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Quality Strategy Domain: Efficiency and Cost Reduction ... 465

® Measure #334: Adult Sinusitis: More than One Computerized Tomography (CT) Scan Within 90 Days for
Chronic Sinusitis (Overuse) — National Quality Strategy Domain: Efficiency and Cost Reduction.................. 468

A \Veasure #335: Maternity Care: Elective Delivery or Early Induction Without Medical Indication at = 37 and
< 39 Weeks (Overuse) — National Quality Strategy Domain: Patient Safety ............ccerreresnnmseseresescsssssssnenenenes 471

& \easure #336: Maternity Care: Post-Partum Follow-Up and Care Coordination — National Quality Strategy
Domain: Communication and Care Coordination ... 474

* Measure #337: Tuberculosis Prevention for Psoriasis,Psoriatic Arthritis and Rheumatoid Arthritis
Patients on a Biological Inmune Response Modifier — National Quality Strategy Domain: Effecitve Clincal

O | 477
O Measure #342 (NQF 0209): Pain Brought Under Control Within 48 Hours — National Quality Strategy
Domain: Person and Caregiver-Centered Experience and OUtCOMES..........coccuurevmmmnennsresssssessssssesssssssssssesssseses 430

® Measure #343: Screening Colonoscopy Adenoma Detection Rate — National Quality Strategy Domain:
Effective ClINCAl CAe .........cccocorrrrererescsessssssssesesesesssssssssese s ssssssssesesessssssssssssssnssnssssssnansnesesssssssssssnsnssnnsssassssnanane 482

+ Measure #344: Rate of Carotid Artery Stenting (CAS) for Asymptomatic Patients, Without Major
Complications (Discharged to Home by Post-Operative Day #2) — National Quality Strategy Domain: Effective
L3111 1T | 0 - 484

+ Measure #345: Rate of Postoperative Stroke or Death in Asymptomatic Patients Undergoing Carotid
Artery Stenting (CAS) — National Quality Strategy Domain: Effective Clinical Care..........c.covvurenennnresesserennans 486

+ Measure #346: Rate of Postoperative Stroke or Death in Asymptomatic Patients Undergoing Carotid
Endarterectomy (CEA) -- Clinical Quality Strategy Domain: Effective Clinical Care ..........c.cocoeruivrnereresesnsesnannns 488

+ Measure #347: Rate of Endovascular Aneurysm Repair (EVAR) of Small or Moderate Non-Ruptured
Abdominal Aortic Aneurysms (AAA) Who Die While in Hospital — National Quality Strategy Domain: Patient
ST |- | 490
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£Measure #348: HRS-3 Implantable Cardioverter-Defibrillator (ICD) Complications Rate — National Quality

Strategy Domain: Patient Safety..........cccciiinncsiiniii s s 492
(‘ Measure #349 (NQF 0076): Optimal Vascular Care Composite — National Quality Strategy Domain: Effective
O T 1O 496
£} Measure #358: Patient-centered Surgical Risk Assessment and Communication — National Quality Strategy
Domain: Person and Caregiver-Centered Experience and OULCOMES ..........coeeeereesssnseseresmsssssssssssesesessssssssasess 502
* Measure #383 (NQF 1879): Adherence to Antipsychotic Medications For Individuals with Schizophrenia -
National Quality Strategy Domain: Patient Safety ... —————- 511
¢ Measure #384: Adult Primary Rhegmatogenous Retinal Detachment Repair Success Rate — National
Quality Strategy Domain: Effective Clinical Care............ocvvnnnnssssssssssssssens 515
¢ Measure #385: Adult Primary Rhegmatogenous Retinal Detachment Surgery Success Rate — National
Quality Strategy Domain: Effective Clinical Care............ocvvnnnnssssssssssssssens 517
% Measure #386: Amyotrophic Lateral Sclerosis (ALS) Patient Care Preferences — National Quality Strategy
Domain: Person and Caregiver-Centered Experience and OULCOMES ..........cceerereessmsmereresessssssssssssesesesesssssaness 519
C'Measure #387: Annual Hepatitis C Virus (HCV) Screening for Patients who are Active Injection Drug Users
- National Quality Strategy Domain: Effective Clinical Care ... 521
¥ Measure #388: Cataract Surgery with Intra-Operative Complications (Unplanned Rupture of Posterior
Capsule requiring unplanned vitrectomy) — National Quality Strategy Domain: Patient Safety.............cccrunee. 525
¢ Measure #389: Cataract Surgery: Difference Between Planned and Final Refraction -- National Quality
Stategy Domain: Effective Clinical Care ... 527
DI Measure #390: Discussion and Shared Decision Making Surrounding Treatment Options — National
Quality Strategy Domain: Person and Caregiver-Centered Experience and Outcomes............coovrennnseresssrenns 535
# Measure #391 (NQF 0576): Follow-Up After Hospitalization for Mental lliness (FUH) - National Quality
Strategy Domain: Communication and Care Coordination.............c.counrnen s 537
£Measure #392: HRS-12: Cardiac Tamponade and/or Pericardiocentesis Following Atrial Fibrillation Ablation
- National Quality Strategy Domain: Patient Safety ... 542
£Measure #393: HRS-9: Infection within 180 Days of Cardiac Implantable Electronic Device (CIED)
Implantation, Replacement, or Revision - National Quality Strategy Domain: Patient Safety ...............ccceveuue. 545
# Measure #394 (NQF 1407): Immunizations for Adolescents — National Quality Strategy Domain:
Community/Population Health..............cniss s ssssesens 549
~'Measure #395: Lung Cancer Reporting (Biopsy/Cytology Specimens) — National Quality Strategy Domain:
Communication and Care COOrdiNAtioN ............ccuverereresesesmssssssesmsesessssssssssesesessssssssssssssesesesssssasssssesessssssssssssssnseses 552
~' Measure #396: Lung Cancer Reporting (Resection Specimens) - National Quality Strategy Domain:
Communication and Care Coordination ... s 555
~' Measure #397: Melanoma Reporting - National Quality Strategy Domain: Communication and Care
070 T o 11T 1o P 558
4’ Measure #398: Optimal Asthma Control — National Quality Strategy Domain: Person and Caregiver-
Centered Experience and OUECOMES ........cocourermimminmmmmnmmsmessssssesss s sssesens 560
® \leasure #399: Post-Procedural Optimal Medical Therapy Composite (Percutaneous Coronary
Intervention) — National Quality Strategy Domain: Effective Clinical Care............cocovnnennninensnnsensssessessssenses 563
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'C Measure #400: Hepatitis C: One-Time Screening for Hepatitis C Virus (HCV) for Patients at Risk — National
Quality Strategy Domain: Community / Population Health..............ccconnmnns 565

B Measure #401: Screening for Hepatocellular Carcinoma (HCC) in Patients with Hepatitis C Cirrhosis —
National Quality Strategy Domain: Effective Clinical Care ... 569

# Measure #402: Tobacco Use and Help with Quitting Among Adolescents — National Quality Strategy
Domain: Community / Population Health..............ccccieccsesss s ss e e sssssnanans 571

*Please note that PQRS 131 is incorrectly listed under the Communication and Care Coordination domain in the CY
2015 PFS Final Rule. PQRS 131 was finalized in the CY 2013 PFS Final Rule under the Community and Population
Health domain and will therefore remain under the Community and Population Health domain for 2015
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Measures by Domain List

Domain: Communication and Care Coordination

Measure #24: Osteoporosis: Communication with the Physician Managing On-going Care Post-Fracture of Hip,
Spine or Distal Radius for Men and Women Aged 50 Years and Older

Measure #46: Medication Reconciliation

Measure #47: Care Plan

Measure #81: Adult Kidney Disease: Hemodialysis Adequacy: Solute

Measure #137: Melanoma: Continuity of Care — Recall System

Measure #138: Melanoma: Coordination of Care

Measure #141: Primary Open-Angle Glaucoma (POAG): Reduction of Intraocular Pressure (IOP) by 15% OR
Documentation of a Plan of Care

Measure #147: Nuclear Medicine: Correlation with Existing Imaging Studies for All Patients Undergoing Bone
Scintigraphy

Measure #155: Falls: Plan of Care

Measure #182: Functional Outcome Assessment

Measure #185: Colonoscopy Interval for Patients with a History of Adenomatous Polyps — Avoidance of
Inappropriate Use

Measure #217: Functional Deficit: Change in Risk-Adjusted Functional Status for Patients with Knee
Impairments

Measure #218: Functional Deficit: Change in Risk-Adjusted Functional Status for Patients with Hip Impairments

Measure #219: Functional Deficit: Change in Risk-Adjusted Functional Status for Patients with Lower Leg, Foot
or Ankle Impairments

Measure #220: Functional Deficit: Change in Risk-Adjusted Functional Status for Patients with Lumbar Spine
Impairments

Measure #221: Functional Deficit: Change in Risk-Adjusted Functional Status for Patients with Shoulder
Impairments

Measure #222: Functional Deficit: Change in Risk-Adjusted Functional Status for Patients with Elbow, Wrist or
Hand Impairments

Measure #223: Functional Deficit: Change in Risk-Adjusted Functional Status for Patients with Neck, Cranium,
Mandible, Thoracic Spine, Ribs, or Other General Orthopedic Impairments

Measure #225: Radiology: Reminder System for Screening Mammograms

Measure #261: Referral for Otologic Evaluation for Patients with Acute or Chronic Dizziness

Measure #265: Biopsy Follow-Up

Measure #320: Appropriate Follow-Up Interval for Normal Colonoscopy in Average Risk Patients

Measure #325: Adult Major Depressive Disorder (MDD): Coordination of Care of Patients with Specific
Comorbid Conditions

Measure #336: Maternity Care: Post-Partum Follow-Up and Care Coordination

Measure #391: Follow-up After Hospitalization for Mental lliness (FUH)

Measure #395: Lung Cancer Reporting (Biopsy/Cytology Specimens)

Measure #396: Lung Cancer Reporting (Resection Specimens)

Measure #397: Melanoma Reporting

Domain: Community/Population Health

Measure #110: Preventive Care and Screening: Influenza Immunization

Measure #111: Pneumonia Vaccination Status for Older Adults

Measure #128: Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up Plan

Measure #131: Pain Assessment and Follow-Up*

Measure #134: Preventive Care and Screening: Screening for Clinical Depression and Follow-Up Plan

Measure #173: Preventive Care and Screening: Unhealthy Alcohol Use — Screening
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Measure #226:

Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention

Measure #317: Preventive Care and Screening: Screening for High Blood Pressure and Follow-Up Documented

Measure #394: Immunizations for Adolescents

Measure #402: Tobacco Use and Help with Quitting Among Adolescents

Domain: Effective Clinical Care

Measure #1: Diabetes: Hemoglobin A1c Poor Control

Measure #5: Heart Failure (HF): Angiotensin-Converting Enzyme (ACE) Inhibitor or Angiotensin Receptor
Blocker (ARB) Therapy for Left Ventricular Systolic Dysfunction (LVSD)

Measure #6: Coronary Artery Disease (CAD): Antiplatelet Therapy

Measure #7: Coronary Artery Disease (CAD): Beta-Blocker Therapy — Prior Myocardial Infarction (MI) or Left
Ventricular Systolic Dysfunction (LVEF < 40%)

Measure #8: Heart Failure (HF): Beta-Blocker Therapy for Left Ventricular Systolic Dysfunction (LVSD)

Measure #12: Primary Open-Angle Glaucoma (POAG): Optic Nerve Evaluation:

Measure #14: Age-Related Macular Degeneration (AMD): Dilated Macular Examination

Measure #19: Diabetic Retinopathy: Communication with the Physician Managing Ongoing Diabetes Care

Measure #32: Stroke and Stroke Rehabilitation: Discharged on Antithrombotic Therapy

Measure #33: Stroke and Stroke Rehabilitation: Anticoagulant Therapy Prescribed for Atrial Fibrillation (AF) at
Discharge

Measure #39: Screening or Therapy for Osteoporosis for Women Aged 65 Years and Older

Measure #40: Osteoporosis: Management Following Fracture of Hip, Spine or Distal Radius for Men and
Women Aged 50 Years and Older

Measure #41: Osteoporosis: Pharmacologic Therapy for Men and Women Aged 50 Years and Older

Measure #43: Coronary Artery Bypass Graft (CABG): Use of Internal Mammary Artery (IMA) in Patients with
Isolated CABG Surgery

Measure #44: Coronary Artery Bypass Graft (CABG): Preoperative Beta-Blocker in Patients with Isolated
CABG Surgery

Measure #48: Urinary Incontinence: Assessment of Presence or Absence of Urinary Incontinence in Women
Aged 65 Years and Older

Measure #51: Chronic Obstructive Pulmonary Disease (COPD): Spirometry Evaluation

Measure #52: Chronic Obstructive Pulmonary Disease (COPD): Inhaled Bronchodilator Therapy

Measure #53: Asthma: Pharmacologic Therapy for Persistent Asthma - Ambulatory Care Setting

Measure #54: Emergency Medicine: 12-Lead Electrocardiogram (ECG) Performed for Non-Traumatic Chest
Pain

Measure #67: Hematology: Myelodysplastic Syndrome (MDS) and Acute Leukemias: Baseline Cytogenetic
Testing Performed on Bone Marrow

Measure #68: Hematology: Myelodysplastic Syndrome (MDS): Documentation of Iron Stores in Patients
Receiving Erythropoietin Therapy

Measure #69: Hematology: Multiple Myeloma: Treatment with Bisphosphonates

Measure #70: Hematology: Chronic Lymphocytic Leukemia (CLL): Baseline Flow Cytometry

Measure #71: Breast Cancer: Hormonal Therapy for Stage IC -1lIC Estrogen Receptor/Progesterone Receptor
(ER/PR) Positive Breast Cancer

Measure #72: Colon Cancer: Chemotherapy for AJCC Stage Ill Colon Cancer Patients

Measure #82: Adult Kidney Disease: Peritoneal Dialysis Adequacy: Solute

Measure #91: Acute Otitis Externa (AOE): Topical Therapy

Measure #99: Breast Cancer Resection Pathology Reporting: pT Category (Primary Tumor) and pN Category
(Regional Lymph Nodes) with Histologic Grade

Measure #100: Colorectal Cancer Resection Pathology Reporting: pT Category (Primary Tumor) and pN
Category (Regional Lymph Nodes) with Histologic Grade

Measure #104: Prostate Cancer: Adjuvant Hormonal Therapy for High Risk Prostate Cancer Patients
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Measure #112:

Breast Cancer Screening

Measure #113: Colorectal Cancer Screening

Measure #117: Diabetes: Eye Exam

Measure #118: Coronary Artery Disease (CAD): Angiotensin-Converting Enzyme (ACE) Inhibitor or Angiotensin
Receptor Blocker (ARB) Therapy -- Diabetes or Left Ventricular Systolic Dysfunction (LVEF <
40%)

Measure #119: Diabetes: Medical Attention for Neuropathy

Measure #121: Adult Kidney Disease: Laboratory Testing (Lipid Profile)

Measure #122: Adult Kidney Disease: Blood Pressure Management

Measure #126: Diabetes Mellitus: Diabetic Foot and Ankle Care, Peripheral Neuropathy — Neurological
Evaluation

Measure #127: Diabetes Mellitus: Diabetic Foot and Ankle Care, Ulcer Prevention — Evaluation of Footwear

Measure #140: Age-Related Macular Degeneration (AMD): Counseling on Antioxidant Supplement

Measure #163: Diabetes: Foot Exam

Measure #164: Coronary Artery Bypass Graft (CABG): Prolonged Intubation

Measure #165: Coronary Artery Bypass Graft (CABG): Deep Sternal Wound Infection Rate

Measure #166: Coronary Artery Bypass Graft (CABG): Stroke

Measure #167: Coronary Artery Bypass Graft (CABG): Postoperative Renal Failure

Measure #168: Coronary Artery Bypass Graft (CABG): Surgical Re-Exploration

Measure #172: Hemodialysis Vascular Access Decision-Making by Surgeon to Maximize Placement of
Autogenous Arterial Venous (AV) Fistula

Measure #178: Rheumatoid Arthritis (RA): Functional Status Assessment

Measure #187: Stroke and Stroke Rehabilitation: Thrombolytic Therapy

Measure #191: Cataracts: 20/40 or Better Visual Acuity within 90 Days Following Cataract Surgery

Measure #194: Oncology: Cancer Stage Documented

Measure #195: Radiology: Stenosis Measurement in Carotid Imaging Reports

Measure #204: Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antithrombotic

Measure #205: HIV/AIDS: Sexually Transmitted Disease Screening for Chlamydia, Gonorrhea, and Syphilis

Measure #236: Controlling High Blood Pressure

Measure #242: Coronary Artery Disease (CAD): Symptom Management

Measure #243: Cardiac Rehabilitation Patient Referral from an Outpatient Setting

Measure #249: Barrett's Esophagus

Measure #250: Radical Prostatectomy Pathology Reporting

Measure #251: Quantitative Inmunohistochemical (IHC) Evaluation of Human Epidermal Growth Factor
Receptor 2 Testing (HER?2) for Breast Cancer Patients

Measure #254: Ultrasound Determination of Pregnancy Location for Pregnant Patients with Abdominal Pain

Measure #255: Rh Immunoglobulin (Rhogam) for Rh-Negative Pregnant Women at Risk of Fetal Blood
Exposure

Measure #257: Statin Therapy at Discharge after Lower Extremity Bypass (LEB)

Measure #263: Preoperative Diagnosis of Breast Cancer

Measure #264: Sentinel Lymph Node Biopsy for Invasive Breast Cancer

Measure #268: Epilepsy: Counseling for Women of Childbearing Potential with Epilepsy

Measure #270: Inflammatory Bowel Disease (IBD): Preventive Care: Corticosteroid Sparing Therapy

Measure #271: Inflammatory Bowel Disease (IBD): Preventive Care: Corticosteroid Related latrogenic Injury —
Bone Loss Assessment

Measure #274: Inflammatory Bowel Disease (IBD): Testing for Latent Tuberculosis (TB) Before Initiating Anti-
TNF (Tumor Necrosis Factor)Therapy

Measure #275: Inflammatory Bowel Disease (IBD): Assessment of Hepatitis B Virus (HBV) Status Before
Initiating Anti-TNF (Tumor Necrosis Factor) Therapy
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Measure #326:

Atrial Fibrillation and Atrial Flutter: Chronic Anticoagulation Therapy

Measure #327: Pediatric Kidney Disease: Adequacy of Volume Management:

Measure #328: Pediatric Kidney Disease: ESRD Patients Receiving Dialysis: Hemoglobin Level < 10 g/DI

Measure #329: Adult Kidney Disease: Catheter Use at Initiation of Hemodialysis

Measure #330: Adult Kidney Disease: Catheter Use for Greater Than or Equal to 90 Days

Measure #337: Tuberculosis Prevention for Psoriasis,Psoriatic Arthritis and Rheumatoid Arthritis Patients on a
Biological Immune Response Modifier

Measure #343: Screening Colonoscopy Adenoma Detection Rate Measure

Measure #344: Rate of Carotid Artery Stenting (CAS) for Asymptomatic Patients, Without Major Complications
(Discharged to Home by Post-Operative Day #2)

Measure #345: Rate of Postoperative Stroke or Death in Asymptomatic Patients Undergoing Carotid Artery
Stenting (CAS)

Measure #346: Rate of Postoperative Stroke or Death in Asymptomatic Patients undergoing Carotid
Endarterectomy (CEA)

Measure #349: Optimal Vascular Composite

Measure #384: Adult Primary Rhegmatogenous Retinal Detachment Repair Success Rate

Measure #385: Adult Primary Rhegmatogenous Retinal Detachment Surgery Success Rate

