patient with visual symptoms and/or abnormalities. 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.2 
In addition, poorly controlled patients or those undergoing the initiation and stabilization of treatment may need to be seen by a physician on a quarterly basis. In such cases, the quarterly visit should include a funduscopy and appropriate referral if retinopathy is detected.2 
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.3 
American Optometric Association: Recommends eye examinations to determine level of diabetic retinopathy as follows (individual situations and level of eye disease may suggest more frequent eye examinations): 

Patients aged 29 years or younger (generally type 1 diabetes): within 3-5 years after diagnosis of diabetes once a person is age 10 years or older, and annually thereafter 

Patients aged 30 years or older (generally type 2 diabetes): at the time of diagnosis, and annually thereafter 

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 6-8 weeks post partum.4 
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with diabetes > 18 and ≤ 75 years of age 

• Excluded population: Medical reasons
· Other reason documented by the practitioner for not performing a dilated eye exam or evaluation of retinal photographs 

• Excluded population: Patient reasons

· Exclusions only applied if the patient did not receive dilated eye exam or evaluation of retinal photographs during the measurement period or during the year prior if patient is at low risk 

Numerator Statement: Patients who have received a dilated eye exam or evaluation of retinal photographs by an optometrist or ophthalmologist during the measurement period or during the prior year if patient is at low risk for retinopathy. A patient is considered low risk if all three of the following criteria are met: (1) the patient is not taking insulin; (2) has an A1c < 8.0% and (3) has no evidence of retinopathy in the prior year. 

Selected References: 

1. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for the Management of Diabetes Mellitus: The AACE System of Intensive Diabetes Self-Management – 2002 update. Endocrine Practice. Jan/Feb 2002;8(1). 

2. American Diabetes Association: Clinical Practice Recommendations 2002. Diabetic Retinopathy (Position Statement). 2002;25(suppl 1):73-76. 

3. American Academy of Ophthalmology Preferred Practice Pattern on Diabetic Retinopathy, 1998 and Hammond CJ, Shackleton J, Flanagan DW et al. Comparison between an ophthalmic optician and ophthalmologist in screening for diabetic retinopathy. Eye. 1996; 10:107-112. 

4. American Optometric Association. Clinical Practice Guideline on Care of the Patient with Diabetes Mellitus. 3rd Edition. St. Louis, Mo: AOA; 2002. In press. 

DM-8: Foot exam 

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

Source of Measure: NDQIA (NQF endorsed) 

Clinical Recommendations/Rationale: 

AACE/ACE and ADA: Recommend that a foot examination (visual inspection, sensory exam, and pulse exam) be performed during an initial assessment. 1, 2 
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. This examination should include assessment of protective sensation, foot structure and biomechanics, vascular status, and skin integrity. 

The 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 health care professional.2 
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with diabetes > 18 and ≤ 75 years of age 

• Excluded population: Medical reasons
· Patients with bilateral foot/leg amputation 

· Other reason documented by the practitioner for not performing a complete foot exam 

• Excluded population: Patient reasons
· Exclusions only applied if the patient did not receive complete foot exam 

Numerator Statement: Patients who have received at least one complete foot exam (visual inspection, sensory exam with monofilament, and pulse exam) during the measurement period 

Selected References: 

1. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for the Management of Diabetes Mellitus: The AACE System of Intensive Diabetes Self-Management – 2002 update. Endocrine Practice. Jan/Feb 2002;8(1). 

2. American Diabetes Association: Clinical Practice Recommendations 2002. Preventive Foot Care in People with Diabetes (Position Statement). 2002;25(suppl 1):56-57. 

Measures Definition Heart Failure (HF) 

HF-1: Left Ventricular Function (LVF) Assessment 
Description: Percentage of patients with HF, who have quantitative or qualitative results of LVF assessment recorded 

Source of Measure: AMA Physician Consortium/ACC/AHA (NQF endorsed) 

Clinical Recommendation(s)/Rationale: 
In patients with HF, an assessment of left ventricular systolic function with 2-dimensional echocardiography or radionuclide ventriculography is recommended.) 