Measure #387: Annual Hepatitis C Virus (HCV) Screening for Patients who are Active Injection Drug Users

Measure #389: Cataract Surgery: Difference Between Planned and Final Refraction

Measure #399: Post-Procedural Optimal Medical Therapy Composite (Percutaneous Coronary Intervention)

Measure #400: Hepatitis C: One-Time Screening for Hepatitis C Virus (HCV) for Patients at Risk

Measure #401: Screening for Hepatocellular Carcinoma (HCC) in patients with Hepatitis C Cirrhosis

Domain: Efficiency and Cost Reduction

Measure #65: Appropriate Treatment for Children with Upper Respiratory Infection (URI)

Measure #66: Appropriate Testing for Children with Pharyngitis

Measure #93: Acute Otitis Externa (AOE): Systemic Antimicrobial Therapy — Avoidance of Inappropriate Use

Measure #102: Prostate Cancer: Avoidance of Overuse of Bone Scan for Staging Low Risk Prostate Cancer
Patients

Measure #116: Antibiotic Treatment for Adults with Acute Bronchitis: Avoidance of Inappropriate Use

Measure #146: Radiology: Inappropriate Use of “Probably Benign” Assessment Category in Mammography
Screening

Measure #224: Melanoma: Overutilization of Imaging Studies in Melanoma

Measure #322: Cardiac Stress Imaging Not Meeting Appropriate Use Criteria: Preoperative Evaluation in Low-
Risk Surgery Patients

Measure #323: Cardiac Stress Imaging Not Meeting Appropriate Use Criteria: Routine Testing After
Percutaneous Coronary Intervention (PCI)

Measure #324: Cardiac Stress Imaging Not Meeting Appropriate Use Criteria: Testing in Asymptomatic, Low-
Risk Patients

Measure #331: Adult Sinusitis: Antibiotic Prescribed for Acute Sinusitis (Appropriate Use)

Measure #332: Adult Sinusitis: Appropriate Choice of Antibiotic: Amoxicillin Prescribed for Patients with Acute
Bacterial Sinusitis (Appropriate Use)

Measure #333: Adult Sinusitis: Computerized Tomography for Acute Sinusitis (Overuse)

Measure #334: Adult Sinusitis: More than One Computerized Tomography (CT) Scan Within 90 Days for
Chronic Sinusitis (Overuse)

Domain: Patient Safety

Measure #21: Perioperative Care: Selection of Prophylactic Antibiotic — First OR Second Generation
Cephalosporin

Measure #22: Perioperative Care: Discontinuation of Prophylactic Parenteral Antibiotics (Non-Cardiac
Procedures)
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Measure #23:

Perioperative Care: Venous Thromboembolism (VTE) Prophylaxis (When Indicated in ALL
Patients)

Measure #76: Prevention of Central Venous Catheter (CVC)-Related Bloodstream Infections

Measure #130: Documentation of Current Medications in the Medical Record

Measure #145: Radiology: Exposure Time Reported for Procedures Using Fluoroscopy

Measure #154: Falls: Risk Assessment

Measure #156: Oncology: Radiation Dose Limits to Normal Tissues

Measure #181: Elder Maltreatment Screen and Follow-Up Plan

Measure #192: Cataracts: Complications within 30 Days Following Cataract Surgery Requiring Additional
Surgical Procedures

Measure #193: Perioperative Temperature Management

Measure #238: Use of High-Risk Medications in the Elderly

Measure #258: Rate of Open Repair of Small or Moderate Non-Ruptured Abdominal Aortic Aneurysms (AAA)
without Major Complications (Discharged to Home by Post-Operative Day #7)

Measure #259: Rate of Endovascular Aneurysm Repair (EVAR) of Small or Moderate Non-Ruptured Abdominal
Aortic Aneurysms (AAA) without Major Complications (Discharged to Home by Post-Operative
Day #2)

Measure #260: Rate of Carotid Endarterectomy (CEA) for Asymptomatic Patients, without Major Complications
(Discharged to Home by Post-Operative Day #2)

Measure #262: Image Confirmation of Successful Excision of Image-Localized Breast Lesion

Measure #335: Maternity Care: Elective Delivery or Early Induction Without Medical Indication at = 37 and < 39
Weeks

Measure #347: Rate of Endovascular Aneurysm Repair (EVAR) of Small or Moderate Non-Ruptured Abdominal
Aortic Aneurysms (AAA) Who Die While in Hospital

Measure #348: HRS-3: Implantable Cardioverter-Defibrillator (ICD) Complications Rate

Measure #383: Adherence to Antipsychotic Medications for Individuals with Schizophrenia

Measure #388: Cataract Surgery with Intra-Operative Complications (Unplanned Rupture of Posterior Capsule
requiring unplanned vitrectomy)

Measure #392: HRS-12: Cardiac Tamponade and/or Pericardiocentesis Following Atrial Fibrillation Ablation

Measure #393: HRS-9: Infection within 180 Days of Cardiac Implantable Electronic Device (CIED) Implantation,
Replacement, or Revision

Domain: Person and Caregiver-Centered Experience and Outcomes

Measure #50: Urinary Incontinence: Plan of Care for Urinary Incontinence in Women Aged 65 Years and Older

Measure #109: Osteoarthritis (OA): Function and Pain Assessment

Measure #143: Oncology: Medical and Radiation — Pain Intensity Quantified

Measure #144: Oncology: Medical and Radiation — Plan of Care for Pain

Measure #303: Cataracts: Improvement in Patient’s Visual Function within 90 Days Following Cataract Surgery

Measure #304: Cataracts: Patient Satisfaction within 90 Days Following Cataract Surgery

Measure #342: Pain Brought Under Control Within 48 Hours

Measure #358: Patient-centered Surgical Risk Assessment and Communication

Measure #386: Amyotrophic Lateral Sclerosis (ALS) Patient Care Preferences

Measure #390: Discussion and Shared Decision Making Surrounding Treatment Options

Measure #398: Optimal Asthma Control

*Please note that PQRS 131 is incorrectly listed under the Communication and Care Coordination domain in the CY
2015 PFS Final Rule. PQRS 131 was finalized in the CY 2013 PFS Final Rule under the Community and Population
Health domain and will therefore remain under the Community and Population Health domain for 2015
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PQRS Introduction

The measure specifications contained in this manual are intended for individual eligible professionals reporting via
claims or registry and group practices reporting via registry for the 2015 Physician Quality Reporting System (PQRS).

o Measure specifications for measures groups reporting are included in a separate manual, “2015 Physician
Quality Reporting System Measures Groups Specifications Manual,” which can be accessed at:
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/MeasuresCodes.html

e Group practices electing to participate in the PQRS group practice reporting option (GPRO) reporting PQRS
via GPRO Web-Interface may access the GPRO Web Interface Narrative Specifications at:
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-

Instruments/PQRS/GPRO_Web _Interface.html

o Meaningful Use measure specifications can access electronic clinical quality measures (eCQMs) at:
http://www.cms.gov/Regulations-and-
Guidance/Legislation/EHRIncentivePrograms/ClinicalQualityMeasures.html

o Information regarding CG-CAHPS may be found at:
http://acocahps.cms.gov/Content/Default.aspx#aboutSurvey
Please note that this link is directed to the Accredited Care Organization webpage.

Each measure is assigned a unique number. Measure numbers for 2015 PQRS represents a continuation in
numbering from the 2014 measures. For 2015 PQRS measures that are continuing forward in the 2015 PQRS,
measure specifications have been updated. In addition to the measure specifications manual, please refer to the
“2015 Physician Quality Reporting System Implementation Guide” for additional information essential in assisting
eligible professionals’ understanding and submission of measures. This document can be accessed at:
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/MeasuresCodes.html.

Those who report satisfactorily for the 2015 program year may avoid the 2017 payment adjustment.
Additional information on how to avoid future PQRS payment adjustments can be found through supporting
documentation available on the CMS website:_https://www.cms.gov/Medicare/Quality-Initiatives-Patient-
Assessment-Instruments/PQRS/.

Eligible Professionals

Eligible professionals submitting billable services on Part B claims for allowable Medicare Physician Fee Schedule
(PFS) charges may report the quality action for selected PQRS quality measure(s). Providers not defined as eligible
professionals in the Tax Relief and Health Care Act of 2006 or the Medicare Improvements for Patients and
Providers Act of 2008 are not eligible to participate in PQRS. A list of eligible professionals can be found on the
PQRS website at: http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/How_To_Get Started.html.

Frequency and Performance Timeframes

The measure instructions limit the frequency of reporting necessary in certain circumstances, such as for patients
with chronic illness for whom a particular process of care is provided only periodically. Each individual eligible
professional or group practices participating in 2015 PQRS should report according to the frequency and timeframe
listed within each measure specification.
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Denominator Codes (Eligible Cases) and Numerator Quality-Data Codes

Quality measures consist of a numerator and a denominator that permit the calculation of the percentage of a defined
patient population that receive a particular process of care or achieve a particular outcome. The denominator
population may be defined by demographic information, certain International Classification of Diseases, Ninth
Revision, Clinical Modification (ICD-9-CM) diagnosis (01/01/2015-9/30/2015), International Classification of
Diseases, Tenth Revision, Clinical Modification (ICD-10-CM) diagnosis (10/01/2015-12/31/2015), Current Procedural
Terminology (CPT) and Healthcare Common Procedure Coding System (HCPCS) codes specified in the measure
that are submitted by individual eligible professionals as part of a claim for covered services under the PFS for
claims-based reporting. This same criteria is also applied for individual eligible professionals and group practices who
chose to report via a registry although this data is not necessarily submitted via a claim.

If the specified denominator codes for a measure are not included on the patient’s claim (for the same date of
service) as submitted by the individual eligible professional, then the patient does not fall into the denominator
population, and the PQRS measure does not apply to the patient. Likewise, if the specified denominator codes for a
measure are not associated with a patient for an individual eligible professional or group practice submitting to a
registry, then the patient does not fall into the denominator population, and the PQRS measure does not apply to the
patient. Some measure specifications are adapted as needed for implementation in PQRS in agreement with the
measure developer. For example, CPT codes for non-covered services such as preventive visits are not included in
the denominator.

PQRS measure specifications include specific instructions regarding CPT Category | modifiers, place of service
codes, and other detailed information. Each eligible professional and group practice should carefully review the
measure’s denominator coding to determine whether codes submitted on a given claim or to a registry meet
denominator inclusion criteria.

If the patient does fall into the denominator population, the applicable Quality Data Codes or QDCs (CPT Category |l
codes or G-codes) that define the numerator should be submitted to satisfactorily report quality data for a measure
for claims based reporting. When a patient falls into the denominator, but the measure specifications define
circumstances in which a patient may be appropriately excluded, CPT Category Il code modifiers such as 1P, 2P and
3P or quality-data codes are available to describe medical, patient, system, or other reasons for performance
exclusion. When the performance exclusion does not apply, a measure-specific CPT Category Il reporting modifier
8P or quality-data code may be used to indicate that the process of care was not provided for a reason not otherwise
specified. Each measure specification provides detailed reporting information. Although a registry may or may not
utilize these same QDCs, the numerator clinical concepts described for each measure are to be followed when
submitting to a registry.

G-codes that are associated with billable charges and found within the denominator, within this reporting program,
are referred to as HCPCS coding. G-codes that describe clinical outcomes or results and are found within the
denominator are generally described as QDC's.

For eligible professionals reporting individually, PQRS measures, including patient-level measure(s), may be reported
for the same patient by multiple eligible professionals practicing under the same Tax Identification Number (TIN). If a
patient sees multiple providers during the reporting period, that patient can be counted for each individual NPI
reporting if the patient encounter(s) meet denominator inclusion. The following is an example of two provider NPIs
(National Provider Identifiers), billing under the same TIN who are intending to report PQRS Measure #6: Coronary
Artery Disease (CAD): Antiplatelet Therapy. Provider A sees a patient on February 2, 2015 and prescribes an aspirin
and reports the appropriate quality-data code (QDC) for measure #6. Provider B sees the same patient at an
encounter on July 16, 2015 and verifies that the patient has been prescribed and is currently taking an aspirin.
Provider B must also report the appropriate QDCs for the patient at the July encounter to receive credit for reporting
measure #6.
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Eligible professionals reporting under a group practice selecting to participate in the PQRS group practice reporting
option (GPRO) under the same Tax Identification Number (TIN), should be reporting on the same patient, when
instructed within the chosen measure. For example, if reporting measure #130: Documentation of Current
Medications in the Medical Record all eligible professionals under the same TIN would report each denominator
eligible instance as instructed by this measure.

If the group practice choses a measure that is required to be reported once per reporting period, then this measure
should be reported at least once during the measure period by at least one eligible professional under the TIN.
Measure #6: Coronary Artery Disease (CAD): Antiplatelet Therapy is an example of a measure that would be
reported once per reporting period under the TIN.

CMS recommends review of any measures that an individual eligible professional or group practice intend to report.
Below is an example measure specification that will assist with satisfactorily reporting. For additional assistance
please contact the QualityNet Help Desk at the following:

QualityNet Help Desk — Available Monday - Friday; 7:00 AM-7:00 PM CST
Phone: 1-866-288-8912
Email: Qnetsupport@hcqis.org

Measure Specification Format (Refer to the Example Measure Specification Below)
Measure title and domain

Reporting option available for each measure (claims-based and/or registry)

Measure description

Instructions on reporting including frequency, timeframes, and applicability

Denominator statement and coding

Numerator statement and coding options

Definition(s) of terms where applicable

Rationale statement for measure

Clinical recommendations or evidence forming the basis for supporting criteria for the measure

The Rationale and Clinical Recommendation Statements sections provide limited supporting information regarding
the quality actions described in the measure. Please contact the measure owner for section references and further
information regarding the clinical rational and recommendations for the described quality action. Measure owner
contact information is located on the last page of the Measures List document, which can be accessed at:
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/MeasuresCodes.html.

CPT only copyright 2014 American Medical Association. All rights reserved. CPT is a registered trademark of the
American Medical Association. Applicable FARS/DFARS Apply to Government Use. Fee schedules, relative value
units, conversion factors and/or related components are not assigned by the AMA, are not part of CPT, and the AMA
is not recommending their use. The AMA does not directly or indirectly practice medicine or dispense medical
services. The AMA assumes no liability for data contained or not contained herein.
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Symbol

This symbol (asterisk) represents the
Measure Developer (as noted in the

following the 2015 Physician Quality

Reporting System [PQRS] Measure

Specifications Manual for Claims and
Registry). The NQF number is also listed.

and Copyright Information section

This is the official
measure title.

Measure #19 (NQF 0089): Diabetic Retinopathy: Communication with the Physician Managing
Ongoing Diabetes Care - National Quality Strategy Domain: EffectivegClinical-Care-

Each individual measure

This is the NQS Domain
in which the measure
is included.

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES: @«  specification identifies the

This segment
includes a high-level
description of
the measure.

CLAIMS, REGISTRY available reporting option(s).

3 DESCRIPTION:
Percentage of patients aged 18 years and older with a diagnosis of diabetic retinopathy who had a dilated macular or
fundus exam performed with documented communication to the physician who manages the ongoing care of the

This details when
the measure should
be reported and who

should report.

patient with diabetes mellitus regarding the findings of the macular or fundus exam at least once within 12 months

- INSTRUCTIONS:
This measure is to be reported a minimum of once per reporting period for all patients with diabetic retinopathy

seen during the reporting period. It is anticipated that clinicians who provide the primary management of patients

with diabetic retinopathy (in either one or both eyes) will submit this measure.

Measure Reporting via Claims:

ICD-8-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure's denominator, CPT Category Il andfor quality-data codes are used to report the numerator
of the measure.

reported via both
claims and registry.

This measure can be

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and
the appropriate CPT Category Il code ANDIOR quality-data code OR the CPT Category Il code with the modifier

AND quality-data code. The modifiers allowed for this measure are: 1P- medical reasons, 2P- patient reasons, 8P-
reason not otherwise specified. All measure-specific coding should be reported on the claim(s) representing the
eligible encounter.

To ensure satisfactory reporting, submit all
measure-specific coding for the beneficiary on the
claim(s) representing the eligible encounter. If
criteria are met, claims may be reconnected
based on TIN/NPI/Beneficiary/Date of Service.

Measure Reporting via Registry:
ICD-8-CM/ICD-10-CM diagnosis codes, CPT
included in the measure's denominator. The i
measure,

nts who are
f the

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

The denominator statement describes the population
DENOMINATOR: <€— evaluated by the performance measure. |
All patients aged 18 years d d macular or fundus
exam performed

Review patient

patient meets

denominator
inclusion.

Enter the correct

on the claim.

demographics, DX,
and encounter codes
to determine if the

denominator criteria.
Review other PQRS

measures for which
the patient meets

combination of codes

This is the patient population that
may be counted as eligible to meet a
measure's inclusion requirements.

N, 362.02,

i
<

1 Denominator Criteria (Eligible Cases):
Patients aged = 18 years on date of encounter
ragnosis for diabetic retinopathy (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 3624
362.03, 362.04, 362.05, 362.06

Diagnosis for diabetic retinopathy (ICD-10-CM) [for use 10/01/2015-12/31/2015]:
E08.319, E08.321, E08.340, E08.331, E08.339, E08.341, E08.349, E08.351, E08.359, E09.311,

F08.311,

£09.319, £09.321, E09/429, E09.331, E09.339, E09.341, E09.349_E09 351 F09 354 F10 314

E10.319, E10.321, E40.329, E10.331, E10.339, E10.341, E10.349 These are identified by

E11.319, E11.321/£11.329, E11.331, E11.339, E11.341, E11.349] l'CD'g-l'CnggF?é%M- gF'T
DTN eomes=a29, E13.331, £13.339, E13.341, E13.349] “2 6900 » &0 S

included in the 2015 PARS
Measure Specifications for

service (if applicable).

well as patient demographics
(age, gender, etc.) and place of

as

use 10/01/2015 -

Version 9.0
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12/31/2015. ICD-9-CM
codes should be utilized
1/1/2015 - 9/30/2015.
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NUMERATOR

Patients with documentat|

Patient encounter during the reporting period (CPT): 92002, 92004, 92012, 92014, 99201,

99202, 99203, 99204, 99205, 99212, 99213, 99214, 99215, 99304, 99305, 99306, 99307, 99308,

99309, 99310, 99324, 99325, 99326, 99327, 99328, 99334, 99335, 99336, 99337

This is a clinical action counted as meeting the measure’s requirements (i.e., patients who
received the particular service or obtained a particular outcome that is being measured).

communication to the physician who manages the patient’s diabetic care

Measures may
or may not
contain definitions.

This measure is an
example of a complex
measure. Review
carefully to submit the
quality-data codes
(QDCs) that meet the
quality action
being reported.

—>

>

Definitions:

Communication — May include documentation in the medical record indicating that the findings of
the dilated macular or fundus exam were communicated (eg, verbally, by letter) with the clinician

managing the patient's diabetic care OR a copy of a letter in the medical record to the clinician

managing the patient’s diabetic care outlining the findings of the dilated macular or fundus exam.

Findings -

Includes level of severity of retinopathy (eg, mild nonproliferative, moderate nonproliferative,

severe nonproliferative, very severe nonproliferative, proliferative) AND the presence or absence of macular

edema.

NUMERATOR NOTE: The correct combination of numerator code(s) must be reported on the

claim form in order to properly report this measure. The “correct combination” of codes may require

the submission of multiple numerator codes.

Numerator Quality-Data Coding Options for Reporting Satisfactorily: <€——
Dilated Macular or Fundus Exam Findings Communicated

The numerator section
outlines applicable
quality-data coding options
for reporting the numerator.

Section 1:
Satisfactory
Reporting and
Performance

Section 2:
Satisfactory
Reporting and
Excluded from
Performance

Version 9.0
10/10/2014

5

(One CPT Il code & one quality-data code [

] are required on the claim form

numerator option)
Performance Met:
CPT 11 5010F: [Fi
qualified healtl
AND

G83
absence of macular edema AND level of severity of retinopathy

ndus exam communicated to the physician

These are examples | digbetes care

of QDCs.

or other

97: Dilated macular or fundus exam performed, including documentation of the presence or

Dilated Macular or Fundus Exam Findings not Communicated for Medical Reasons or

Patient Reasons
(One CPT Il code & one quality-data code [
submit this numerator option)

] are required on the claim form to

Append a modifier (1P or 2P) to CPT Category Il code 5010F to report documented circu
that appropriately exclude patients from the denominator.

Medical Performance Exclusion or Patient Performance Exclusion:

5010F with 1P Documentatlon of medlcal reason(s) for not communlcatlng the fi ndlngsc

he patlent W|th dlabetes

5010F with 2P: [Jocumentation of patient reason(s) for not communicating the findings of the dila|
macular or fundus exam to the physician who manages the ongoing care of the
diabetes

AND

G8397: Dilated macular or fundus exam performed, including documentation of the presel

These modifiers are
developed exclusively for
use with CPT Il codes to

indicate documented

medical (1P), patient (2P), or
system (3P) reasons for
excluding patients from a
measure’s denominator.

Some measures allow no
performance exclusions;
some have only one or two.

absence of macular edema AND level of severity of retinopathy
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Section 2
(continued):

Satisfactory
Reporting and >

Excluded from
Performance

Section 3:
Satisfactory
Reporting and
Performance Not

This is a brief
statement describing
the evidence base
and/or intent for the
measure that serves
to guide
interpretation of
results.

Questions or
comments regarding
how the measure is

constructed or
suggestions for

changes to a
measure should be

submitted to the
measure’s
developer/owner.

This measure has
OR [«€—— two performance

exclusion sections.

ted macular or

'-If patient is not eligible for this measure because patie
fundus exam performed, report:

(One quality-data code [ ]is required on the claim form fo submit this numerator option)
hOther Performance Exclusion: G8398: Dilated macular or fundus exam not performed

=
Dilated Macular or Fundus Exam Findings not Communicated, Reason not Otherwise

Specified

(One CPT Il code & one quality-data code [

numerator option)

Append a reporting modifier (8P) to CPT Category |l code 5010F to report circumstances when the

action described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met:

5010F with 8P: Findings of dilated macular or fundus exam were not communicated to the physician

managing the diabetes care, reason not otherwise specified

] are required on the claim form to submit this

AND
G8397: Dilated macular or fundus exam performed, including documentation of the presence or

Labsence of macular edema AND level of severity of retinopathy

RATIONALE:

The physician that manages the ongoing care of the patient with diabetes should be aware of the patient’s dilated
eye examination and severity of retinopathy to manage the ongoing diabetes care. Such communication is important
in assisting the physician to better manage the diabetes. Several studies have shown that better management of
diabetes is directly related to lower rates of development of diabetic eye disease (Diabetes Control and
Complications Trial - DCCT, UK Prospective Diabetes Study — UKPDS).

This is a summary of the clinical

CLINICAL RECOMMENDATION STATEMENTS: (—I
The ophthalmologist should communicate examination resul
care. (A:lll) (AAO, 2008)

Version 9.0
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recommendations based on best practices.
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List of Retired PQRS Individual Claims/Registry Measure Specifications
. Retirement
Measure # Measure Title Effective Date
2 Diabetes: Low Density Lipoprotein (LDL-C) Control (<100 mg/dL) January 1, 2015
3 Diabetes Mellitus: High Blood Pressure Control January 1, 2014
4 Screening for Future Fall Risk January 1, 2009
9 Anti-Depressant Medication Management January 1, 2015
Stroke and Stroke Rehabilitation: Computed Tomography (CT) or
10 Magnetic Resonance Imaging (MRI) Reports January 1, 2013
11 Stroke and Stroke Rehabilitation: Carotid Imaging Reports January 1, 2010
Age-Related Macular Degeneration: Age-Related Eye Disease Study
13 (AREDS) Prescribed/Recommended January 1, 2008
15 Cataracts: Assessment of Visual Functional Status January 1, 2008
16 Cataracts: Documentation of Pre-Surgical Axial Length, Corneal Power January 1. 2008
Measurement and Method of Intraocular Lens Power Calculation v
17 Cataracts: Pre-Surgical Dilated Fundus Evaluation January 1, 2008
18 Diabetic Retinopathy: Documentation of Presence or Absence of January 1. 2015
Macular Edema and Level of Severity of Retinopathy v
20 Perloperatlve (?gre: Timing of Prophylactic Parenteral Antibiotic — January 1, 2015
Ordering Physician
Perioperative Care: Discontinuation of Prophylactic Parenteral
22 Antibiotics (Non-Cardiac Procedures) January 1, 2015
Perioperative Care: Venous Thromboembolism (VTE) Prohylaxis (when
23 indicated in ALL Patients) January 1, 2015
25 Melanoma: Patient Medical History January 1, 2008
26 Melanoma: Complete Physical Skin Examination January 1, 2008
27 Melanoma: Counseling on Self-Examination January 1, 2008
28 Aspirin at Arrival for Acute Myocardial Infarction (AMI) January 1, 2015
29 Beta-Blocker at Time of Arrival for Acute Myocardial Infarction (AMI) January 1, 2008
30 Eﬁ;gizie;ﬁtlve Care: Timing of Prophylactic Antibiotic - Administering January 1, 2015
31 Stroke and Stroke Rehabiliation: Venous Thromboembolism (VTE) January 1. 2015
Prophylaxis for Ischemic Stroke or Intracranial Hemorrhage v
Stroke and Stroke Rehabilitation: Anticoagulant Therapy Prescribed for
33 Atrial Fibrillation (AF) at Discharge January 1, 2015
3 Strokg and Stroke Rehabilitation: Tissue Plasminogen Activator (t-PA) January 1, 2010
Considered
35 Stroke and Stroke Rehabilitation: Screening for Dysphagia January 1, 2015
36 Stroke and Stroke Rehabilitation: Rehabilitation Services Ordered January 1, 2015
37 Dialysis Dose in End Stage Renal Disease (ESRD) Patients January 1, 2008
38 Hematocrit Level in End Stage Renal Disease (ESRD) Patients January 1, 2008
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List of Retired PQRS Individual Claims/Registry Measure Specifications
. Retirement
Measure # Measure Title Effective Date

42 Osteoporosis: Counseling for Vitamin D, Calcium Intake, and Exercise January 1, 2008

45 Perioperative Care: Discontinuation of Prophylactic Parenteral January 1. 2015
Antibiotics (Cardiac Procedures) v
Urinary Incontinence: Characterization of Urinary Incontinence in

49 Women Aged 65 Years and Older January 1, 2015

55 ggwr]ir(g);:gcy Medicine: 12 Lead Electrocardiogram (ECG) Performed for January 1, 2015

56 Emerggncy Medicine: Community Acquired Bacterial Pneumonia (CAP): January 1, 2015
Vital Signs

57 Emergency Medicine: Commumty-Acquwed Pneumonia (CAP): January 1, 2013
Assessment of Oxygen Saturation
Emergency Medicine: Community-Acquired Pneumonia (CAP):

58 Assessment of Mental Status January 1, 2013

59 Emergency Medwme: Community Acquired Bacterial Pneumonia (CAP) January 1, 2015
Empire Antibiotic

60 Gastroesophageal Reflux Disease (GERD): Assessment for Alarm January 1, 2008
Symptoms

61 Ga§troeso_phageal Reflux Disease (GERD): Upper Endoscopy for January 1, 2008
Patients with Alarm Symptoms

62 Gastroesophageal Reflux Disease (GERD): Biopsy for Barrett's January 1, 2008
Esophagus

63 Gastroesgphageal Reflux Disease (GERD): Barium Swallow- January 1, 2008
Inappropriate Use

64 Asthma: Assessment of Asthma Control - Ambulatory Care Setting January 1, 2015

73 Planlfqr Chemotherapy Documented Before Chemotherapy January 1, 2009
Administered
Radiation Therapy Recommended for Invasive Breast Cancer Patients

74 Who Have Undergone Breast Conserving Surgery January 1, 2009

75 Prevention of Ventilator-Associated Pneumonia — Head Elevation January 1, 2009
Assessment of GERD Symptoms in Patients Receiving Chronic

" Medication for GERD January 1, 2009

78 Vascular Access for Patients Undergoing Hemodialysis January 1, 2009
End Stage Renal Disease (ESRD): Influenza Immunization in Patients

79 with ESRD January 1, 2012

80 i:g nfit:ge Renal Disease (ESRD): Plan of Care for ESRD Patients with January 1, 2009

83 Hepatitis C: Confirmation of Hepatitis C Viremia January 1, 2015

84 Hepatitis C: Ribonucleic Acid (RNA) Testing Before Initiating Treatment January 1, 2015

85 Hepatitis C: Virus (HCV) Genotype Testing Prior to Treatment January 1, 2015

86 Hepatitis C: Antiviral Treatment Prescribed January 1, 2014

87 ngaFltls C: Ribonucleic Acid (RNA) Testing Between 4-12 Weeks After January 1, 2015
Initiation of Treatment
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List of Retired PQRS Individual Claims/Registry Measure Specifications
. Retirement
Measure # Measure Title Effective Date

88 Hepatitis C: Hepatitis A and B Vaccination in Patients with HCV January 1, 2009

89 Hepatitis C: Counseling Regarding Risk of Alcohol Consumption January 1, 2014

9% Hepaﬁhs C: Counseling Regarding Use of Contraception Prior to January 1, 2014
Antiviral Therapy

92 Acute Otitis Externa (AOE): Pain Assessment January 1, 2013

94 Otitis Medl_a with Effusion (OME): Diagnostic Evaluation — Assessment January 1, 2012
of Tympanic Membrane Mobility

95 Otitis Media with Effusion (OME): Hearing Testing January 1, 2010

% Otitig Media with Effusiqn (OME): Antihistamines or Decongestants — January 1, 2009
Avoidance of Inappropriate Use

97 Otitis Media Iwith Effusion (OME): Systemic Antimicrobials — Avoidance January 1, 2009
of Inappropriate Use

98 Otitis Media lWIth Effusion (OME): Systemic Corticosteroids — Avoidance January 1, 2009
of Inappropriate Use

101 Appropriate Initial Evaluation of Patients with Prostate Cancer January 1, 2009

103 Prostgte Cancer: Review of Treatment Options in Patients with Clinically January 1, 2009
Localized Prostate Cancer

105 Prostate Cancer: Three Dimensional (3D) Radiotherapy January 1, 2013

106 Adult ngor D.epressllve Dlsorderl(MDD): Comprehensive Depression January 1, 2015
Evaluation: Diagnosis and Severity

107 Adult Major Depressive Disorder (MDD): Suicide Risk Assessment January 1, 2015
Rheumatoid Arthritis (RA): Disease Modifying Anti-Rheumatic Drug

108 (DMARD) Therapy January 1, 2015

114 Preventive Care and Screening: Inquiry Regarding Tobacco Use January 1, 2011

115 :)regji?tlve Care and Screening: Advising Smokers and Tobacco Users January 1, 2011
Chronic Kidney Disease (CKD): Angiotensin-Converting Enzyme (ACE)

120 Inhibitor or Angiotensin Receptor Blocker (ARB) Therapy January 1, 2009
Adult Kidney Disease: Patients On Erythropoiesis-Stimulating Agent

123 | (ESA) - Hemoglobin Level > 12 g/dL January 1, 2015
Health Information Technology (HIT): Adoption/Use of Electronic Health

124 Records (EHR) January 1, 2013
Health Information Technology (HIT): Adoption/Use of Medication

125 Electronic Prescribing (e-Rx) January 1, 2009
Refer to new Electronic Prescribing (e-Rx) incentive program

129 Universal Influenza Vaccine Screening and Counseling January 1, 2009

132 Patient Co-Development of Treatment Plan/Plan of Care January 1, 2009

133 Screening for Cognitive Impairment January 1, 2009
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List of Retired PQRS Individual Claims/Registry Measure Specifications
. Retirement
Measure # Measure Title Effective Date

135 Chronic Kidney Disease (CKD): Influenza Immunization January 1, 2012

136 Melanoma: Follow-Up Aspects of Care January 1, 2011
Cataracts: Comprehensive Preoperative Assessment for Cataract

139 Surgery with Intraocular Lens (IOL) Placement January 1, 2011

140 Age-Related Macular Degeneration (AMD): Counseling on Antioxidant January 1, 2015
Supplement
Osteoarthritis (OA): Assessment for Use of Anti-Inflammatory or

142 Analgesic Over-the-Counter (OTC) Medications January 1, 2015

146 Radlologyl: Inappropriate Use of Prpbably Benign” Assessment January 1, 2015
Category in Mammography Screening

152 Coronary Artery Disease (CAD): Lipid Profile in Patients with CAD January 1, 2010

153 Chronic Kidney Disease (CKD): Referral for Arteriovenous (AV) Fistula January 1, 2012

157 Thoracic Surgery: Recordlng of Clinical Stage Prior to Lung Cancer or January 1, 2015
Esophageal Cancer Resection

158 Carotid Endarterectomy: Use of Patch During Conventional Carotid January 1, 2013
Endarterectomy

159 HIV/AIDS: CD4+ Cell Count or CD4+ Percentage Performed January 1, 2015

160 HIV/AIDS: Pneumocystis Jiroveci Pneumonia (PCP) Prophylaxis January 1, 2015

161 HIV/AIDS: Adolescent and Adult Patients with HIV/AIDS Who Are January 1. 2014
Prescribed Potent Antiretroviral Therapy v
HIV/AIDS: HIV RNA Control After Six Months of Potent Antiretroviral

162 January 1, 2014
Therapy

168 Coronary Artery Bypass Graft (CABG): Surgical Re-Exploration January 1, 2015

169 Cpronary Artery Bypass Graft (CABG): Antiplatelet Medications at January 1, 2015
Discharge

170 Cpronary Artery Bypass Graft (CABG): Beta-Blockers Administered at January 1, 2015
Discharge

171 Cpronary Artery Bypass Graft (CABG): Anti-Lipid Treatment at January 1, 2015
Discharge

174 Pedlatr[c Eqd Stage Renal Disease (ESRD): Plan of Care for Inadequate January 1, 2011
Hemodialysis

175 Pediatric End Stage Renal Disease (ESRD): Influenza Immunization January 1, 2012

176 Rheumatoid Arthritis (RA): Tuberculosis Screening January 1, 2015

177 Rheumatoid Arthritis (RA): Periodic Assessment of Disease Activity January 1, 2015
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List of Retired PQRS Individual Claims/Registry Measure Specifications
. Retirement
Measure # Measure Title Effective Date
179 Eheumaltmd Arthritis (RA): Assessment and Classification of Disease January 1, 2015
rognosis

180 Rheumatoid Arthritis (RA): Glucocorticoid Management January 1, 2015

183 z-i:g{a/;ms C: Hepatitis A Vaccination in Patients with Hepatitis C Virus January 1, 2015

184 Hepatitis C: Hepatitis B Vaccination in Patients with HCV January 1, 2014

186 Chronic Wound Care: Use of Compression System in Patients with January 1, 2013
Venous Ulcers

188 Referra] for Otologic Evaluation for Patients with Congenital or Traumatic January 1, 2014
Deformity of the Ear

189 Referral for Otologic Evaluation for Patients with History of Active January 1, 2013
Drainage from the Ear Within the Previous 90 Days

190 Referral for Otologic Evaluation for Patients with a History of Sudden or January 1, 2013
Rapidly Progressive Hearing Loss

196 Coronary Artery Disease (CAD): Symptom and Activity Assessment January 1, 2013

197 Coronary Artery Disease (CAD): Lipid Control January 1, 2015

198 Heart Failure: Left Ventricular Ejection Fraction (LVEF) Assessment January 1, 2015

199 Heart Failure: Patient Education January 1, 2012

200 Heart Failure: Warfarin Therapy for Patients with Atrial Fibrillation (AF) January 1, 2012

201 Ischemic Vascular Disease (IVD): Blood Pressure Management January 1, 2014

202 Ischemic Vascular Disease (IVD): Complete Lipid Profile January 1, 2012
Ischemic Vascular Disease (IVD): Low Density Lipoprotein

203 (LDL-C) Control January 1, 2012

204 Ischemlc Vaspular Disease (IVD): Use of Aspirin or Another January 1, 2015
Antithrombotic

205 HIV/AIDS: Sexually 'Ijr.ansmltted Disease Screening for Chlamydia, January 1, 2015
Gonorrhea and Syphilis

206 HIV/AIDS: Screening for High Risk Sexual Behaviors January 1, 2013

207 HIV/AIDS: Screening for Injection Drug Use January 1, 2013

208 HIV/AIDS: Sexually Transmitted Disease Screening for Syphilis January 1, 2014

209 Functional Communication Measure — Spoken Language January 1, 2014
Comprehension

210 Functional Communication Measure — Attention January 1,2014

211 Functional Communication Measure — Memory January 1,2014

212 Functional Communication Measure — Motor Speech January 1, 2014
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List of Retired PQRS Individual Claims/Registry Measure Specifications
. Retirement
Measure # Measure Title Effective Date
213 Functional Communication Measure — Reading January 1, 2014
214 Functional Communication Measure — Spoken Language Expression January 1, 2014
215 Functional Communication Measure — Writing January 1, 2014
216 Functional Communication Measure — Swallowing January 1, 2014
228 Heart Failure (HF): Left Ventricular Function (LVF) Testing January 1, 2015
231 Asthma: Tobacco Use: Screening — Ambulatory Care Setting January 1, 2015
232 Asthma: Tobacco use: Intervention — Ambulatory Care Setting January 1, 2015
233 Thoracic Surgery: Recording of Performance Status Prior to Lung or January 1, 2015
Esophageal Cancer Resection
235 Hypertension (HTN): Plan of Care January 1, 2013
Thoracic Surgery: Pulmonary Function Tests Before Major Anatomic
234 Lung Resection (Pneumonectomy, lobectomy, or Formal January 1, 2015
Segmentectomy)
Ischemic Vascular Disease (IVD): Complete Lipid Profile and LDL-C
241 Control(<100mg/dL) January 1, 2015
243 Cardiac Rehabilitation Patient Referral from an Outpatient Setting January 1, 2015
244 Hypertension: Blood Pressure Management January 1, 2014
045 Chronic Wound Care: Use of Wound Surface Culture Technique in January 1, 2015
Patients with Chronic Skin Ulcers (Overuse Measure)
246 Chronic Wound Care: Use of Wet to Dry Dressings in Patients with January 1, 2015
Chronic Skin Ulcers (Overuse Measure)
047 Substance Use Disorders: Counseling Regarding Psychosocial and January 1, 2015
Pharmacologic Treatment Options for Alcohol Dependence
Substance Use Disorders: Screening for Depression Among Patients January 1, 2015
248 .
with Substance Abuse or Dependence
252 Anticoagulation for Acute Pulmonary Embolus Patients January 1, 2014
253 Pregnancy Test for Female Abdominal Pain Patients January 1, 2013
Surveillance after Endovascular Abdominal Aortic Aneurysm Repair January 1, 2014
256
(EVAR)
257 Statin Therapy at Discharge after Lower Extremity Bypass (LEB) January 1, 2015
261 Referral for Otologic Evaluation for Patients with Acute or Chronic January 1, 2015
Dizziness
266 Epilepsy: Seizure Type(s) and Current Seizure Frequency(ies) January 1, 2015
267 Epilepsy: Documentation of Etiology of Epilepsy or Epilepsy Syndrome January 1, 2015
321 Participation by a Hospital, Physician or Other Clinician in a Systematic January 1, 2014
Clinical Database Registry that Includes Consensus Endorsed Quality
335 Maternity Care: Elective Delivery or Early Induction Without Medical January 1, 2015
Indication at = 37 and < 39 Weeks
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List of Retired PQRS Individual Claims/Registry Measure Specifications

Measure# | Measure Title E:ftejcr:(:irc:rl‘)tate
336 Maternity Care: Post-Partum Follow-Up and Care Coordination January 1, 2015
338 HIV Viral Load Suppression January 1, 2015
339 Prescription of HIV Antiretroviral Therapy January 1, 2015
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+ Measure #1 (NQF 0059): Diabetes: Hemoglobin A1c Poor Control — National Quality Strategy
Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of patients 18-75 years of age with diabetes who had hemoglobin A1c > 9.0% during the measurement
period

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for patients with diabetes seen during the
reporting period. The most recent quality-data code submitted will be used for performance calculation. This measure
may be reported by clinicians who perform the quality actions described in the measure based on the services
provided and the measure-specific denominator coding.