In patients with a change in clinical status or clinical event/treatment with significant effect on cardiac function, repeat measurement of ejection fraction is recommended. 

Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with ≥18 years of age 

• Excluded population: Medical reasons
· None 

• Excluded population: Patient reasons 
· Exclusions only applied if the patient did not have quantitative or qualitative results of LVF assessment recorded 

Numerator Statement: Patients with quantitative or qualitative results of LVF assessment recorded 

Selected Reference: 
1. Hunt SA, Baker DW, Chin MH, et al. ACC/AHA Guidelines for the Evaluation and Management of Chronic Heart Failure in the Adult: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines 2001. 

HF-2: Left Ventricular Function (LVF) Testing 

Description: Left ventricular ejection fraction testing during the current year for patients hospitalized with a principal diagnosis of HF during the current year 

Source of Measure: CMS 

Clinical Recommendation(s)/Rationale: 

In patients with HF, an assessment of left ventricular systolic function with 2-dimensional echocardiography or radionuclide ventriculography is recommended. 

In patients with a change in clinical status or clinical event/treatment with significant effect on cardiac function, repeat measurement of ejection fraction is recommended. 

Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with a principal diagnosis of HF  ≥ 18 years of age hospitalized during the measurement period 

• Excluded population: Medical reasons

· Other reason documented by practitioner for not obtaining LVF testing during the measurement period if patient was hospitalized for HF 

• Excluded population: Patient reasons

· Exclusions only applied if the patient did not receive LVF testing during the measurement period if patient was hospitalized for HF 

Numerator Statement: Patients with LVF testing during the measurement period 

Selected Reference: 

2. Hunt SA, Baker DW, Chin MH, et al. ACC/AHA Guidelines for the Evaluation and Management of Chronic Heart Failure in the Adult: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines 2001. 

HF-3: Weight Measurement 

Description: Percentage of HF patient visits with weight measurement recorded 

Source of Measure: AMA Physician Consortium/ACC/AHA 

Clinical Recommendation(s)/Rationale: 

A thorough physical examination is recommended to identify cardiac and noncardiac disorders that may accelerate the progression of HF. This physical examination may include initial and ongoing assessments of the patient’s volume status. 

Measurement Period: Twelve consecutive months 

Denominator Statement: All for patients with HF≥ 18 years of age 

• Excluded population: Medical reasons

· Patient visits in which practitioner was unable to weigh patient 

• Excluded population: Patient reasons

· Exclusions only applied if the patient weight measurement was not recorded 

Numerator Statement: Patient visits with weight measurement recorded 

Selected Reference: 

1. Hunt SA, Baker DW, Chin MH, et al. ACC/AHA Guidelines for the Evaluation and Management of Chronic Heart Failure in the Adult: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines 2001. 

HF-4: Blood Pressure Screening 

Description: Percentage of patient visits with blood pressure (BP) measurement recorded 

Source of Measure: CMS/AMA Physician Consortium/ACC/AHA 

Clinical Recommendation(s)/Rationale: 

Obtaining proper blood pressure (BP) measurements at each health care encounter is recommended for hypertension detection. Repeated BP measurements (> 2 per patient visit) will determine if initial elevations persist and require prompt attention. 1- 
Measurement Period: Twelve consecutive months 

Denominator Statement: All visits for patients with HF ≥ 18 years of age 

• Excluded population: Medical Reasons

· None 

• Excluded population: Patient reasons

· Exclusions only applied if blood pressure was not recorded 

Numerator Statement: Patient visits with blood pressure measurement recorded 

Selected References: 

1.  National Heart, Lung, and Blood Institute. National High Blood Pressure Education Program. The Seventh Report of the Joint National Committee on Prevention, Dectection, Evaluation, and Treatment of High Blood Pressure. NIH Publication No. 03-5233. May 2003. 

2. Schwartz G, Canzanello V, Woolley A, et al. Hypertension, diagnosis and treatment. Institute for Clinical Systems Improvement (ICSI). 2002;42 

3. Chandler JM, Connito D, Demme RA, Et al. Diagnosis and management of hypertension in the primary care setting. Department of Veterans Affairs (US). May 1999. 

HF-5: Patient Education 

Description: Percentage of patients with HF who were provided with patient education on disease management and health behavior changes during one or more visit(s) within a six-month period 

Source of Measure: AMA Physician Consortium/ACC/AHA 

Clinical Recommendation(s)/Rationale: 

Patient education and close supervision is recommended for patients with HF to reduce the likelihood of noncompliance and lead to the detection of changes in body weight or clinical status early enough for effective treatment to be instituted. Avoidance of patient behaviors that may increase the risk of HF (e.g., smoking, alcohol, and illicit drug use) should also be encouraged. 

Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with HF) ≥ 18 years of age and one or more visit(s) during a six-month period 

• Excluded population: Medical reasons
· None 

• Excluded population: Patient reasons

· Exclusions only applied if the patient was not provided education 

Numerator Statement: Patients who were provided with written and/or verbal education at one or more visit(s) during a six-month care period under 

Selected Reference: 

1. Hunt SA, Baker DW, Chin MH, et al. ACC/AHA Guidelines for the Evaluation and Management of Chronic Heart Failure in the Adult: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines 2001. 

HF-6: Beta-Blocker Therapy 

Description: Percentage of patients with HF who also have LVSD who were prescribed beta-blocker therapy 

Source of Measure: AMA Physician Consortium/ACC/AHA 

Clinical Recommendation(s)/Rationale: 

Patients with asymptomatic LVSD (Stage B): 

• Beta-blocker therapy is recommended for all HF patients with recent myocardial infarction (Level-A Evidence1) and patients with reduced ejection fraction. 

Patients with symptomatic LVSD (Stage C1): 

• Beta-adrenergic blockade in all stable patients unless contraindicated. 

Measurement Period: Twelve consecutive months 

Denominator Statement: All HF ≥ 18 years of age with LVEF < 40% or with moderately or severely depressed left ventricular systolic function 

• Excluded population: Medical reasons* 

· Documentation of bradycardia < 50 bpm (without beta-blocker therapy) on two consecutive readings, history of Class IV (congestive) heart failure, history of second or third-degree atrioventricular (AV) block without permanent pacemaker

· Other reason documented by practitioner for not prescribing beta-blocker therapy 

• Excluded population: Patient reasons

· Exclusions only applied if the patient did not receive beta-blocker therapy 

Numerator Statement: Patients who were prescribed beta-blocker therapy 

Selected Reference: 

1. Hunt SA, Baker DW, Chin MH, et al. ACC/AHA Guidelines for the Evaluation and Management of Chronic Heart Failure in the Adult: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines 2001. 

HF-7: ACE Inhibitor Therapy 

Description: Percentage of patients with HF who also have LVSD who were prescribed ACE inhibitor therapy 

Source of Measure: AMA Physician Consortium/ACC/AHA (NQF endorsed) 

Clinical Recommendation(s)/Rationale: 

Patients with asymptomatic LVSD (Stage B): 

• ACE inhibitor therapy is recommended for HF patients with recent myocardial infarction 

and in patients with reduced ejection fraction. 

Patients with symptomatic LVSD (Stage C): 

• ACE inhibitor therapy in all patients, unless contraindicated. 

Measurement Period: Twelve consecutive months 

Denominator Statement: All HF patients ≥ 18 years of age with LVEF < 40% or with moderately or severely depressed left ventricular systolic function 

• Excluded population: Medical reasons

· Patients on angiotensin receptor blockers (ARB) 

· Allergy/intolerance (angioedema, rash, or hives) 

· ACE inhibitor contraindications including anuric renal failure, moderate or severe aortic stenosis, pregnancy 

· Other reason documented by practitioner for not prescribing ACE inhibitor therapy 

• Excluded population: Patient reasons* 

· Exclusions only applied if the patient did not receive ACE inhibitor therapy 

Numerator Statement: Patients who were prescribed ACE inhibitor therapy 

Selected Reference: 

1. Hunt SA, Baker DW, Chin MH, et al. ACC/AHA Guidelines for the Evaluation and Management of Chronic Heart Failure in the Adult: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines 2001. 