Measure Reporting via Claims:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS codes, and patient demographics are used to identify
patients who are included in the measure’s denominator. CPT Category Il codes are used to report the numerator of
the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS
codes, and the appropriate CPT Category Il code OR the CPT Category Il code with the modifier. The reporting
modifier allowed for this measure is: 8P- reason not otherwise specified. There are no allowable performance
exclusions for this measure. All measure-specific coding should be reported on the claim(s) representing the eligible
encounter.

Measure Reporting via Registry:

|CD-9-CM/ICD-10-CM diagnosis codes, CPT codes or HCPCS codes and patient demographics are used to identify
patients who are included in the measure’s denominator. The listed numerator options are used to report the
numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data. There are no allowable performance exclusions for this
measure.

DENOMINATOR:
Patients 18 - 75 years of age with diabetes with a visit during the measurement period

Denominator Criteria (Eligible Cases):

Patients 18 through 75 years of age on date of encounter

AND

Diagnosis for diabetes (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 250.00, 250.01, 250.02, 250.03, 250.10,
250.11, 250.12, 250.13, 250.20, 250.21, 250.22, 250.23, 250.30, 250.31, 250.32, 250.33, 250.40, 250.41,
250.42, 250.43, 250.50, 250.51, 250.52, 250.53, 250.60, 250.61, 250.62, 250.63, 250.70, 250.71, 250.72,
250.73, 250.80, 250.81, 250.82, 250.83, 250.90, 250.91, 250.92, 250.93, 357.2, 362.01, 362.02, 362.03,
362.04, 362.05, 362.06, 362.07, 366.41, 648.00, 648.01, 648.02, 648.03, 648.04

Diagnosis for diabetes (ICD-10-CM) [for use 10/01/2015-12/31/2015]: E10.10, E10.11, E10.21, E10.22,
E10.29, E10.311, E10.319, E10.321, E10.329, E10.331, E10.339, E10.341, E10.349, E10.351, E10.359,
E10.36, E10.39, E10.40, E10.41, E10.42, E10.43, E10.44, E10.49, E10.51, E10.52, E10.59, E10.610,
E10.618, E10.620, E10.621, E10.622, E10.628, E10.630, E10.638, E10.641, E10.649, E10.65, E10.69,
E10.8, E10.9, E11.00, E11.01, E11.21, E11.22, E11.29, E11.311, E11.319, E11.321, E11.329, E11.331,
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E11.339, E11.341, E11.349, E11.351, E11.359, E11.36, E11.39, E11.40, E11.41, E11.42, E11.43, E11.44,
E11.49, E11.51, E11.52, E11.59, E11.610, E11.618, E11.620, E11.621, E11.622, E11.628, E11.630,
E11.638, E11.641, E11.649, E11.65, E11.69, E11.8, E11.9, 024.011, 024.012, 024.013, 024.019, 024.02,
024.03,024.111, 024.112, 024.113, 024.119, 024.12, 024.13

AND

Patient encounter during reporting period (CPT or HCPCS): 97802, 97803, 97804, 99201, 99202,
99203, 99204, 99205, 99211,99212, 99213, 99214, 99215, 99217, 99218, 99219, 99220, 99221, 99222,
99223, 99231, 99232, 99233, 99238, 99239, 99281, 99282, 99283, 99284, 99285, 99291, 99304, 99305,
99306, 99307, 99308, 99309, 99310, 99315, 99316, 99318, 99324, 99325, 99326, 99327, 99328, 99334,
99335, 99336, 99337, 99341, 99342, 99343, 99344, 99345, 99347, 99348, 99349, 99350, G0270, G0271,
G0402, G0438, G0439

NUMERATOR:
Patients whose most recent HbA1c level (performed during the measurement period) is > 9.0%

Numerator Instructions: A lower calculated performance rate for this measure indicates better clinical care
or control. Patient is numerator compliant if most recent HbA1c level >9% or is missing a result or if an
HbA1c test was not done during the measurement year.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Most Recent Hemoglobin A1c Level > 9.0%

Performance Met: CPT Il 3046F: Most recent hemoglobin A1c level > 9.0%

OR

Hemoglobin A1c not Performed, Reason not Otherwise Specified

Append a reporting modifier (8P) to CPT Category Il code 3046F to report circumstances when the action

described in the numerator is not performed and the reason is not otherwise specified.

Performance Met: 3046F with 8P: Hemoglobin A1c level was not performed during the
performance period (12 months)

OR

Most Recent Hemoglobin A1c Level <9.0%

Performance Not Met: CPT Il 3044F: Most recent hemoglobin A1c (HbA1c) level < 7.0%

OR

Performance Not Met: CPT Il 3045F: Most recent hemoglobin A1c (HbA1c) level 7.0 to 9.0%
RATIONALE:

Diabetes mellitus (diabetes) is a group of diseases characterized by high blood glucose levels caused by the body's
inability to correctly produce or utilize the hormone insulin. It is recognized as a leading cause of death and disability
in the U.S. and is highly underreported as a cause of death. Diabetes may cause life-threatening, life ending or life-
altering complications, including poor circulation, nerve damage or neuropathy in the feet and eventual amputation.
Nearly 60-70 percent of diabetics suffer from mild or severe nervous system damage (American Diabetes
Association 2009).

Randomized clinical trials have demonstrated that improved glycemic control, as evidenced by reduced levels of
glycohemoglobin, correlates with a reduction in the development of microvascular complications in both Type 1 and
Type 2 diabetes (Diabetes Control and Complications Trial Research Group 1993; Ohkubo 1995). In particular, the
Diabetes Control and Complications Trial (DCCT) showed that for patients with Type 1 diabetes mellitus, important
clinical outcomes such as retinopathy (an important precursor to blindness), nephropathy (which precedes renal
failure), and neuropathy (a significant cause of foot ulcers and amputation in patients with diabetes) are directly
related to level of glycemic control (Diabetes Control and Complications Trial Research Group 1993). Similar
reductions in complications were noted in a smaller study of intensive therapy of patients with Type 2 diabetes by
Ohkubo and co-workers, which was conducted in the Japanese population (Ohkubo et al. 1995).
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CLINICAL RECOMMENDATION STATEMENTS:
American Geriatrics Society (Brown et al. 2003):

For frail older adults, persons with life expectancy of less than 5 years, and others in whom the risks of intensive
glycemic control appear to outweigh the benefits, a less stringent target such as 8% is appropriate. (Quality of
Evidence: Level llI; Strength of Evidence: Grade B)

American Diabetes Association (2009):

Lowering A1C to below or around 7% has been shown to reduce microvascular and neuropathic complications of
type 1 and type 2 diabetes. Therefore, for microvascular disease prevention, the A1C goal for non-pregnant adults in
general is <7%. (Level of Evidence: A)

In type 1 and type 2 diabetes, randomized controlled trials of intensive versus standard glycemic control have not
shown a significant reduction in CVD outcomes during the randomized portion of the trials. Long-term follow-up of the
Diabetes Control and Complications Trial (DCCT) and UK Prospective Diabetes Study (UKPDS) cohorts suggests
that treatment to A1C targets below or around 7% in the years soon after the diagnosis of diabetes is associated with
long-term reduction in risk of macrovascular disease. Until more evidence becomes available, the general goal of
<7% appears reasonable for many adults for macrovascular risk reduction. (Level of Evidence: B)

Subgroup analyses of clinical trials such as the DCCT and UKPDS and the microvascular evidence from the Action in
Diabetes and Vascular Disease: Preterax and Diamicron MR Controlled Evaluation (ADVANCE) trial suggest a smalll
but incremental benefit in microvascular outcomes with A1C values closer to normal. Therefore, for selected
individual patients, providers might reasonably suggest even lower A1C goals than the general goal of <7%, if this
can be achieved without significant hypoglycemia or other adverse effects of treatment. Such patients might include
those with short duration of diabetes, long life expectancy, and no significant CVD. (Level of Evidence: B)

Conversely, less stringent A1C goals than the general goal of <7% may be appropriate for patients with a history of
severe hypoglycemia, limited life expectancy, advanced microvascular or macrovascular complications, and
extensive comorbid conditions and those with longstanding diabetes in whom the general goal is difficult to attain
despite diabetes self-management education, appropriate glucose monitoring, and effective doses of multiple
glucose lowering agents including insulin. (Level of Evidence: C)
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» Measure #5 (NQF 0081): Heart Failure (HF): Angiotensin-Converting Enzyme (ACE) Inhibitor or
Angiotensin Receptor Blocker (ARB) Therapy for Left Ventricular Systolic Dysfunction (LVSD) -
National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:

Percentage of patients aged 18 years and older with a diagnosis of heart failure (HF) with a current or prior left
ventricular ejection fraction (LVEF) < 40% who were prescribed ACE inhibitor or ARB therapy either within a 12
month period when seen in the outpatient setting OR at each hospital discharge

INSTRUCTIONS:
This measure is to be reported for all heart failure patients a minimum of once per reporting period when seen in
the outpatient setting AND reported at each hospital discharge (99238* and 99239*) during the reporting period.

*NOTE: When reporting CPT code 99238 and 99239, it is recommended the measure be reported each time the
code is submitted for hospital discharge.

This measure is intended to reflect the quality of services provided for patients with HF and decreased left ventricular
systolic function. This measure may be reported by clinicians who perform the quality actions described in the
measure based on the services provided and the measure-specific denominator coding. Only patients who had at
least two denominator eligible visits during the reporting period will be counted for Reporting Criteria 1.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, CPT category Il codes, and patient demographics are used to
identify patients who are included in the measure’s denominator. The listed numerator options are used to report the
numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data. It is expected that a single performance rate will be
calculated for this measure.

There are two reporting criteria for this measure:
1) Patients who are 18 years and older with a diagnosis of HF with a current or prior LVEF < 40% seen
in the outpatient setting with two denominator eligible visits

OR

2) Patients who are 18 years and older with a diagnosis of HF with a current or prior LVEF < 40% and
discharged from hospital

REPORTING CRITERIA 1: All patients with a diagnosis of HF assessed during an outpatient encounter

DENOMINATOR (REPORTING CRITERIA 1):
All patients aged 18 years and older with a diagnosis of heart failure with a current or prior LVEF < 40%

DENOMINATOR NOTE: LVEF < 40% corresponds to qualitative documentation of moderate dysfunction or
severe dysfunction. The LVSD may be determined by quantitative or qualitative assessment, which may be
current or historical. Examples of a quantitative or qualitative assessment may include an echocardiogram:
1) that provides a numerical value of LVSD or 2) that uses descriptive terms such as moderately or severely
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depressed left ventricular systolic function. Any current or prior ejection fraction study documenting LVSD
can be used to identify patients.

In order for the patient to be included in Reporting Criteria 1, the patient must have two denominator eligible
visits.

Denominator Criteria (Eligible Cases) 1:

Patients aged = 18 years on date of encounter

AND

Diagnosis for heart failure (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 402.01, 402.11, 402.91, 404.01,
404.03,404.11, 404.13, 404.91, 404.93, 428.0, 428.1, 428.20, 428.21, 428.22, 428.23, 428.30, 428.31,
428.32,428.33, 428.40, 428.41, 428.42, 428.43, 428.9

Diagnosis for heart failure (ICD-10-CM) [for use 10/01/2015-12/31/2015]: 111.0, 113.0, 113.2, 150.1,
150.20, 150.21, 150.22, 150.23, 150.30, 150.31, 150.32, 150.33, 150.40, 150.41, 150.42, 150.43, 150.9

AND

Patient encounter(s) during reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212, 99213,
99214, 99215, 99304, 99305, 99306, 99307, 99308, 99309, 99310, 99324, 99325, 99326, 99327, 99328,
99334, 99335, 99336, 99337, 99341, 99342, 99343, 99344, 99345, 99347, 99348, 99349, 99350

AND

Two Denominator Eligible Visits

AND

Left ventricular ejection fraction (LVEF) < 40% or documentation of moderately or severely
depressed left ventricular systolic function: 3021F

NUMERATOR (REPORTING CRITERIA 1):

Patients who were prescribed ACE inhibitor or ARB therapy within a 12 month period when seen in the outpatient

setting

Definitions:

Prescribed — Outpatient setting: May include prescription given to the patient for ACE inhibitor or ARB
therapy at one or more visits in the measurement period OR patient already taking ACE inhibitor or ARB
therapy as documented in current medication list.

Numerator Options

Performance Met: Angiotensin converting enzyme (ACE) inhibitor or
angiotensin receptor blocker (ARB) therapy prescribed
or currently being taken (4010F)

Medical Performance Exclusion: Documentation of medical reason(s) for not prescribing
angiotensin converting enzyme (ACE) inhibitor or
angiotensin receptor blocker (ARB) therapy (eg,
hypotensive patients who are at immediate risk of
cardiogenic shock, hospitalized patients who have
experienced marked azotemia, allergy, intolerance,
other medical reasons) (4010F with 1P)

OR

Patient Performance Exclusion: Documentation of patient reason(s) for not prescribing
angiotensin converting enzyme (ACE) inhibitor or
angiotensin receptor blocker (ARB) therapy (eg, patient
declined, other patient reasons) (4010F with 2P)

OR
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System Performance Exclusion: Documentation of system reason(s) for not prescribing
angiotensin converting enzyme (ACE) inhibitor or
angiotensin receptor blocker (ARB) therapy (eg, other
system reasons) (4010F with 3P)

Performance Not Met: Angiotensin converting enzyme (ACE) inhibitor or
angiotensin receptor blocker (ARB) therapy was not
prescribed, reason not otherwise specified (4010F with
8P)

OR

REPORTING CRITERIA 2: All patients with a diagnosis of HF and discharged from hospital

DENOMINATOR (REPORTING CRITERIA 2):

All patients aged 18 years and older with a diagnosis of heart failure with a current or prior LVEF < 40%

DENOMINATOR NOTE: LVEF < 40% corresponds to qualitative documentation of moderate dysfunction or
severe dysfunction. The LVSD may be determined by quantitative or qualitative assessment, which may be
current or historical. Examples of a quantitative or qualitative assessment may include an echocardiogram:
1) that provides a numerical value of LVSD or 2) that uses descriptive terms such as moderately or severely
depressed left ventricular systolic function. Any current or prior ejection fraction study documenting LVSD
can be used to identify patients.

Denominator Criteria (Eligible Cases) 2:

Patients aged = 18 years on date of encounter

AND

Diagnosis for heart failure (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 402.01, 402.11, 402.91, 404.01,
404.03,404.11,404.13, 404.91, 404.93, 428.0, 428.1, 428.20, 428.21, 428.22, 428.23, 428.30, 428.31,
428.32,428.33, 428.40, 428.41, 428.42, 428.43, 428.9

Diagnosis for heart failure (ICD-10-CM) [for use 10/01/2015-12/31/2015]: 111.0, 113.0, 113.2, 150.1,
150.20, 150.21, 150.22, 150.23, 150.30, 150.31, 150.32, 150.33, 150.40, 150.41, 150.42, 150.43, 150.9

AND

Patient encounter during reporting period (CPT): 99238, 99239

AND

Left ventricular ejection fraction (LVEF) < 40% or documentation of moderately or severely
depressed left ventricular systolic function: 3021F

NUMERATOR (REPORTING CRITERIA 2):

Patients who were prescribed ACE inhibitor or ARB therapy at hospital discharge

Definitions:

Prescribed - Inpatient setting: May include prescription given to the patient for ACE inhibitor or ARB
therapy at discharge OR ACE inhibitor or ARB therapy to be continued after discharge as documented in
the discharge medication list.

Numerator Options:

Performance Met: Angiotensin converting enzyme (ACE) inhibitor or
angiotensin receptor blocker (ARB) therapy prescribed
or currently being taken (4010F)
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Medical Performance Exclusion:

OR
Patient Performance Exclusion:

OR
System Performance Exclusion:

Performance Not Met:

RATIONALE:

Documentation of medical reason(s) for not prescribing
angiotensin converting enzyme (ACE) inhibitor or
angiotensin receptor blocker (ARB) therapy (eg,
hypotensive patients who are at immediate risk of
cardiogenic shock, hospitalized patients who have
experienced marked azotemia, allergy, intolerance,
other medical reasons) (4010F with 1P)

Documentation of patient reason(s) for not prescribing
angiotensin converting enzyme (ACE) inhibitor or
angiotensin receptor blocker (ARB) therapy (eg, patient
declined, other patient reasons) (4010F with 2P)

Documentation of system reason(s) for not prescribing
angiotensin converting enzyme (ACE) inhibitor or
angiotensin receptor blocker (ARB) therapy (eg, other
system reasons) (4010F with 3P)

Angiotensin converting enzyme (ACE) inhibitor or
angiotensin receptor blocker (ARB) therapy was not
prescribed, reason not otherwise specified (4010F with
8P)

In the absence of contraindications, ACE inhibitors or ARBs are recommended for all patients with symptoms of heart
failure and reduced left ventricular systolic function. ACE inhibitors remain the first choice for inhibition of the renin-
angiotensin system in chronic heart failure, but ARBs can now be considered a reasonable alternative. Both
pharmacologic agents have been shown to decrease the risk of death and hospitalization. Additional benefits of ACE
inhibitors include the alleviation of symptoms and the improvement of clinical status and overall sense of well-being

of patients with heart failure.