HF-8: Warfarin Therapy for Patients with Atrial Fibrillation 

Description: Percentage of patients with HF who also have paroxysmal or chronic atrial fibrillation who were prescribed warfarin therapy 

Source of Measure: AMA Physician Consortium/ACC/AHA 

Clinical Recommendation(s)/Rationale: 

Anticoagulant use is recommended for patients with HF and concomitant diseases (e.g., paroxysmal or chronic atrial fibrillation or previous thromboembolic event. 

Measurement Period: Twelve consecutive months 

Denominator Statement: All HF patients ≥ 18 years of age with paroxysmal or chronic atrial fibrillation 

• Excluded population: Medical reasons 

· Allergy/intolerance

· Risk of bleeding or bleeding disorder 

· Patient noncompliance

· Other reason documented by practitioner for not prescribing warfarin therapy 

• Excluded population: Patient reasons
· Exclusions only applied if the patient did not receive warfarin therapy 

Numerator Statement: Patients who were prescribed warfarin therapy 

Selected Reference: 

1. Hunt SA, Baker DW, Chin MH, et al. ACC/AHA Guidelines for the Evaluation and Management of Chronic Heart Failure in the Adult: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines 2001. 

Measures Definition Hypertension (HTN) 

HTN-1: Blood Pressure Screening 

Description: Percentage of patient visits with blood pressure (BP) measurement recorded 

Source of Measure: CMS/AMA Physician Consortium/ACC/AHA 

Clinical Recommendation(s)/Rationale: 
Obtaining proper blood pressure (BP) measurements at each health care encounter is recommended for hypertension detection. Repeated BP measurements (> 2 per patient visit) will determine if initial elevations persist and require prompt attention. 1-3

Measurement Period: Twelve consecutive months 

Denominator Statement: All visits for patients with HTN≥ 18 years of age 

• Excluded population: Medical Reasons
· None 

• Excluded population: Patient reasons
· Exclusions only applied if blood pressure was not recorded 

Numerator Statement: Patient visits with blood pressure measurement 

Selected References: 
1.  National Heart, Lung, and Blood Institute. National High Blood Pressure Education Program. The Seventh Report of the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure. NIH Publication No. 03-5233. May 2003. 

2. Schwartz G, Canzanello V, Woolley A, et al. Hypertension, diagnosis and treatment. Institute for Clinical Systems Improvement (ICSI). 2002; 42 

3. Chandler JM, Connito D, Demme RA, Et al. Diagnosis and management of hypertension in the primary care setting. Department of Veterans Affairs (US). May 1999. 

HTN-2: Blood Pressure Control 

Description: Percentage of patients with last BP < 140/90 mm Hg 

Source of Measure: CMS/NCQA 

Clinical Recommendation(s)/Rationale: 

Classification of adult BP is useful for making treatment decisions and is based on the average of > 2 readings taken at each of 2 or more visits after an initial screening. Hypertension is the most common primary diagnosis in America. Current control rates (SBP < 140 mm Hg and DBP < 90 mm Hg) though improved, are still far below the Healthy People 2010 goal of 50 percent; 30 percent are still unaware they have hypertension.1 

Measurement Period: Twelve consecutive months 

Denominator Statement: All patients with HTN > 18 years of age who had a blood pressure measurement during the last office visit 

• Excluded population: Medical Reasons
· None 

• Excluded population: Patient reasons

· Exclusions only applied if last BP not recorded 

Numerator Statement: Patients with last systolic blood pressure measurement < 140 mm Hg and a diastolic blood pressure < 90 mm Hg 

Selected References: 

1. National Heart, Lung, and Blood Institute. National High Blood Pressure Education Program. The Seventh Report of the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure. NIH Publication No. 03-5233. May 2003.
HTN-3: Plan of Care 

Description: Percentage of patient visits with either systolic blood pressure > 140 mm Hg or diastolic blood pressure > 90 mm Hg with documented plan of care for hypertension.
Source of Measure: AMA Physician Consortium/ACC/AHA 

Clinical Recommendation(s)/Rationale: 

Nonpharmacological therapy is recommended and may include weight reduction, decreased sodium and alcohol intake and exercise. 1 
Frequent follow-up visits are recommended. 2 
After initiation of the initial therapy, a follow-up visit is recommended within 1-2 months, to assess hypertension control, patient compliance to treatment, and adverse effects. 

Measurement Period: Twelve consecutive months 

Denominator Statement: All visits for patients with HTN ≥ 18 years of age with either systolic blood pressure > 140 mm Hg or diastolic blood pressure > 90 mm Hg 

• Excluded population: Medical Reasons
· None 

• Excluded population: Patient reasons

· Exclusions only applied if plan of care was not documented 

Numerator Statement: Patient visits with a documented plan of care for hypertension 

Selected References 

1.  Williams MA, Fleg JL, Ades PA, et al. Secondary prevention of coronary artery disease in the elderly (With Emphasis on Patients > 75 Years of Age). An AHA Scientific Statement from the Council on Clinical Cardiology Subcommittee on Exercise, Cardiac Rehabilitation, and Prevention. Circulation. 2002; 105:1735. 

2. 1999 World Health Organization – International Society of Hypertension Guidelines for the management of hypertension. Guidelines Subcommittee. Journal of Hypertension. 1999; 17:151-183. 

3. Chandler JM, Connito D, Demme RA, Et al. Diagnosis and management of hypertension in the primary care setting. Department of Veterans Affairs (US). May 1999. 

Measures Definition Preventive Care (PC) 

PC-1: Blood Pressure Measurement 
Description: Percentage of patient visits with blood pressure (BP) measurement recorded 

Source of Measure: CMS/AMA Physician Consortium 

Clinical Recommendation(s)/Rationale: 
Obtaining proper blood pressure (BP) measurements at each health care encounter is recommended for hypertension detection. Repeated BP measurements (> 2 per patient visit) will determine if initial elevations persist and require prompt attention. 1-3 
Measurement Period: Twelve consecutive months 

Denominator Statement: All visits for patients ≥ 18 years of age at the beginning of the measurement period 

• Excluded population: Medical Reasons* 
· None 

• Excluded population: Patient reasons* 
· Exclusions only applied if blood pressure was not recorded 

Numerator Statement: Patient visits with blood pressure measurement recorded 

Selected References: 
1. National Heart, Lung, and Blood Institute. National High Blood Pressure Education Program. The Seventh Report of the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure. NIH Publication No. 03-5233. May 2003. 

2. Schwartz G, Canzanello V, Woolley A, et al. Hypertension, diagnosis and treatment. Institute for Clinical Systems Improvement (ICSI). 2002;42 

3. Chandler JM, Connito D, Demme RA, Et al. Diagnosis and management of hypertension in the primary care setting. Department of Veterans Affairs (US). May 1999. 

PC-2: Screening for Depression 

Description: Percentage of patients who are screened annually for depression in primary care settings 

PC-3: Screening for Depression 

Description: Percentage of patients with a positive screen for depression with a follow-up assessment or referral 

PC-4: Continuation of Antidepressant Medication 

Description: Percentage of patients with Major Depressive Disorder who were continued on medication for a minimum of 16 weeks following remission of symptoms 

PC-5: Breast Cancer Screening 

Description: The percentage of women 50 – 69 years who had a mammogram during the measurement period or year prior to the measurement period 

Source of Measure: CMS/NCQA(H) 

Clinical Recommendation(s)/Rationale: 

Mammography is the most efficacious method of diagnosing breast cancer, determining about 90 percent of breast cancers in asymptomatic women. Recommend mammograms for women beginning at age 40, with an annual interval for screening or every one to two years.1-3 
Measurement Period: Twelve consecutive months 

Denominator Statement: All female patients > 50 and < 69 years of age 

• Excluded population: Medical Reasons
· Bilateral mastectomy 

· Other reason documented by the practitioner for not performing a mammogram 

• Excluded population: Patient reasons
· Exclusions only applied if the patient did not receive a mammogram 

Numerator Statement: Female patients who had a mammogram during the measurement period or year prior to the measurement period 

Selected References: 
1. U.S. Preventive Services Task Force (USPSTF). Recommendations and rationale: screening for breast cancer. Available at: http://www.ahrq.gov/clinic/3rduspstf/breastcancer/brcanrr.htm. Accessed March 2004. 