CLINICAL RECOMMENDATION STATEMENTS:

Angiotensin converting enzyme inhibitors are recommended for all patients with current or prior symptoms of [heart
failure] and reduced LVEF, unless contraindicated. (Class |, Level of Evidence: A) (ACCF/AHA, 2009)

Treatment with an [ACE inhibitor] should be initiated at low doses [see excerpt from guideline table below], followed
by gradual increments in dose if lower doses have been well tolerated. Clinicians should attempt to use doses that
have been shown to reduce the risk of cardiovascular events in clinical trials. If these target doses of an [ACE
inhibitor] cannot be used or are poorly tolerated, intermediate doses should be used with the expectation that there
are likely to be only small differences in efficacy between low and high doses. (ACCF/AHA, 2009)

Inhibitors of the Renin-Angiotensin-Aldosterone System...Commonly Used for the Treatment of Patients with [Heart

Failure] with Low Ejection Fraction

Drug Initial Daily Dose(s) Maximum Doses(s)
ACE Inhibitors
Captopril 6.25 mg 3 times 50 mg 3 times
Enalapril 2.5 mg twice 10 to 20 mg twice
Fosinopril 5to 10 mg once 40 mg once
Lisinopril 2.5to 5mg once 20 to 40 mg once
Perindopril 2 mg once 8 to 16 mg once
Quinapril 5 mg twice 20 mg twice
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Drug Initial Daily Dose(s) Maximum Doses(s)

Ramipril 125t02.5mgonce 10 mgonce

Trandolapril 1'mg once 4 mg once
Angiotensin Receptor Blockers

Candesartan 4 to 8 mg once 32 mg once

Losartan** 25 to 50 mg once 50 to 100 mg once

Valsartan 20 to 40 mg twice 160 mg twice

**[Note: Among ARB’s, Losartan has the weakest evidence supporting its value in heart failure patients.]
Additionally, while the 2009 guidelines recommended a maximum dosage of 100mg, the maximum dosage
recommendation for Losartan has been increased to 150mg based on the HEAAL trial. (Konstam MA, et al., 2009)

An ARB should be administered to post - [myocardial infarction (MI)] patients without [heart failure] who are intolerant
of [ACE inhibitors] and have a low LVEF. (Class I, Level of Evidence: B) (ACCF/AHA, 2009)

Angiotensin |l receptor blockers are reasonable to use as alternatives to [ACE inhibitors] as first - line therapy for
patients with mild to moderate [heart failure] and reduced LVEF, especially for patients already taking ARBs for other
indications. (Class lla, Level of Evidence: A) (ACCF/AHA, 2009)

For the hospitalized patient:

In patients with reduced ejection fraction experiencing a symptomatic exacerbation of [heart failure] requiring
hospitalization during chronic maintenance treatment with oral therapies known to improve outcomes, particularly
ACE inhibitors or ARBs and beta-blocker therapy, it is recommended that these therapies be continued in most
patients in the absence of hemodynamic instability or contraindications. (Class I, Level of Evidence: C) (ACCF/AHA,
2009)

In patients hospitalized with [heart failure] with reduced ejection fraction not treated with oral therapies known to
improve outcomes, particularly ACE inhibitors or ARBs and beta-blocker therapy, initiation of these therapies is
recommended in stable patients prior to hospital discharge. Initiation of beta-blocker therapy is recommended after
optimization of volume status and successful discontinuation of intravenous diuretics, vasodilators, and inotropic
agents. Beta-blocker therapy should be initiated at a low dose and only in stable patients. Particular caution should
be used when initiating beta-blockers in patients who have required inotropes during their hospital course. (Class |,
Level of Evidence: B) (ACCF/AHA, 2009)
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B Measure #6 (NQF 0067): Coronary Artery Disease (CAD): Antiplatelet Therapy — National Quality
Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:
Percentage of patients aged 18 years and older with a diagnosis of coronary artery disease (CAD) seen within a 12
month period who were prescribed aspirin or clopidogrel

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for all patients with CAD seen during the
reporting period. This measure may be reported by clinicians who perform the quality actions described in the
measure for the primary management of patients with CAD based on the services provided and the measure-specific
denominator coding.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 18 years and older with a diagnosis of coronary artery disease seen within a 12 month period

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for coronary artery disease (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 410.00, 410.01, 410.02,
410.10, 410.11, 410.12, 410.20, 410.21, 410.22, 410.30, 410.31, 410.32, 410.40, 410.41, 410.42, 410.50,
410.51, 410.52, 410.60, 410.61, 410.62, 410.70, 410.71, 410.72, 410.80, 410.81, 410.82, 410.90, 410.91,
410.92,411.0,411.1, 411.81, 411.89, 412, 413.0, 413.1, 413.9, 414.00, 414.01, 414.02, 414.03, 414.04,
414.05, 414.06, 414.07, 414.2, 414.3, 414.8, 414.9, V45.81, V45.82

Diagnosis for coronary artery disease (ICD-10-CM) [for use 10/01/2015-12/31/2015]: 120.0, 120.1, 120.8,
120.9, 121.01, 121.02, 121.09, 121.11, 121.19, 121.21, 121.29, 121.3, 121.4, 122.0, 122.1, 122.2, 122.8, 122.9,
124.0, 124.1,124.8, 124.9, 125.10, 125.110, 125.111, 125.118, 125.119, 125.2, 125.5, 125.6, 125.700, 125.701,
125.708, 125.709, 125.710, 125.711, 125.718, 125.719, 125.720, 125.721, 125.728, 125.729, 125.730, 125.731,
125.738, 125.739, 125.750, 125.751, 125.758, 125.759, 125.760, 125.761, 125.768, 125.769, 125.790, 125.791,
125.798, 125.799, 125.810, 125.811, 125.812, 125.82, 125.83, 125.89, 125.9, 295.1, 295.5, 798.61

AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215, 99304, 99305, 99306, 99307, 99308, 99309, 99310, 99324, 99325, 99326, 99327,
99328, 99334, 99335, 99336, 99337, 99341, 99342, 99343, 99344, 99345, 99347, 99348, 99349, 99350

NUMERATOR:
Patients who were prescribed aspirin or clopidogrel
Definition:
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Prescribed: May include prescription given to the patient for aspirin or clopidogrel at one or more visits in
the measurement period OR patient already taking aspirin or clopidogrel as documented in current
medication list.

Numerator Options:

Performance Met: Aspirin or clopidogrel prescribed (4086F)
OR
Medical Performance Exclusion: Documentation of medical reason(s) for not prescribing
aspirin or clopidogrel (eg, allergy, intolerance, receiving
other thienopyridine therapy, receiving warfarin therapy,
bleeding coagulation disorders, other medical reasons)
(4086F with 1P)
OR
Patient Performance Exclusion: Documentation of patient reason(s) for not prescribing
aspirin or clopidogrel (eg, patient declined, other patient
reasons) (4086F with 2P)
OR
System Performance Exclusion: Documentation of system reason(s) for not prescribing
aspirin or clopidogrel (eg, lack of drug availability, other
reasons attributable to the health care system) (4086F
with 3P)
OR
Performance Not Met: Aspirin or clopidogrel was not prescribed, reason not
otherwise specified (4086F with 8P)
RATIONALE:

Use of antiplatelet therapy has shown to reduce the occurrence of vascular events in patients with coronary artery
disease, including myocardial infarction and death.

CLINICAL RECOMMENDATION STATEMENTS:

The following evidence statements are quoted verbatim from the referenced clinical guidelines.

2012 ACCF/AHAJACP/AATS/PCNA/SCAI/STS Guideline for the Diagnosis and Management of Patients With Stable
Ischemic Heart Disease (SIHD)

ANTIPLATELET THERAPY
Treatment with aspirin 75 to 162 mg daily should be continued indefinitely in the absence of contraindications in
patients with SIHD. (Class | Recommendation, Level of Evidence: A)

Treatment with clopidogrel is reasonable when aspirin is contraindicated in patients with SIHD. (Class |
Recommendation, Level of Evidence: B)
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B Measure #7 (NQF 0070): Coronary Artery Disease (CAD): Beta-Blocker Therapy — Prior
Myocardial Infarction (Ml) or Left Ventricular Systolic Dysfunction (LVEF < 40%) - National Quality
Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:
Percentage of patients aged 18 years and older with a diagnosis of coronary artery disease seen within a 12 month
period who also have a prior Ml OR a current or prior LVEF < 40% who were prescribed beta-blocker therapy

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for all patients with a diagnosis of CAD
seen during the reporting period. Only patients who had at least two denominator eligible visits during the reporting
period will be counted for Reporting Criteria 1 and Reporting Criteria 2 of this measure. This measure may be
reported by clinicians who perform the quality actions described in the measure for the primary management of
patients with CAD based on the services provided and the measure-specific denominator coding.

This measure will be calculated with 2 performance rates:
1) Percentage of patients with a diagnosis of CAD or history of cardiac surgery who have a current or
prior LVEF < 40% prescribed a beta-blocker
2) Percentage of patients with a diagnosis of CAD or history of cardiac surgery who have prior
myocardial infarction prescribed a beta-blocker

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, a G-code, and patient demographics are used to identify
patients who are included in the measure’s denominator. The listed numerator options are used to report the
numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

The eligible professional should submit data on one of the reporting criteria, depending on the clinical findings. If the
patient has CAD or history of cardiac surgery and a current or prior LVEF < 40%, use Denominator Reporting Criteria
1. If the patient has CAD or history of cardiac surgery and have prior (resolved) MI, use Denominator Reporting
Criteria 2. If the patient has both prior Ml and LVEF < 40%, the eligible professional may report quality data codes for
Reporting Criteria 1 and this will count as appropriate reporting for this patient.

There are two reporting criteria for this measure:
1) Patients who are 18 years and older with a diagnosis of CAD or history of cardiac surgery who have
a current or prior LVEF < 40%

OR

2) Patients who are 18 years and older with a diagnosis of CAD or history of cardiac surgery who have
prior myocardial infarction

REPORTING CRITERIA 1:
All patients with a diagnosis of CAD or history of cardiac surgery who have a current or prior LVEF <40 %

DENOMINATOR (REPORTING CRITERIA 1):
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All patients aged 18 years and older with a diagnosis of coronary artery disease seen within a 12 month period who
also have a current or prior LVEF < 40%

DENOMINATOR NOTE: In order for the patient to be considered for the measure, the diagnosis of CAD
must be an active diagnosis and patient could have been diagnosed prior to the denominator eligible visits
within the measurement year.

OR

The cardiac surgery could have been performed prior to the denominator eligible visits within the
measurement year.

In order for the patient to be included in the either of the measure denominators, the patient must have two
denominator eligible visits.

Denominator Criteria (Eligible Cases) 1:

Patients aged = 18 years on date of encounter

AND

Diagnosis for coronary artery disease (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 411.0, 411.1, 411.81,
411.89, 413.0,413.1,413.9, 414.00, 414.01, 414.02, 414.03, 414.04, 414.05, 414.06, 414.07, 414.2, 414.3,
414.8,414.9,V45.81, V45.82

Diagnosis for coronary artery disease (ICD-10-CM) [for use 10/01/2015-12/31/2015]: 120.0, 120.1, 120.8,
120.9, 124.0, 124.1, 124.8, 124.9, 125.10, 125.110, 125.111, 125.118, 125.119, 125.5, 125.6, 125.700, 125.701,
125.708, 125.709, 125.710, 125.711, 125.718, 125.719, 125.720, 125.721, 125.728, 125.729, 125.730, 125.731,
125.738, 125.739, 125.750, 125.751, 125.758, 125.759, 125.760, 125.761, 125.768, 125.769, 125.790, 125.791,
125.798, 125.799, 125.810, 125.811, 125.812, 125.82, 125.83, 125.89, 125.9, 795.1, 295.5, 798.61

OR

History of cardiac surgery (CPT): 33140, 33510, 33511, 33512, 33513, 33514, 33516, 33517, 33518,
33519, 33521, 33522, 33523, 33533, 33534, 33535, 33536, 92920, 92924, 92928, 92933, 92937, 92941,
92943

AND

Patient encounter(s) during reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212, 99213,
99214, 99215, 99304, 99305, 99306, 99307, 99308, 99309, 99310, 99324, 99325, 99326, 99327, 99328,
99334, 99335, 99336, 99337, 99341, 99342, 99343, 99344, 99345, 99347, 99348, 99349, 99350

AND

Two Denominator Eligible Visits

AND

Left ventricular ejection fraction (LVEF) < 40%: G8694

NUMERATOR (REPORTING CRITERIA 1):

Patients who were prescribed beta-blocker therapy

Definitions:

Prescribed — May include prescription given to the patient for beta-blocker therapy at one or more visits in
the measurement period OR patient already taking beta-blocker therapy as documented in current
medication list.

Beta-blocker Therapy - For patients with prior LVEF < 40%, beta-blocker therapy includes the following:
bisoprolol, carvedilol, or sustained release metoprolol succinate.

Numerator Options:

Performance Met: Beta-blocker therapy prescribed or currently being taken
(G9189)
OR
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Medical Performance Exclusion: Documentation of medical reason(s) for not prescribing
beta-blocker therapy (eg, allergy, intolerance, other
medical reasons) (G9190)

OR

Patient Performance Exclusion: Documentation of patient reason(s) for not prescribing
beta-blocker therapy (eg, patient declined, other patient
reasons) (G9191)

OR

System Performance Exclusion: Documentation of system reason(s) for not prescribing
beta-blocker therapy (eg, other reasons attributable to
the health care system) (G9192)

Performance Not Met: Beta-blocker therapy not prescribed, reason not given
(G9188)

OR

REPORTING CRITERIA 2: All patients with a diagnosis of CAD or history of cardiac surgery who have a prior

(resolved) myocardial infarction

DENOMINATOR (REPORTING CRITERIA 2):

All patients aged 18 years and older with a diagnosis of coronary artery disease seen within a 12 month period who
also have prior Ml

DENOMINATOR NOTE: In order for the patient to be considered for the measure, the diagnosis of CAD
must be an active diagnosis and patient could have been diagnosed prior to the denominator eligible visits
within the measurement year.

The cardiac surgery could have been performed prior to the denominator eligible visits within the
measurement year.

*Inclusion for this reporting criteria requires the presence of a prior Ml diagnosis AND at least two
denominator eligible visits during the measurement period. Diagnosis codes for Coronary Artery Disease
(which include MI diagnosis codes) may also accompany the Ml diagnosis code, but are not required for
inclusion in the measure.

In order for the patient to be included in the either of the measure denominators, the patient must have two
denominator eligible visits.

Denominator Criteria (Eligible Cases) 2:

Patients aged = 18 years on date of encounter

AND

Diagnosis for coronary artery disease (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 411.0, 411.1, 411.81,
411.89, 413.0, 413.1, 413.9, 414.00, 414.01, 414.02, 414.03, 414.04, 414.05, 414.06, 414.07, 414.2, 414.3,
414.8,414.9, V45.81, V45.82

Diagnosis for coronary artery disease (ICD-10-CM) [for use 10/01/2015-12/31/2015]: 120.0, 120.1, 120.8,
120.9, 124.0, 124.1, 124.8, 124.9, 125.10, 125.110, 125.111, 125.118, 125.119, 125.5, 125.6, 125.700, 125.701,
125.708, 125.709, 125.710, 125.711, 125.718, 125.719, 125.720, 125.721, 125.728, 125.729, 125.730, 125.731,
125.738, 125.739, 125.750, 125.751, 125.758, 125.759, 125.760, 125.761, 125.768, 125.769, 125.790, 125.791,
125.798, 125.799, 125.810, 125.811, 125.812, 125.82, 125.83, 125.89, 125.9, Z95.1, 295.5, Z98.61

History of cardiac surgery (CPT): 33140, 33510, 33511, 33512, 33513, 33514, 33516, 33517, 33518,
33519, 33521, 33522, 33523, 33533, 33534, 33535, 33536, 92920, 92924, 92928, 92933, 92937, 92941,
92943
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AND

Diagnosis for myocardial infarction - includes patient that had a prior myocardial infarction at any
time (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 410.00, 410.01, 410.02, 410.10, 410.11, 410.12, 410.20,
410.21, 410.22, 410.30, 410.31, 410.32, 410.40, 410.41, 410.42, 410.50, 410.51, 410.52, 410.60, 410.61,
410.62, 410.70, 410.71, 410.72, 410.80, 410.81, 410.82, 410.90, 410.91, 410.92, 412

Diagnosis for myocardial infarction- includes patient that had a prior myocardial infarction at any
time (ICD-10-CM) [for use 10/01/2015-12/31/2015]: 121.01, 121.02, 121.09, 121.11, 121.19, 121.21, 121.29,
121.3,121.4,122.0, 122.1, 122.2, 122.8, 122.9, 124 1, 125.2

AND

Patient encounter(s) during reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212, 99213,
99214, 99215, 99304, 99305, 99306, 99307, 99308, 99309, 99310, 99324, 99325, 99326, 99327, 99328,
99334, 99335, 99336, 99337, 99341, 99342, 99343, 99344, 99345, 99347, 99348, 99349, 99350

AND

Two Denominator Eligible Visits

NUMERATOR (REPORTING CRITERIA 2):

Patients who were prescribed beta-blocker therapy

Definitions:

Prescribed — May include prescription given to the patient for beta-blocker therapy at one or more visits in
the measurement period OR patient already taking beta-blocker therapy as documented in current
medication list.

Beta-blocker Therapy — For patients with prior MI, beta-blocker therapy includes any agent within the beta-
blocker drug class. As of 2011, during the development process, no recommendations or evidence cited in
current chronic stable angina guidelines for preferential use of specific agents.

Numerator Options:

Performance Met: Beta-blocker therapy prescribed or currently being taken
(4008F)
OR
Medical Performance Exclusion: Documentation of medical reason(s) for not prescribing
beta-blocker therapy (eg, allergy, intolerance, other
medical reasons) (4008F with 1P)
OR
Patient Performance Exclusion: Documentation of patient reason(s) for not prescribing
beta-blocker therapy (eg, patient declined, other patient
reasons) (4008F with 2P)
OR
System Performance Exclusion: Documentation of system reason(s) for not prescribing
beta-blocker therapy (eg, other reasons attributable to
the health care system) (4008F with 3P)
OR
Performance Not Met: Beta-blocker therapy not prescribed, reason not
otherwise specified (4008F with 8P)
RATIONALE:

Nonadherence to cardioprotective medications is prevalent among outpatients with coronary artery disease and can
be associated with a broad range of adverse outcomes, including all-cause and cardiovascular mortality,
cardiovascular hospitalizations, and the need for revascularization procedures.

A patient with a diagnosis of coronary artery disease seen within a 12 month period and LVEF < 40% should be
taking either bisoprolol, carvedilol, or sustained release metoprolol succinate. While all beta-blockers appear to be of

Version 9.0 CPT only copyright 2014 American Medical Association. All rights reserved.
10/10/2014 Page 43 of 593



equal efficacy in patients with chronic stable coronary artery disease, these three medications have specifically
shown to reduce mortality in patients with reduced LVEF.

CLINICAL RECOMMENDATION STATEMENTS:

It is beneficial to start and continue beta-blocker therapy indefinitely in all patients who have had MI, acute coronary
syndrome, or left ventricular dysfunction with or without heart failure symptoms, unless contraindicated. (Class |
Recommendation, Level A Evidence) (ACC/AHA, 2007)

Beta-blockers (using 1 of the 3 proven to reduce mortality, ie, bisoprolol, carvedilol, and sustained release metoprolol
succinate) are recommended for all stable patients with current or prior symptoms of heart failure and reduced LVEF,
unless contraindicated. (Class |, Level of Evidence: A) (ACC/AHA, 2009)
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B Measure #38 (NQF 0083): Heart Failure (HF): Beta-Blocker Therapy for Left Ventricular Systolic
Dysfunction (LVSD) - National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:

Percentage of patients aged 18 years and older with a diagnosis of heart failure (HF) with a current or prior left
ventricular ejection fraction (LVEF) < 40% who were prescribed beta-blocker therapy either within a 12 month period
when seen in the outpatient setting OR at each hospital discharge

INSTRUCTIONS:

This measure is to be reported for all heart failure patients a minimum of once per reporting period when seen in
the outpatient setting AND reported at each hospital discharge (99238 and 99239*) during the reporting period.
Only patients who had at least two denominator eligible visits during the reporting period will be counted for
Reporting Criteria 1.

*NOTE: When reporting CPT code 99238 and 99239, it is recommended the measure be reported each time the
code is submitted for hospital discharge.

This measure is intended to reflect the quality of services provided for patients with heart failure and decreased left
ventricular systolic function. This measure may be reported by clinicians who perform the quality actions described in
the measure based on the services provided and the measure-specific denominator coding. Only patients who had at
least two denominator eligible visits during the reporting period will be counted for Reporting Criteria 1.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, a quality-data code (Reporting Criteria 1 and 2), and patient
demographics are used to identify patients who are included in the measure’s denominator. The listed numerator
options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data. It is expected that a single performance rate will be
calculated for this measure.