2. American Medical Association. Mammographic screening for asymptomatic women. Available at: http://www.ama-assn.org/ama/pub/article/2036-2346.html. Accessed March 2004. 

3. National Cancer Institute. NCI statement on mammography screening. Available at: http://www.cancer.gov/newscenter/mammstatement31jan02. Accessed March 2004. 

PC-6: Colorectal Cancer Screening 

Description: Percentage of patients screened for colorectal cancer during the one-year measurement period 

Source of Measure: AMA Physician Consortium 

Clinical Recommendation(s)/Rationale: 

Annual screening for colorectal cancer is strongly recommended for men and women aged > 50 years.1-5. 

Fecal occult blood testing (FOBT) annually 

Flexible sigmoidoscopy every 5 years 

Annual FOBT plus flexible sigmoidoscopy every 5 years 

Double-contrast barium enema every 5 years 

Colonoscopy every 10 years 

Measurement Period: Twelve consecutive months 

Denominator Statement: All patients who are > 50 years of age at the beginning of the measurement period 

• Excluded population: Medical Reasons
· Documentation of medical reason(s) for not providing colorectal cancer screening (e.g. total colectomy, terminal illness) 

· Other reason documented by practitioner for not performing colorectal cancer screening 

• Excluded population: Patient reasons

· Exclusions only applied if screening for colorectal cancer not performed 

Numerator Statement: Patients with any of the recommended colorectal cancer screening test(s) performed 

Selected References: 

1. American Academy of Family Physicians. AAFP summary of policy recommendations for periodic health examinations. Available at: http://www.aafp.org/x10601.xml. Accessed January 2004. 

2. American Cancer Society. American Cancer Society Guidelines on Screening and Surveillance for the Early Detection of Adenomatous Polyps and Colorectal Cancer Update 2001. Available at: http://www.cancer.org/docroot/PRO/content/PRO_1_1_Colorectal_Cancer_Screening_G uidelines_2001.asp. Accessed January 2004. 

3. Partnership for Prevention. Priorities in prevention: Colorectal cancer screening – April 2000. Available at: http://www.prevent.org/pip.cfm. Accessed January 2004.

4. Winawer S, Fletcher R, Douglas R, et al, for the US Multisociety Task Force on Colorectal Cancer. Colorectal cancer screening and surveillance: Clinical guidelines and rationale – Update based on new evidence. Gastroenterology. 2003; 124:544-560.

5.  US Preventive Services Task Force. Guide to clinical preventive services. 3rd ed. 20002003. Available at: http://www.ahrq.gov/clinic/3rduspstf/colorectal/colorr.htm. Accessed January 2004. 

PC-7: Influenza Vaccination 

Description: The percentage of patients 50 years and older who received an influenza vaccination from September through February of the year prior to the measurement year 

Source of Measure: NCQA/CMS (NQF endorsed) 

Clinical Recommendation(s)/Rationale: 

Annual influenza immunization is recommended for all groups who are at increased risk for complications from influenza including persons aged > 50 years.1,2 
Measurement Period: Six consecutive months (September through February) 

Denominator Statement: All patients aged > 50 years of age at the beginning of the measurement period 

• Excluded population: Medical Reasons

· Egg allergy

· Adverse reaction to influenza vaccine

· Other reason documented by the practitioner for not receiving an influenza vaccination 

• Excluded population: Patient reasons
· Exclusions only applied if influenza vaccination not received 

Numerator Statement: Patients who received influenza vaccination from September through February of the year prior to the measurement period 

Selected References: 

1. Centers for Disease Control and Prevention. Prevention and control of influenza. Recommendations of the Advisory Committee on Immunization Practices (ACIP). MMWR (serial online). 2002;51(RR-3):1-31. Available at: http://www.cdc.gov/mmwr/PDF/rr/rr5103.pdf. Accessed February 4, 2004. 

2. US Preventive Services Task Force. Guide to clinical preventive services. 2nd ed. 1996. Available at: http://www.ahrq.gov/clinic/2ndcps/adultimm.pdf. Accessed February 2004. 

PC-8: Pneumonia Vaccination 

Description: The percentage of patients 65 years and older who ever received a pneumococcal vaccination 

Source of Measure: NCQA/CMS (NQF endorsed) 

Clinical Recommendations/Rationale:

Pneumococcal vaccination is recommended for adults who are 65 years of age or older and people 2-64 years of age who have chronic illnesses or other risk factors.1,2 
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients ≥ 65 years of age at the beginning of the measurement period 

• Excluded population: Medical Reasons
· Previous anaphylactic reaction to the vaccine or any of its components 

· Other reason documented by the practitioner for not receiving a pneumococcal vaccination

• Excluded population: Patient reasons
· Exclusions only applied if the patient has never received a pneumococcal vaccination 

Numerator Statement: Patients who have ever received a pneumococcal vaccination 

Selected References: 

1.  Summary of Recommendations for Adult Immunization. Adapted from the Advisory Committee on Immunization Practices (ACIP) by the Immunization Action Coalition September 2003. Available at: http://www.immunize.org/catg.d/p2011b.htm. Accessed January 2004. 

2. MMWR Weekly. October 10, 2003 / 52(40);965-969. Notice to Readers: Recommended Adult Immunization Schedule-United States 2003-2004. Available at: http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5420a6.htm. Accessed January 2004. 

PC-9: Lipid Measurement 

Description: Percentage of patients with at least one low-density lipoprotein (LDL) cholesterol test 

Source of Measure: NDQIA 

Clinical Recommendation(s)/Rationale: 

AACE/ACE: Recommend that a fasting lipid profile be obtained during an initial assessment, each follow-up assessment, and annually as part of the cardiac-cerebrovascular-peripheral vascular module.1,2 

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, LDL cholesterol, and calculated LDL cholesterol measurements. If values fall in lower-risk levels, assessments may be repeated every two years.3 
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients ≥ 18 years of age at the beginning of the measurement period 

• Excluded population: Medical reasons
· Other reason documented by the practitioner for not obtaining at least one LDL cholesterol test 

• Excluded population: Patient reasons

· Exclusions only applied if LDL cholesterol test not obtained 

Numerator Statement: Patients with at least one LDL cholesterol test during the measurement period 

Selected Reference: 

1. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for the Management of Diabetes Mellitus. The AACE System of Intensive Diabetes Self-Management – 2002 Update. Endocrine Practice. Jan/Feb 2002;8(1). 

2. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for Clinical Practice for the Diagnosis and Treatment of Dyslipidemia and Prevention of Atherogenesis 2002 Amended Version. Endocrine Practice. March/April 2000;6(2). 

3. American Diabetes Association. Clinical Practice Recommendations 2002 Standards of Medical Care for Patients with Diabetes Mellitus (Position Statement). Diabetes Care 2002;25(suppl 1):58-61. 

Note: If included in numerator for PC-9, include in denominator for PC-10 

Note: Evidence supporting this measure applies only to patients with diabetes rather than the general population. 

PC-10: LDL Cholesterol Level 

Description: Percentage of patients with most recent LDL cholesterol < 130 mg/dL 

Source of Measure: NDQIA 

Clinical Recommendation(s)/Rationale: 

AACE/ACE: Recommend that a fasting lipid profile be obtained during an initial assessment, each follow-up assessment, and annually as part of the cardiac-cerebrovascular-peripheral vascular module.1,2 
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, LDL cholesterol, and calculated LDL cholesterol measurements. If values fall in lower-risk levels, assessments may be repeated every two years. 3 
Measurement Period: Twelve consecutive months 

Denominator Statement: All patients > 18 years of age at the beginning of the measurement period with at least one LDL cholesterol test 

Numerator Statement: Patients with most recent LDL cholesterol < 130 mg/dL 

Selected References: 

1. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for the Management of Diabetes Mellitus. The AACE System of Intensive Diabetes Self-Management – 2002 Update. Endocrine Practice. Jan/Feb 2002;8(1). 