There are two reporting criteria for this measure:
1) Patients who are 18 years and older with a diagnosis of HF with a current or prior LVEF < 40% seen
in the outpatient setting with two denominator eligible visits

OR

2) Patients who are 18 years and older with a diagnosis of HF with a current or prior LVEF < 40% and
discharged from hospital

REPORTING CRITERIA 1: All patients with a diagnosis of HF seen in the outpatient setting

DENOMINATOR (REPORTING CRITERIA 1):
All patients aged 18 years and older with a diagnosis of heart failure with a current or prior LVEF < 40%

DENOMINATOR NOTE: LVEF < 40% corresponds to qualitative documentation of moderate dysfunction or
severe left ventricular systolic function. The left ventricular systolic dysfunction may be determined by
quantitative or qualitative assessment, which may be current or historical. Examples of a quantitative or
qualitative assessment may include an echocardiogram: 1) that provides a numerical value of left ventricular
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systolic dysfunction or 2) that uses descriptive terms such as moderately or severely depressed left
ventricular systolic function. Any current or prior ejection fraction study documenting LVSD can be used to
identify patients.

In order for the patient to be included in Reporting Criteria 1, the patient must have two denominator eligible
visits

Denominator Criteria (Eligible Cases) 1:

Patients aged = 18 years on date of encounter

AND

Diagnosis for heart failure (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 402.01, 402.11, 402.91, 404.01,
404.03,404.11,404.13, 404.91, 404.93, 428.0, 428.1, 428.20, 428.21, 428.22, 428.23, 428.30, 428.31,
428.32,428.33, 428.40, 428.41, 428.42, 428.43, 428.9

Diagnosis for heart failure (ICD-10-CM) [for use 10/01/2015-12/31/2015]: 111.0, 113.0, 113.2, 150.1,
150.20, 150.21, 150.22, 150.23, 150.30, 150.31, 150.32, 150.33, 150.40, 150.41, 150.42, 150.43, 150.9

AND

Patient encounter(s) during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215, 99304, 99305, 99306, 99307, 99308, 99309, 99310, 99324, 99325, 99326, 99327,
99328, 99334, 99335, 99336, 99337, 99341, 99342, 99343, 99344, 99345, 99347, 99348, 99349, 99350
AND

Two Denominator Eligible Visits

AND

Left ventricular ejection fraction (LVEF) < 40% or documentation of moderately or severely
depressed left ventricular systolic function: G8923

NUMERATOR (REPORTING CRITERIA 1):

Patients who were prescribed beta-blocker therapy within a 12 month period when seen in the outpatient setting

Definitions:

Prescribed — Outpatient Setting - May include prescription given to the patient for beta-blocker therapy at
one or more visits in the measurement period OR patient already taking beta-blocker therapy as
documented in current medication list.

Beta-blocker Therapy - For patients with prior LVEF < 40%, beta-blocker therapy should include bisoprolol,
carvedilol, or sustained release metoprolol succinate.

Numerator Options:
Performance Met: Beta-blocker therapy prescribed (G8450)

Other Performance Exclusion: Beta-Blocker Therapy for LVEF < 40% not prescribed
for reasons documented by the clinician (eg, low blood
pressure, fluid overload, asthma, patients recently
treated with an intravenous positive inotropic agent,
allergy, intolerance, other medical reasons, patient
declined, other patient reasons, or other reasons
attributable to the healthcare system) (G8451)

Performance Not Met: Beta-blocker therapy not prescribed (G8452)
OR

REPORTING CRITERIA 2: All patients with a diagnosis of HF and discharged from hospital
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DENOMINATOR (REPORTING CRITERIA 2):
All patients aged 18 years and older with a diagnosis of heart failure with a current or prior LVEF < 40%

DENOMINATOR NOTE: LVEF < 40% corresponds to qualitative documentation of moderate dysfunction or
severe left ventricular systolic function. The left ventricular systolic dysfunction may be determined by
quantitative or qualitative assessment, which may be current or historical. Examples of a quantitative or
qualitative assessment may include an echocardiogram: 1) that provides a numerical value of left ventricular
systolic dysfunction or 2) that uses descriptive terms such as moderately or severely depressed left
ventricular systolic function. Any current or prior ejection fraction study documenting LVSD can be used to
identify patients.

Denominator Criteria (Eligible Cases) 2:

Patients aged 2 18 years on date of encounter

AND

Diagnosis for heart failure (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 402.01, 402.11, 402.91, 404.01,
404.03, 404.11, 404.13, 404.91, 404.93, 428.0, 428.1, 428.20, 428.21, 428.22, 428.23, 428.30, 428.31,
428.32,428.33, 428.40, 428.41, 428.42, 428.43, 428.9

Diagnosis for heart failure (ICD-10-CM) [for use 10/01/2015-12/31/2015]: 111.0, 113.0, 113.2, 150.1,
150.20, 150.21, 150.22, 150.23, 150.30, 150.31, 150.32, 150.33, 150.40, 150.41, 150.42, 150.43, 150.9

AND

Patient encounter during reporting period (CPT): 99238*, 99239*

AND

Left ventricular ejection fraction (LVEF) < 40% or documentation of moderately or severely
depressed left ventricular systolic function: 3021F

NUMERATOR (REPORTING CRITERIA 2):
Patients who were prescribed beta-blocker therapy at each hospital discharge

Definitions:

Prescribed — Inpatient Setting: May include prescription given to the patient for beta-blocker therapy at
discharge OR beta-blocker therapy to be continued after discharge as documented in the discharge
medication list.

Beta-blocker Therapy — For patients with prior LVEF < 40%, beta-blocker therapy should include
bisoprolol, carvedilol, or sustained release metoprolol succinate.

Numerator Options:
Performance Met: Beta-blocker therapy prescribed (G8450)

Other Performance Exclusion: Beta-Blocker Therapy for LVEF < 40% not prescribed
for reasons documented by the clinician (eg, low blood
pressure, fluid overload, asthma, patients recently
treated with an intravenous positive inotropic agent,
allergy, intolerance, other medical reasons, patient
declined, other patient reasons, other reasons
attributable to the healthcare system) (G8451)

OR

Performance Not Met: Beta-blocker therapy not prescribed (G8452)

RATIONALE:

Beta-blockers are recommended for all patients with stable heart failure and left ventricular systolic dysfunction,
unless contraindicated. Treatment should be initiated as soon as a patient is diagnosed with left ventricular systolic
dysfunction and does not have low blood pressure, fluid overload, or recent treatment with an intravenous positive
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inotropic agent. Beta-blockers have been shown to lessen the symptoms of heart failure, improve the clinical status
of patients, reduce future clinical deterioration, and decrease the risk of mortality and the combined risk of mortality
and hospitalization.

CLINICAL RECOMMENDATION STATEMENTS:

Beta-blockers (using 1 of the 3 proven to reduce mortality, ie, bisoprolol, carvedilol, and sustained release metoprolol
succinate) are recommended for all stable patients with current or prior symptoms of [heart failure] and reduced
LVEF, unless contraindicated. (Class |, Level of Evidence: A) (ACCF/AHA, 2009)

Treatment with a beta blocker should be initiated at very low doses [see excerpt from guideline table below], followed
by gradual increments in dose if lower doses have been well tolerated physicians, especially cardiologists and
primary care physicians, should make every effort to achieve the target doses of the beta blockers shown to be
effective in major clinical trials. (ACCF/AHA, 2009)

Beta Blockers Commonly Used for the Treatment of Patients with [Heart Failure] with Low Ejection Fraction

Drug Initial Daily Dose(s) Maximum Dose(s)
Beta Blockers
Bisoprolol 1.25 mg once 10 mg once
Carvedilol 3.125 mg once 25 mg twice
50 mg twice for patients > 85 kg
Metoprolol succinate 12.5 t0 25 mg once 200 mg once

extended release
(metoprolol CR/XL)

For the hospitalized patient:

o In patients with reduced ejection fraction experiencing a symptomatic exacerbation of [heart failure]
requiring hospitalization during chronic maintenance treatment with oral therapies known to improve
outcomes, particularly [ACE inhibitors] or ARBs and beta-blocker therapy, it is recommended that these
therapies be continued in most patients in the absence of hemodynamic instability or contraindications.
(Class I, Level of Evidence: C) (ACCF/AHA, 2009)

o In patients hospitalized with [heart failure] with reduced ejection fraction not treated with oral therapies
known to improve outcomes, particularly [ACE inhibitors] or ARBs and beta-blocker therapy, initiation of
these therapies is recommended in stable patients prior to hospital discharge. (Class I, Level of Evidence:
B) (ACCF/AHA, 2009)

e |Initiation of beta-blocker therapy is recommended after optimization of volume status and successful
discontinuation of intravenous diuretics, vasodilators, and inotropic agents. Beta-blocker therapy should be
initiated at a low dose and only in stable patients. Particular caution should be used when initiating beta
blockers in patients who have required inotropes during their hospital course. (Class |, Level of Evidence: B)
(ACCF/AHA, 2009)
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"Measure #12 (NQF 0086): Primary Open-Angle Glaucoma (POAG): Optic Nerve Evaluation -
National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of patients aged 18 years and older with a diagnosis of primary open-angle glaucoma (POAG) who has
an optic nerve head evaluation during one or more office visits within 12 months

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for patients seen during the reporting
period. It is anticipated that clinicians who provide the primary management of patients with primary open-
angle glaucoma (in either one or both eyes) will submit this measure.

Measure Reporting via Claims:
ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. CPT Category |l codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and
the appropriate CPT Category Il code OR the CPT Category Il code with the modifier. The modifiers allowed for this
measure are: 1P- medical reasons, 8P- reason not otherwise specified. All measure-specific coding should be
reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 18 years and older with a diagnosis of POAG

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for primary open-angle glaucoma (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 365.10, 365.11,
365.12, 365.15

Diagnosis for primary open-angle glaucoma (ICD-10-CM) [for use 10/01/2015-12/31/2015]: H40.10X0,
H40.10X1, H40.10X2, H40.10X3, H40.10X4, H40.11X0, H40.11X1, H40.11X2, H40.11X3, H40.11X4,
H40.1210, H40.1211, H40.1212, H40.1213, H40.1214, H40.1220, H40.1221, H40.1222, H40.1223,
H40.1224, H40.1230, H40.1231, H40.1232, H40.1233, H40.1234, H40.1290, H40.1291, H40.1292,
H40.1293, H40.1294, H40.151, H40.152, H40.153, H40.159

AND

Patient encounter during the reporting period (CPT): 92002, 92004, 92012, 92014, 99201, 99202,
99203, 99204, 99205, 99212, 99213, 99214, 99215, 99304, 99305, 99306, 99307, 99308, 99309, 99310,
99324, 99325, 99326, 99327, 99328, 99334, 99335, 99336, 99337

NUMERATOR:
Patients who have an optic nerve head evaluation during one or more office visits within 12 months
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Numerator Quality-Data Coding Options for Reporting Satisfactorily:
Optic Nerve Head Evaluation Performed
Performance Met: CPT Il 2027F: Optic nerve head evaluation performed

Optic Nerve Head Evaluation not Performed for Medical Reasons

Append a modifier (1P) to CPT Category Il code 2027F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion: 2027F with 1P: Documentation of medical reason(s) for not performing
an optic nerve head evaluation

Optic Nerve Head Evaluation not Performed, Reason not Otherwise Specified

Append a reporting modifier (8P) to CPT Category Il code 2027F to report circumstances when the action

described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met: 2027F with 8P: Optic nerve head evaluation was not performed, reason
not otherwise specified

RATIONALE:

Changes in the optic nerve are one of two characteristics which currently define progression and thus worsening of
glaucoma disease status (the other characteristic is visual field). There is a significant gap in documentation patterns
of the optic nerve for both initial and follow-up care (Fremont, 2003), even among specialists. (Lee, 2006)
Examination of the optic nerve head and retinal nerve fiber layer provides valuable structural information about
glaucomatous optic nerve damage. Visible structural alterations of the optic nerve head or retinal nerve fiber layer
and development of peripapillary choroidal atrophy frequently occur before visual field defects can be detected.
Careful study of the optic disc neural rim for small hemorrhages is important, since these hemorrhages can precede
visual field loss and further optic nerve damage.

CLINICAL RECOMMENDATION STATEMENTS:
Ophthalmic Evaluation

In completing the elements in the comprehensive adult medical eye evaluation, the ophthalmic evaluation specifically
focuses on the following elements:

History [A:1l]

Visual acuity measurement [A:ll]

Pupil examination [B:!1]

Anterior segment examination [A:1ll]

Intraocular pressure measurement [A:l]

Gonioscopy [A:1l]]

Optic nerve head and retinal nerve fiber layer examination [A:lll]
Fundus examination [A:ll]

(AAO, 2010)
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| Measure #14 (NQF 0087): Age-Related Macular Degeneration (AMD): Dilated Macular Examination
- National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:

Percentage of patients aged 50 years and older with a diagnosis of age-related macular degeneration (AMD) who
had a dilated macular examination performed which included documentation of the presence or absence of macular
thickening or hemorrhage AND the level of macular degeneration severity during one or more office visits within 12
months

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for patients seen during the reporting
period. It is anticipated that clinicians who provide the primary management of patients with age-related
macular degeneration (in either one or both eyes) will submit this measure.

Measure Reporting via Claims:
ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. CPT Category |l codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and
the appropriate CPT Category Il code OR the CPT Category Il code with the modifier. The modifiers allowed for this
measure are: 1P- medical reasons, 2P- patient reasons, 8P- reason not otherwise specified. All measure-specific
coding should be reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 50 years and older with a diagnosis of AMD

Denominator Criteria (Eligible Cases):

Patients aged = 50 years on date of encounter

AND

Diagnosis for age-related macular degeneration (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 362.50,
362.51, 362.52

Diagnosis for age-related macular degeneration (ICD-10-CM) [for use 10/01/2015-12/31/2015]: H35.30,
H35.31, H35.32

AND

Patient encounter during the reporting period (CPT): 92002, 92004, 92012, 92014, 99201, 99202, 99203,
99204, 99205, 99212, 99213, 99214, 99215, 99304, 99305, 99306, 99307, 99308, 99309, 99310, 99324,
99325, 99326, 99327, 99328, 99334, 99335, 99336, 99337

NUMERATOR:
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Patients who had a dilated macular examination performed which included documentation of the presence or
absence of macular thickening or hemorrhage AND the level of macular degeneration severity during one or more
office visits within 12 months

Definitions:

Macular Thickening — Acceptable synonyms for “macular thickening” include: intraretinal thickening,
serous detachment of the retina, pigment epithelial detachment or macular edema.

Severity of Macular Degeneration — Early, intermediate and advanced.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Dilated Macular Examination Performed

Performance Met: CPT Il 2019F: Dilated macular exam performed, including
documentation of the presence or absence of macular
thickening or hemorrhage AND the level of macular
degeneration severity

Dilated Macular Examination not Performed for Medical or Patient Reasons

Append a modifier (1P or 2P) to CPT Category Il code 2019F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion: 2019F with 1P: Documentation of medical reason(s) for not performing
a dilated macular examination

Patient Performance Exclusion: 2019F with 2P: Documentation of patient reason(s) for not performing a
dilated macular examination

Dilated Macular Examination not Performed, Reason not Otherwise Specified

Append a reporting modifier (8P) to CPT Category Il code 2019F to report circumstances when the action

described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met: 2019F with 8P: Dilated macular exam was not performed, reason not
otherwise specified

RATIONALE:

A documented complete macular examination is a necessary prerequisite to determine the presence and severity of
AMD, so that a decision can be made as to the benefits of prescribing antioxidant vitamins. Further, periodic
assessment is necessary to determine whether there is progression of the disease and to plan the on-going
treatment of the disease, since several therapies exist that reduce vision loss once the advanced “wet” form of AMD
occurs. While no data exist on the frequency or absence of regular examinations of the macula for patients with
AMD, parallel data for key structural assessments for glaucoma, cataract and diabetic retinopathy suggest that
significant gaps are likely.

CLINICAL RECOMMENDATION STATEMENTS:

According to the American Academy of Ophthalmology, a stereo biomicroscopic examination of the macula should
be completed. Binocular slit-lamp biomicroscopy of the ocular fundus is often necessary to detect subtle clinical clues
of CNV. These include small areas of hemorrhage, hard exudates, subretinal fluid, or pigment epithelial elevation. (A:
I11) (AAO, 2008)
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"Measure #19 (NQF 0089): Diabetic Retinopathy: Communication with the Physician Managing
Ongoing Diabetes Care — National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:

Percentage of patients aged 18 years and older with a diagnosis of diabetic retinopathy who had a dilated macular or
fundus exam performed with documented communication to the physician who manages the ongoing care of the
patient with diabetes mellitus regarding the findings of the macular or fundus exam at least once within 12 months

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for all patients with diabetic retinopathy
seen during the reporting period. It is anticipated that clinicians who provide the primary management of patients
with diabetic retinopathy (in either one or both eyes) will submit this measure.

Measure Reporting via Claims:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. CPT Category |l and/or quality-data codes are used to report the numerator
of the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and
the appropriate CPT Category Il code AND/OR quality-data code OR the CPT Category Il code with the modifier
AND quality-data code. The modifiers allowed for this measure are: 1P- medical reasons, 2P- patient reasons, 8P-
reason not otherwise specified. All measure-specific coding should be reported on the claim(s) representing the
eligible encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 18 years and older with a diagnosis of diabetic retinopathy who had a dilated macular or fundus
exam performed

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for diabetic retinopathy (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 362.01, 362.02, 362.03,
362.04, 362.05, 362.06

Diagnosis for diabetic retinopathy (ICD-10-CM) [for use 10/01/2015-12/31/2015]: E08.311, E08.319,
E08.321, E08.329, E08.331, E08.339, E08.341, E08.349, E08.351, E08.359, E09.311, E09.319, E09.321,
E09.329, E09.331, E09.339, E09.341, E09.349, E09.351, E09.359, E10.311, E10.319, E10.321, E10.329,
E10.331, E10.339, E10.341, E10.349, E10.351, E10.359, E11.311, E11.319, E11.321, E11.329, E11.331,
E11.339, E11.341, E11.349, E11.351, E11.359, E13.311, E13.319, E13.321, E13.329, E13.331, E13.339,
E13.341, E13.349, E13.351, E13.359

AND
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Patient encounter during the reporting period (CPT): 92002, 92004, 92012, 92014, 99201, 99202,
99203, 99204, 99205, 99212, 99213, 99214, 99215, 99304, 99305, 99306, 99307, 99308, 99309, 99310,
99324, 99325, 99326, 99327, 99328, 99334, 99335, 99336, 99337

NUMERATOR:
Patients with documentation, at least once within 12 months, of the findings of the dilated macular or fundus exam via
communication to the physician who manages the patient’s diabetic care

Definitions:

Communication — May include documentation in the medical record indicating that the findings of the
dilated macular or fundus exam were communicated (eg, verbally, by letter) with the clinician managing the
patient’s diabetic care OR a copy of a letter in the medical record to the clinician managing the patient’s
diabetic care outlining the findings of the dilated macular or fundus exam.

Findings — Includes level of severity of retinopathy (eg, mild nonproliferative, moderate nonproliferative,
severe nonproliferative, very severe nonproliferative, proliferative) AND the presence or absence of macular
edema.