2. American Association of Clinical Endocrinologists and American College of Endocrinology. The American Association of Clinical Endocrinologists Medical Guidelines for Clinical Practice for the Diagnosis and Treatment of Dyslipidemia and Prevention of Atherogenesis 2002 Amended Version. Endocrine Practice. March/April 2000;6(2). 

3. American Diabetes Association. Clinical Practice Recommendations 2002 Standards of Medical Care for Patients with Diabetes Mellitus (Position Statement). Diabetes Care 2002;25(suppl 1):58-61. 

Note: Evidence supporting this measure applies only to patients with diabetes rather than the general population. 

PC-11: Tobacco Use 

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

Source of Measure: AMA Physician Consortium 

Clinical Recommendation(s)/Rationale: 

Periodic screening for tobacco use is recommended for all patients.1,2 Tobacco cessation counseling is recommended for all patients who smoke.2,3  

Measurement Period: Twenty-four consecutive months 

Denominator Statement: All patients ≥ 18 years of age at the beginning of the measurement period 

• Excluded population: Medical Reasons 

· None 

• Excluded population: Patient Reasons 

· None 

Numerator Statement: Patients who were queried about tobacco use one or more times during the measurement period 

Selected References: 

1. Fiore MC, Bailey WC, Cohen SJ, et al. Clinical Practice Guideline: Treating Tobacco Use and Dependence. Rockville, MD: US Department of Health and Human Service. Public Health Service; 2000. Available at: http://surgeongeneral.gov/tobacco/treating_tobacco_use.pdf. Accessed January 2004. 

2. US Preventive Service Task Force. Guide to clinical preventive services. 2nd ed. 1006. Available at: http://www.ahrq.gov/clinic/2ndcps/tobacco.pdf. Accessed January 2004 

3. Taylor MC, Dingle JL. Prevention of tobacco-caused disease. In: Canadian Task Force on the Periodic Health Examination. Canadian Guide to Clinical Preventive Health Care. Ottawa: Health Canada;1994:500-511. Available at: http://www.ctfphc.org/Full_Text/Ch43full.htm. Accessed January 2004. 

PC-12: Tobacco Cessation 

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

Source of Measure: AMA Physician Consortium (NQF endorsed) 

Clinical Recommendation(s)/Rationale: 

Periodic screening for tobacco use is recommended for all patients.1,2 Tobacco cessation counseling is recommended for all patients who smoke.2,3

Measurement Period: Twenty-four consecutive months 

Denominator Statement: All patients ≥ 18 years of age at the beginning of the measurement period identified as tobacco users 

• Excluded population: Medical Reasons* 

· None 

• Excluded population: Patient reasons

· Exclusions only applied if the patient did not receive cessation intervention 

Numerator Statement:
 Patients identified as tobacco users who received cessation intervention during the measurement period 

Selected References: 

1. Fiore MC, Bailey WC, Cohen SJ, et al. Clinical Practice Guideline: Treating Tobacco Use and Dependence. Rockville, MD: US Department of Health and Human Service. Public Health Service; 2000. Available at: http://www.surgeongeneral.gov/tobacco/treating_tobaccouse.pdf. Accessed January 2004. 

2. US Preventive Service Task Force. Guide to clinical preventive services. 2nd ed. 1006. Available at: http://www.ahrq.gov/clinic/2ndcps/tobacco.pdf. Accessed January 2004. 

3. Taylor MC, Dingle JL. Prevention of tobacco-caused disease. In: Canadian Task Force on the Periodic Health Examination. Canadian Guide to Clinical Preventive Health Care. Ottawa: Health Canada;1994:500-511. Available at: http://www.ctfphc.org/Full_Text/Ch43full.htm. Accessed January 2004. 