NUMERATOR NOTE: The correct combination of numerator code(s) must be reported on the claim form in
order to properly report this measure. The “correct combination” of codes may require the submission of
multiple numerator codes.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:
Dilated Macular or Fundus Exam Findings Communicated
(One CPT Il code & one quality-data code [5010F & G8397] are required on the claim form to submit this

numerator option)

Performance Met:

CPT Il 5010F: Findings of dilated macular or fundus exam
communicated to the physician or other qualified health
care professional managing the diabetes care

AND

G8397: Dilated macular or fundus exam performed, including

documentation of the presence or absence of macular
edema AND level of severity of retinopathy

OR
Dilated Macular or Fundus Exam Findings not Communicated for Medical Reasons or Patient
Reasons
(One CPT Il code & one quality-data code [5010F-xP & G8397] are required on the claim form to submit
this numerator option)
Append a modifier (1P or 2P) to CPT Category Il code 5010F to report documented circumstances
that appropriately exclude patients from the denominator.
Medical Performance Exclusion or Patient Performance Exclusion:
5010F with 1P: Documentation of medical reason(s) for not
communicating the findings of the dilated macular or
fundus exam to the physician who manages the
ongoing care of the patient with diabetes
5010F with 2P: Documentation of patient reason(s) for not
communicating the findings of the dilated macular or
fundus exam to the physician who manages the
ongoing care of the patient with diabetes
AND
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G8397: Dilated macular or fundus exam performed, including
documentation of the presence or absence of macular
edema AND level of severity of retinopathy

OR

If patient is not eligible for this measure because patient did not have dilated macular or fundus
exam performed, report:
(One quality-data code [G8398] is required on the claim form to submit this numerator option)

Other Performance Exclusion: G8398: Dilated macular or fundus exam not performed
OR
Dilated Macular or Fundus Exam Findings not Communicated, Reason not Otherwise Specified
(One CPT Il code & one quality-data code [5010F-8P & G8397] are required on the claim form to submit
this numerator option)
Append a reporting modifier (8P) to CPT Category Il code 5010F to report circumstances when the action
described in the numerator is not performed and the reason is not otherwise specified.
Performance Not Met:
5010F with 8P: Findings of dilated macular or fundus exam were not
communicated to the physician managing the diabetes
care, reason not otherwise specified
AND
G8397: Dilated macular or fundus exam performed, including
documentation of the presence or absence of macular
edema AND level of severity of retinopathy
RATIONALE:

The physician that manages the ongoing care of the patient with diabetes should be aware of the patient’s dilated
eye examination and severity of retinopathy to manage the ongoing diabetes care. Such communication is important
in assisting the physician to better manage the diabetes. Several studies have shown that better management of
diabetes is directly related to lower rates of development of diabetic eye disease (Diabetes Control and
Complications Trial - DCCT, UK Prospective Diabetes Study — UKPDS).

CLINICAL RECOMMENDATION STATEMENTS:

The ophthalmologist should communicate examination results to the physician who is managing ongoing diabetes
care. (A:lll) (AAO, 2008)
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+ Measure #21 (NQF 0268): Perioperative Care: Selection of Prophylactic Antibiotic - First OR
Second Generation Cephalosporin — National Quality Strategy Domain: Patient Safety

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:

Percentage of surgical patients aged 18 years and older undergoing procedures with the indications for a first OR
second generation cephalosporin prophylactic antibiotic, which had an order for a first OR second generation
cephalosporin for antimicrobial prophylaxis

INSTRUCTIONS:

This measure is to be reported each time a procedure is performed during the reporting period for patients who
undergo surgical procedures with the indications for a first or second generation cephalosporin prophylactic antibiotic.
There is no diagnosis associated with this measure. It is anticipated that clinicians who perform the listed surgical
procedures as specified in the denominator coding will submit this measure.

Measure Reporting via Claims:

CPT codes and patient demographics are used to identify patients who are included in the measure’s denominator.
Quality-data codes are used to report the numerator of the measure. If multiple surgical procedures were performed
on the same date of service and submitted on the same claim form, it is not necessary for the same clinician to
submit the quality-data code with each procedure. However, if multiple NPIs are reporting this measure on the same
claim, each NP!I should report the quality-data code.

When reporting the measure via claims, submit the listed CPT codes, and the appropriate quality-data code. Al
measure-specific coding should be reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:
CPT codes and patient demographics are used to identify patients who are included in the measure’s denominator.
The listed numerator options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All surgical patients aged 18 years and older undergoing procedures with the indications for a first OR second
generation cephalosporin prophylactic antibiotic

Denominator Instructions: CPT Category | procedure codes billed by surgeons performing surgery on the
same patient, submitted with modifier 62 (indicating two surgeons, ie, dual procedures) will be included in
the denominator population. Both surgeons participating in PQRS will be fully accountable for the clinical
action described in the measure.

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Patient encounter during the reporting period (CPT): Listed below are surgical procedures with
indications for first or second generation cephalosporin prophylactic antibiotic

SURGICAL PROCEDURE CPT CODE
Integumentary 15732, 15734, 15736, 15738, 15830, 15832, 15833, 15834, 15835,
15836, 15837, 19260, 19271, 19272, 19300, 19301, 19302, 19303,
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SURGICAL PROCEDURE | CPT CODE

Integumentary 19304, 19305, 19306, 19307, 19316, 19318, 19324, 19325, 19328,
19330, 19340, 19342, 19350, 19355, 19357, 19361, 19364, 19366,
19367, 19368, 19369, 19370, 19371, 19380

Spine 22325, 22586, 22612, 22630, 22800, 22802, 22804, 63030, 63042

Hip Reconstruction

27125, 27130, 27132, 27134, 27137, 27138

Trauma (Fractures)

27235, 27236, 27244, 27245, 27269, 27758, 27759, 27766, 27769,
27792, 27814

Knee Reconstruction

27440, 27441, 27442, 27443, 27445, 27446, 27447

Vascular

27880, 27881, 27882, 27884, 27886, 27888, 33877, 33880, 33881,
33883, 33886, 33889, 33891, 34800, 34802, 34803, 34804, 34805,
34812, 34820, 34825, 34830, 34831, 34832, 34833, 34834, 34841,
34842, 34843, 34844, 34845, 34846, 34847, 34848,34900, 35011,
35013, 35081, 35082, 35091, 35092, 35102, 35103, 35131, 35141,
35142, 35151, 35152, 35206, 35266, 35301, 35363, 35371, 35372,
35460, 35512, 35521, 35522, 35523, 35525, 35533, 35537, 35538,
35539, 35540, 35556, 35558, 35565, 35566, 35570, 35571, 35572,
35583, 35585, 35587, 35601, 35606, 35612, 35616, 35621, 35623,
35626, 35631, 35632, 35633, 35634, 35636, 35637, 35638, 35642,
35645, 35646, 35647, 35650, 35654, 35656, 35661, 35663, 35665,
35666, 35671, 36830, 37224, 37225, 37226, 37227, 37228, 37229,
37230, 37231, 37617

Spleen and Lymph Nodes

38100, 38101, 38115, 38120, 38571, 38572, 38700, 38720, 38724,
38740, 38745, 38747, 38760, 38765, 38770, 38780

Esophagus

43020, 43030, 43045, 43100, 43101, 43107, 43108, 43112, 43113,
43116, 43117, 43118, 43121, 43122, 43123, 43124, 43130, 43135,
43279, 43280, 43281, 43282, 43300, 43305, 43310, 43312, 43313
43314, 43320, 43325, 43327, 43328, 43330, 43331, 43332, 43333,
43334, 43335, 43336, 43337, 43340, 43341, 43350, 43351, 43352,
43360, 43361, 43400, 43401, 43405, 43410, 43415, 43420, 43425,
43496

Stomach

43500, 43501, 43502, 43510, 43520, 43605, 43610, 43611, 43620,
43621, 43622, 43631, 43632, 43633, 43634, 43640, 43641, 43644,
43645, 43651, 43652, 43653, 43800, 43810, 43820, 43825, 43830,
43832, 43840, 43843, 43845, 43846, 43847, 43848, 43850, 43855,
43860, 43865, 43870, 43880

Small Intestine

44005, 44010, 44020, 44021, 44050, 44055, 44100, 44120, 44125,
44126, 44127, 44130, 44132, 44133, 44135, 44136

Colon

44140, 44141, 44143, 44144, 44145, 44146, 44147, 44150, 44151,
44155, 44156, 44157, 44158, 44160, 44180, 44186, 44187, 44188,
44202, 44204, 44205, 442006, 44207, 44208, 44210, 44211, 44212
44227, 44300, 44310, 44312, 44314, 44316, 44320, 44322, 44340,
44345, 44346, 44602, 44603, 44604, 44605, 44615, 44620, 44625,
44626, 44640, 44650, 44660, 44661, 44680, 44700

Rectum

45000, 45020, 45110, 45111, 45112, 45113, 45114, 45116, 45119,
45120, 45121, 45123, 45126, 45130, 45135, 45136, 45150, 45160,
45171, 45172, 45395, 45397, 45400, 45402, 45540, 45541, 45550,
45560, 45562, 45563, 45800, 45805, 45820, 45825

Biliary

47400, 47420, 47425, 47460, 47480, 47560, 47561, 47562, 47563,
47564, 47570, 47600, 47605, 47610, 47612, 47620, 47630, 47700,
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SURGICAL PROCEDURE

CPT CODE

47701, 47711, 47712, 47715, 47720, 47721, 47740, 47741, 47760,
47765, 47780, 47785, 47800, 47801, 47802, 47900

Pancreas

48000, 48001, 48020, 48100, 48102, 48105, 48120, 48140, 48145,
48146, 48148, 48150, 48152, 48153, 48154, 48155, 48500, 48510,
48520, 48540, 48545, 48547, 48548, 48554, 48556

Abdomen, Peritoneum &
Omentum

27080, 27158, 27202, 27280, 27282, 49000, 49002, 49010, 49020,
49040, 49060, 49203, 49204, 49205, 49215, 49220, 49250, 49320,
49321, 49322, 49323, 49505, 49507, 49568

Renal Transplant

50320, 50340, 50360, 50365, 50370, 50380

Neurological Surgery

22524, 22551, 22554, 22558, 22600, 22612, 22630, 22633, 61154,
61312, 61313, 61315, 61510, 61512, 61518, 61548, 61697, 61700,
61750, 61751, 61867, 62223, 62230, 63015, 63020, 63030, 63042,
63045, 63046, 63047, 63056, 63075, 63081, 63267, 63276

Cardiothoracic Surgery

33120, 33130, 33140, 33141, 33202, 33250, 33251, 33256, 33261,
33305, 33315, 33321, 33322, 33332, 33335, 33365, 33366, 33400,
33401, 33403, 33404, 33405, 33406, 33410, 33411, 33413, 33416,
33422, 33425, 33426, 33427, 33430, 33460, 33463, 33464, 33465,
33475, 33496, 33510, 33511, 33512, 33513, 33514, 33516, 33517
33518, 33519, 33521, 33522, 33523, 33530, 33533, 33534, 33535,
33536, 33542, 33545, 33548, 33572, 35211, 35241, 35271

General Thoracic Surgery

0236T, 21627, 21632, 21740, 21750, 21805, 21825, 31760, 31766,
31770, 31775, 31786, 31805, 32096, 32097, 32098, 32100, 32110,
32120, 32124, 32140, 32141, 32150, 32215, 32220, 32225, 32310,
32320, 32440, 32442, 32445, 32480, 32482, 32484, 32486, 32488,
32491, 32505, 32506, 32507 32800, 32810, 32815, 32900, 32905,
32906, 32940, 33020, 33025, 33030, 33031, 33050, 33300, 33310,
33320, 33361, 33362, 33363, 33364, 34051, 35021, 35216, 35246,
35276, 35311, 35526, 37616, 38381, 38746, 39000, 39010, 39200,
39220, 39545, 39561, 64746

Foot & Ankle 27702, 27703, 27704, 28192, 28193, 28293, 28415, 28420, 28445,
28465, 28485, 28505, 28525, 28531, 28555, 28585, 28615, 28645,
28675, 28705, 28715, 28725, 28730, 28735, 28737

Laryngectomy 31400, 31420

Mediastinum and Diaphragm | 39501, 39540, 39541, 39545, 39560, 39561

Bariatric 43770, 43771, 43772, 43773, 43774, 43775, 43843, 43845, 43846,

43847, 43848, 43886, 43887, 43888

Meckel’s Diverticulum and

44800, 44820, 44850, 44900, 44950, 44955, 44960, 44970

Appendix

Liver 47100, 47120, 47122, 47125, 47130, 47140, 47141, 47142, 47350,
47370, 47371, 47380, 47381

Gynecologic Surgery 57267, 58150, 58152, 58180, 58200, 58210, 58240, 58260, 58262,

58263, 58267, 58270, 58275, 58280, 58285, 58290, 58291, 58292,
58293, 58294, 58951, 58953, 58954, 58956

General Surgery

23470, 23472, 23473, 23474, 23616, 24363, 24370, 24371, 60505
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NUMERATOR:
Surgical patients who had an order for a first OR second generation cephalosporin for antimicrobial prophylaxis

Numerator Instructions: There must be documentation of an order (written order, verbal order, or standing
order/protocol) for a first OR second generation cephalosporin for antimicrobial prophylaxis OR
documentation that a first OR second generation cephalosporin was given.

NUMERATOR NOTE: In the event surgery is delayed, as long as the patient is redosed (if clinically
appropriate) the numerator coding should be applied.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Documentation of Order for First or Second Generation Cephalosporin for Antimicrobial Prophylaxis

(written order, verbal order, or standing order/protocol)

Performance Met: G9197: Documentation of an order for first OR second
generation cephalosporin for antimicrobial prophylaxis

Note: G9197 is provided for antibiotic ordered or antibiotic given. Report G9197if a first or second

generation cephalosporin was given for antimicrobial prophylaxis.

Order for First or Second Generation Cephalosporin not Ordered for Medical Reasons

Medical Performance Exclusion: G9196: Documentation of medical reason(s) for not ordering a
first OR second generation cephalosporin for
antimicrobial prophylaxis (eg, patients enrolled in clinical
trials, patients with documented infection prior to
surgical procedure of interest, patients who were
receiving antibiotics more than 24 hours prior to surgery
[except colon surgery patients taking oral prophylactic
antibiotics], patients who were receiving antibiotics
within 24 hours prior to arrival [except colon surgery
patients taking oral prophylactic antibiotics], other
medical reason(s))

OR

Order for First or Second Generation Cephalosporin not Ordered, Reason not Given

Performance Not Met: G9198: Order for a first OR second generation cephalosporin
for antimicrobial prophylaxis was not documented,
reason not given

RATIONALE:

Presence of antibiotics in the blood and tissue during and after surgery can prevent infection. Cephalosporins are
currently the drug of choice for antimicrobial prophylaxis due to their broad-spectrum effect and low occurrence of
adverse reactions.

CLINICAL RECOMMENDATION STATEMENTS:

For most procedures, cefazolin is the drug of choice for prophylaxis because it is the most widely studied
antimicrobial agent, with proven efficacy. It has a desirable duration of action, spectrum of activity against organisms
commonly encountered in surgery, reasonable safety, and low cost. (ASHP, 2013)

In operations for which cephalosporins represent appropriate prophylaxis, alternative antimicrobials should be
provided to those with a high likelihood of serious adverse reaction or allergy on the basis of patient history or
diagnostic tests such as skin testing.
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The preferred antimicrobials for prophylaxis in patients undergoing hip or knee arthroplasty are cefazolin and
cefuroxime. Vancomycin or clindamycin may be used in patients with serious allergy or adverse reactions to f-
lactams.

The recommended antimicrobials for cardiothoracic and vascular operations include cefazolin or cefuroxime. For

patients with serious allergy or adverse reaction to f-lactams, vancomycin is appropriate, and clindamycin may be an
acceptable alternative. (SIPGWW, 2004)
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* Measure #22 (NQF 0271): Perioperative Care: Discontinuation of Prophylactic Parenteral
Antibiotics (Non-Cardiac Procedures) — National Quality Strategy Domain: Patient Safety

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:

Percentage of non-cardiac surgical patients aged 18 years and older undergoing procedures with the indications for
prophylactic parenteral antibiotics AND who received a prophylactic parenteral antibiotic, which have an order for
discontinuation of prophylactic parenteral antibiotics within 24 hours of surgical end time

INSTRUCTIONS:

This measure is to be reported each time a procedure is performed during the reporting period for patients who
undergo non-cardiac surgical procedures with the indications for prophylactic parenteral antibiotics. There is no
diagnosis associated with this measure. It is anticipated that clinicians who perform the listed surgical
procedures as specified in the denominator coding will submit this measure.

Measure Reporting via Claims:

CPT codes and patient demographics are used to identify patients who are included in the denominator. CPT
Category Il codes are used to report the numerator of the measure. If multiple surgical procedures were performed
on the same date of service and submitted on the same claim form, it is not necessary for the same clinician to
submit the CPT Category Il code with each procedure. However, if multiple NPIs are reporting this measure on the
same claim, each NPI should report the quality-data code (CPT II).

When reporting the measure via claims, submit the listed CPT codes, and the appropriate CPT Category Il code(s)
OR the CPT Category Il code(s) with the modifier. The modifiers allowed for this measure are: 1P- medical reasons,
8P- reason not otherwise specified. All measure-specific coding should be reported on the claim(s) representing the
eligible encounter.

Measure Reporting via Registry:
CPT codes and patient demographics are used to identify patients who are included in the measure’s denominator.
The listed numerator options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All non-cardiac surgical patients aged 18 years and older undergoing procedures with the indications for prophylactic
parenteral antibiotics AND who received a prophylactic parenteral antibiotic

Denominator Instructions:

o CPT Category | procedure codes billed by surgeons performing surgery on the same patient, submitted with
modifier 62 (indicating two surgeons, ie, dual procedures) will be included in the denominator population.
Both surgeons participating in the PQRS will be fully accountable for the clinical action described in the
measure.

o For the purpose of this measure of antibiotic discontinuation, patients may be counted as having “received a
prophylactic parenteral antibiotic” if the antibiotic was received within 4 hours prior to the surgical incision (or
start of procedure when no incision is required) or intraoperatively.

Denominator Criteria (Eligible Cases):
Patients aged = 18 years on date of encounter
AND
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Patient encounter during the reporting period (CPT): Listed below are non-cardiac surgical procedures
for which prophylactic parenteral antibiotics are indicated

SURGICAL PROCEDURE CPT CODE

Integumentary 15732, 15734, 15736, 15738, 15830, 15832, 15833, 15834, 15835,
15836, 15837, 19260, 19271, 19272, 19300, 19301, 19302, 19303,
19304, 19305, 19306, 19307, 19316, 19318, 19324, 19325, 19328,
19330, 19340, 19342, 19350, 19355, 19357, 19361, 19364, 19366,
19367, 19368, 19369, 19370, 19371, 19380

Le Fort Fractures 21346, 21347, 21348, 21422, 21423, 21432, 21433, 21435, 21436

Mandibular Fracture 21454, 21461, 21462, 21465, 21470

Spine 22325, 22586, 22612, 22630, 22800, 22802, 22804, 63030, 63042

Hip Reconstruction 27125, 27130, 27132, 27134, 27137, 27138

Trauma (Fractures) 27235, 27236, 27244, 27245, 27269, 27758, 27759, 27766, 27769,
27792, 27814

Knee Reconstruction 27440, 27441, 27442, 27443, 27445, 27446, 27447

Laryngectomy 31360, 31365, 31367, 31368, 31370, 31375, 31380, 31382, 31390,
31395, 31400, 31420

Vascular 27880, 27881, 27882, 27884, 27886, 27888, 33877, 33880, 33881,

33883, 33886, 33889, 33891, 34800, 34802, 34803, 34804, 34805,
34812, 34820, 34825, 34830, 34831, 34832, 34833, 34834, 34841,
34842, 34843, 34844, 34845, 34846, 34847, 34848, 34900, 35011,
35013, 35081, 35082, 35091, 35092, 35102, 35103, 35131, 35141,
35142, 35151, 35152, 35206, 35266, 35301, 35363, 35371, 35372,
35460, 35512, 35521, 35522, 35523, 35525, 35533, 35537, 35538,
35539, 35540, 35556, 35558, 35565, 35566, 35570, 35571, 35572,
35583, 35585, 35587, 35601, 35606, 35612, 35616, 35621, 35623,
35626, 35631, 35632, 35633, 35634, 35636, 35637, 35638, 35642,
35645, 35646, 35647, 35650, 35654, 35656, 35661, 35663, 35665,
35666, 35671, 36830, 37224, 37225, 37226, 37227, 37228, 37229,
37230, 37231, 37617

Glossectomy 41130, 41135, 41140, 41145, 41150, 41153, 41155

Esophagus 43020, 43030, 43045, 43100, 43101, 43107, 43108, 43112, 43113,
43116, 43117, 43118, 43121, 43122, 43123, 43124, 43130, 43135,
43279, 43280, 43281, 43282, 43300, 43305, 43310, 43312, 43313
43314, 43320, 43325, 43327, 43328, 43330, 43331, 43332, 43333,
43334, 43335, 43336, 43337, 43340, 43341, 43350, 43351, 43352,
43360, 43361, 43400, 43401, 43405, 43410, 43415, 43420, 43425,
43496

Stomach 43500, 43501, 43502, 43510, 43520, 43605, 43610, 43611, 43620
43621, 43622, 43631, 43632, 43633, 43634, 43640, 43641, 43644,
43645, 43651, 43652, 43653, 43800, 43810, 43820, 43825, 43830,
43832, 43840, 43843, 43845, 43846, 43847, 43848, 43850, 43855,
43860, 43865, 43870, 43880

Small Intestine 44005, 44010, 44020, 44021, 44050, 44055, 44100, 44120, 44125,
44126, 44127, 44130, 44132, 44133, 44135, 44136
Colon 44140, 44141, 44143, 44144, 44145, 44146, 44147, 44150, 44151,

44155, 44156, 44157, 44158, 44160, 44180, 44186, 44187, 44188,
44202, 44204, 44205, 44206, 44207, 44208, 44210, 44211, 44212,
44227, 44300, 44310, 44312, 44314, 44316, 44320, 44322, 44340,
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SURGICAL PROCEDURE

CPT CODE

44345, 44346, 44602, 44603, 44604, 44605, 44615, 44620, 44625,
44626, 44640, 44650, 44660, 44661, 44680, 44700

Rectum

45000, 45020, 45108, 45110, 45111, 45112, 45113, 45114, 45116,
45119, 45120, 45121, 45123, 45126, 45130, 45135, 45136, 45150,
45160, 45171, 45172, 45190, 45395, 45397, 45400, 45402, 45500,
45505, 45540, 45541, 45550, 45560, 45562, 45563, 45800, 45805,
45820, 45825

Biliary

47400, 47420, 47425, 47460, 47480, 47560, 47561, 47562, 47563,
47564, 47570, 47600, 47605, 47610, 47612, 47620, 47630, 47700,
47701, 47711, 47712, 47715, 47720, 47721, 47740, 47741, 47760,
47765, 47780, 47785, 47800, 47801, 47802, 47900

Pancreas

48000, 48001, 48020, 48100, 48102, 48105, 48120, 48140, 48145,
48146, 48148, 48150, 48152, 48153, 48154, 48155, 48500, 48510,
48520, 48540, 48545, 48547, 48548, 48554, 48556

Abdomen, Peritoneum, &
Omentum

27080, 27158, 27202, 27280, 27282, 49000, 49002, 49010, 49020,
49040, 49060, 49203, 49204, 49205, 49215, 49220, 49250, 49320,
49321, 49322, 49323, 49505, 49507, 49568

Renal Transplant

50320, 50340, 50360, 50365, 50370, 50380

Gynecologic Surgery

57267, 58150, 58152, 58180, 58200, 58210, 58240, 58260, 58262,
58263, 58267, 58270, 58275, 58280, 58285, 58290, 58291, 58292,
58293, 58294, 58951, 58953, 58954, 58956

Acoustic Neuroma

61520, 61526, 61530, 61591, 61595, 61596, 61598, 61606, 61616,
61618, 61619, 69720, 69955, 69960, 69970

Cochlear Implants

69930

Neurological Surgery

22524, 22551, 22554, 22558, 22600, 22612, 22630, 22633, 61154,
61312, 61313, 61315, 61510, 61512, 61518, 61548, 61697, 61700,
61750, 61751, 61867, 62223, 62230, 63015, 63020, 63030, 63042,
63045, 63046, 63047, 63056, 63075, 63081, 63267, 63276

Cardiothoracic (Pacemaker)

33203, 33206, 33207, 33208, 33212, 33213, 33214, 33215, 33216,
33217, 33218, 33220, 33222, 33223, 33224, 33225, 33226, 33233,
33234, 33235, 33236, 33237, 33238, 33240, 33241, 33243, 33244,
33249, 33254, 33255

General Thoracic Surgery

0236T, 21627, 21632, 21740, 21750, 21805, 21825, 31760, 31766,
31770, 31775, 31786, 31805, 32096, 32097, 32098, 32100, 32110,
32120, 32124, 32140, 32141, 32150, 32215, 32220, 32225, 32310,
32320, 32440, 32442, 32445, 32480, 32482, 32484, 32486, 32488,
32491, 32505, 32506, 32507 32800, 32810, 32815, 32900, 32905,
32906, 32940, 33020, 33025, 33030, 33031, 33050, 33300, 33310,
33320, 33361, 33362, 33363, 33364, 34051, 35021, 35211, 35216,
35241, 35246, 35271, 35276, 35311, 35526, 37616, 38381, 38746,
39000, 39010, 39200, 39220, 39545, 39561, 64746

Foot & Ankle 27702, 27703, 27704, 28192, 28193, 28293, 28415, 28420, 28445,
28465, 28485, 28505, 28525, 28531, 28555, 28585, 28615, 28645,
28675, 28705, 28715, 28725, 28730, 28735, 28737

Spleen and Lymphatic 38100, 38101, 38115, 38120, 38571, 38572, 38700, 38720, 38724,

38740, 38745, 38747, 38760, 38765, 38770, 38780

Mediastinum and Diaphragm

39501, 39540, 39541, 39545, 39560, 39561

Bariatric 43770, 43771, 43772, 43773, 43774, 43775, 43843, 43845, 43846,
43847, 43848, 43886, 43887, 43888
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SURGICAL PROCEDURE CPT CODE
Meckel’s Diverticulum and 44800, 44820, 44850, 44900, 44950, 44955, 44960, 44970
Appendix
Liver 47100, 47120, 47122, 47125, 47130, 47140, 47141, 47142, 47350,
47370, 47371, 47380, 47381
General Surgery 23470, 23472, 23473, 23474, 23616, 24363, 24370, 24371, 60505
NUMERATOR:

Non-cardiac surgical patients who have an order for discontinuation of prophylactic parenteral antibiotics within 24
hours of surgical end time

Numerator Instructions: There must be documentation of order (written order, verbal order, or standing
order/protocol) specifying that prophylactic parenteral antibiotic is to be discontinued within 24 hours of
surgical end time OR specifying a course of antibiotic administration limited to that 24 hour period (eg, “to be
given every 8 hours for three doses” or for “one time” IV dose orders) OR documentation that prophylactic
parenteral antibiotic was discontinued within 24 hours of surgical end time.

NUMERATOR NOTE: The correct combination of numerator code(s) must be reported on the claim form in
order to properly report this measure. The “correct combination” of codes may require the submission of
multiple numerator codes.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Documentation of Order for Discontinuation of Prophylactic Parenteral Antibiotics (written order,

verbal order, or standing order/protocol) Within 24 Hours of Surgical End Time

(Two CPT Il codes [4049F & 4046F] are required on the claim form to submit this numerator option)

Performance Met:

CPT Il 4049F: Documentation that order was given to discontinue
prophylactic antibiotics within 24 hours of surgical end
time, non-cardiac procedure

Note: CPT Category Il code 4049F is provided for documentation that antibiotic discontinuation was

ordered or that antibiotic discontinuation was accomplished. Report CPT Category Il code 4049F if

antibiotics were discontinued within 24 hours.

AND

CPT Il 4046F: Documentation that prophylactic antibiotics were given
within 4 hours prior to surgical incision or given
intraoperatively

OR

Prophylactic Parenteral Antibiotics not Discontinued for Medical Reasons

(Two CPT Il codes [4049F-1P & 4046F] are required on the claim form to submit this numerator option)

Append a modifier (1P) to CPT Category Il code 4049F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion:

4049F with 1P: Documentation of medical reason(s) for not
discontinuing prophylactic antibiotics within 24 hours of
surgical end time (eg, patients enrolled in clinical trials,
patients with documented infection prior to surgical
procedure of interest, patients who had other
procedures requiring general or spinal anesthesia that
occurred within three days prior to the procedure of
interest [during separate surgical episodes], patients
who were receiving antibiotics more than 24 hours prior
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to surgery [except colon surgery patients taking oral
prophylactic antibiotics], patients who were receiving
antibiotics within 24 hours prior to arrival [except colon
surgery patients taking oral prophylactic antibiotics],
patients who received urinary antiseptics only, other
medical reason(s))

AND

CPT Il 4046F: Documentation that prophylactic antibiotics were given
within 4 hours prior to surgical incision or given
intraoperatively

OR

If patient is not eligible for this measure because patient did not receive prophylactic parenteral

antibiotics within specified timeframe, report:

(One CPT Il code [4042F] is required on the claim form to submit this numerator option)

Other Performance Exclusion: CPT 1 4042F:  Documentation that prophylactic antibiotics were neither
given within 4 hours prior to surgical incision nor given

intraoperatively
OR
Prophylactic Parenteral Antibiotics not Discontinued, Reason not Otherwise Specified
(Two CPT Il codes [4049F-8P & 4046F] are required on the claim form to submit this numerator option)
Append a reporting modifier (8P) to CPT Category Il code 4049F to report circumstances when the action
described in the numerator is not performed and the reason is not otherwise specified.
Performance Not Met:
4049F with 8P: Order was not given to discontinue prophylactic
antibiotics within 24 hours of surgical end time, non-
cardiac procedure, reason not otherwise specified
AND
CPT Il 4046F: Documentation that prophylactic antibiotics were given
within 4 hours prior to surgical incision or given
intraoperatively
RATIONALE:

There is no evidence there is added benefit of prolonged prophylactic parenteral antibiotic use. Prolonged use may
increase antibiotic resistant organisms.

CLINICAL RECOMMENDATION STATEMENTS:

The shortest effective duration of antimicrobial administration for preventing SSI is not known; however, evidence is
mounting that postoperative antimicrobial administration is not necessary for most procedures. The duration of an
antimicrobial prophylaxis should be less than 24 hours for most procedures. (ASHP, 2013)

Prophylactic antimicrobials should be discontinued within 24 hours after the operation. (SIPGWW, 2004)
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* Measure #23 (NQF 0239): Perioperative Care: Venous Thromboembolism (VTE) Prophylaxis
(When Indicated in ALL Patients) — National Quality Strategy Domain: Patient Safety

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:

Percentage of surgical patients aged 18 years and older undergoing procedures for which VTE prophylaxis is
indicated in all patients, who had an order for Low Molecular Weight Heparin (LMWH), Low-Dose Unfractionated
Heparin (LDUH), adjusted-dose warfarin, fondaparinux or mechanical prophylaxis to be given within 24 hours prior to
incision time or within 24 hours after surgery end time

INSTRUCTIONS:

This measure is to be reported each time a procedure is performed during the reporting period for all patients who
undergo surgical procedures for which VTE prophylaxis is indicated. There is no diagnosis associated with this
measure. It is anticipated that clinicians who perform the listed surgical procedures as specified in the
denominator coding will submit this measure.

Measure Reporting via Claims:

CPT codes and patient demographics are used to identify patients who are included in the measure’s denominator.
CPT Category Il codes are used to report the numerator of the measure. If multiple surgical procedures were
performed on the same date of service and submitted on the same claim form, it is not necessary for the same
clinician to submit the CPT Category Il code with each procedure. However, if multiple NPIs are reporting this
measure on the same claim, each NPI should report the quality-data code (CPT II).

When reporting the measure via claims, submit the listed CPT codes, and the appropriate CPT Category Il code OR
the CPT Category Il code with the modifier. The modifiers allowed for this measure are: 1P- medical reasons, 8P-
reason not otherwise specified. All measure-specific coding should be reported on the claim(s) representing the
eligible encounter.

Measure Reporting via Registry:
CPT codes and patient demographics are used to identify patients who are included in the measure’s denominator.
The listed numerator options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All surgical patients aged 18 years and older undergoing procedures for which VTE prophylaxis is indicated in all
patients

Denominator Instructions: CPT Category | procedure codes billed by surgeons performing surgery on the
same patient, submitted with modifier 62 (indicating two surgeons, ie, dual procedures) will be included in
the denominator population. Both surgeons participating in the PQRS will be fully accountable for the clinical
action described in the measure.

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Patient encounter during the reporting period (CPT): Listed below are surgical procedures for which
VTE prophylaxis is indicated
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SURGICAL
PROCEDURE

CPT CODE

Neurological Surgery

22551, 22554, 22558, 22600, 22612, 22630, 22633, 61312, 61313, 61315,
61510, 61512, 61518, 61548, 61697, 61700, 62223, 62230, 63015, 63020,
63030, 63042, 63045, 63046, 63047, 63056, 63075, 63081, 63267, 63276

Hip Reconstruction

27125, 27130, 27132, 27134, 27137, 27138

Knee Reconstruction

27440, 27441, 27442, 27443, 27445, 27446, 27447

Genitourinary
Surgery

50020, 50220, 50225, 50230, 50234, 50236, 50240, 50543, 50545, 50546,
50547, 50548, 50715, 50722, 50725, 50727, 50728, 50760, 50770, 50780,
50782, 50783, 50785, 50800, 50810, 50815, 50820, 50947, 50948, 51550,
51555, 51565, 51570, 51575, 51580, 51585, 51590, 51595, 51596, 51597,
51800, 51820, 51900, 51920, 51925, 51960, 55810, 55812, 55815, 55821,
55831, 55840, 55842, 55845, 55866

Gynecologic Surgery

56630, 56631, 56632, 56633, 56634, 56637, 56640, 57267, 58150, 58152,
58180, 58200, 58210, 58240, 58260, 58262, 58263, 58267, 58270, 58275,
58280, 58285, 58290, 58291, 58292, 58293, 58294, 58951, 58953, 58954,
58956

Hip Fracture Surgery

27235, 27236, 27244, 27245, 27269

Le Fort Fractures

21346, 21347, 21348, 21422, 21423, 21432, 21433, 21435, 21436

Mandibular Fractures

21454, 21461, 21462, 21465, 21470

General Thoracic
(Non-Cardiac)

0236T, 21627, 21632, 21740, 21750, 21805, 21825, 31760, 31766, 31770,
31775, 31786, 31805, 32096, 32097, 32098, 32100, 32110, 32120, 32124,
32140, 32141, 32150, 32215, 32220, 32225, 32310, 32320, 32440, 32442,
32445, 32480, 32482, 32484, 32486, 32488, 32491, 32505, 32506, 32507,
32800, 32810, 32815, 32900, 32905, 32906, 32940, 33020, 33025, 33030,
33031, 33050, 33300, 33310, 33320, 34051, 35021, 35211, 35216, 35241,
35246, 35271, 35276, 35311, 35526, 37616, 38381, 38746, 39000, 39010
39200, 39220, 39545, 39561, 64746

Laryngectomy

31360, 31365, 31367, 31368, 31370, 31375, 31380, 31382, 31390, 31395

Vascular

27880, 27881, 27882, 27884, 27886, 27888, 33361, 33362, 33363, 33364,
33365, 33366, 33877, 33880, 33881, 33883, 33886, 33889, 33891, 34800,
34802, 34803, 34804, 34805, 34812, 34820, 34825, 34830, 34831, 34832,
34833, 34834, 34841, 34842, 34843, 34844, 34845, 34846, 34847, 34848,
34900, 35011, 35013, 35081, 35082, 35091, 35092, 35102, 35103, 35131,
35141, 35142, 35151, 35152, 35206, 35266, 35301, 35363, 35371, 35372,
35460, 35512, 35521, 35522, 35523, 35525, 35533, 35537, 35538, 35539,
35540, 35556, 35558, 35565, 35566, 35570, 35571, 35572, 35583, 35585,
35587, 35601, 35606, 35612, 35616, 35621, 35623, 35626, 35631, 35632,
35633, 35634, 35636, 35637, 35638, 35642, 35645, 35646, 35647, 35650,
35654, 35656, 35661, 35663, 35665, 35666, 35671, 36830, 37224, 37225,
37226, 37227, 37228, 37229, 37230, 37231, 37617

Glossectomy

41130, 41135, 41140, 41145, 41150, 41153, 41155

Acoustic Neuroma

61520, 61526, 61530, 61591, 61595, 61596, 61598, 61606, 61616, 61618,
61619, 69720, 69955, 69960, 69970

Version 9.0
10/10/2014

CPT only copyright 2014 American Medical Association. All rights reserved.
Page 67 of 593



SURGICAL
PROCEDURE

CPT CODE

General Surgery

15734, 15830, 15832, 15833, 15834, 15835, 15836, 15837, 19260, 19271,
19272, 19300, 19301, 19302, 19303, 19304, 19305, 19306, 19307, 19316,
19318, 19324, 19361, 19364, 19366, 19367, 19368, 19369, 19380, 27080,
27158, 27202, 27280, 27282, 38100, 38101, 38115, 38120, 38571, 38572,
38700, 38720, 38724, 38747, 38760, 38765, 38770, 38780, 39501, 39540,
39541, 39545, 39560, 39561, 43020, 43030, 43045, 43100, 43101, 43107,
43108, 43112, 43113, 43116, 43117, 43118, 43121, 43122, 43123, 43124,
43130, 43135, 43279, 43280, 43281, 43282, 43300, 43305, 43310, 43312,
43313, 43314, 43320, 43325, 43327, 43328, 43330, 43331, 43332, 43333,
43334, 43335, 43336, 43337, 43340, 43341, 43350, 43351, 43352, 43360,
43361, 43400, 43401, 43405, 43410, 43415, 43420, 43425, 43496, 43500,
43501, 43502, 43510, 43520, 43605, 43610, 43611, 43620, 43621, 43622,
43631, 43632, 43633, 43634, 43640, 43641, 43644, 43645, 43651, 43652,
43653, 43770, 43771, 43772, 43773, 43774, 43800, 43810, 43820, 43825,
43830, 43832, 43840, 43843, 43845, 43846, 43847, 43848, 43850, 43855,
43860, 43865, 43870, 43880, 43886, 43887, 43888, 44005, 44010, 44020,
44021, 44025, 44050, 44055, 44110, 44111, 44120, 44125, 44126, 44127,
44130, 44140, 44141, 44143, 44144, 44145, 44146, 44147, 44150, 44151,
44155, 44156, 44157, 44158, 44160, 44180, 44186, 44187, 44188, 44202,
44204, 44205, 44206, 44207, 44208, 44210, 44211, 44212, 44227, 44300,
44310, 44312, 44314, 44316, 44320, 44322, 44340, 44345, 44346, 44602,
44603, 44604, 44605, 44615, 44620, 44625, 44626, 44640, 44650, 44660,
44661, 44680, 44700, 44800, 44820, 44850, 44900, 44950, 44955, 44960,
44970, 45000, 45020, 45100, 45108, 45110, 45111, 45112, 45113, 45114,
45116, 45119, 45120, 45121, 45123, 45126, 45130, 45135, 45136, 45150,
45160, 45171, 45172, 45190, 45395, 45397, 45400, 45402, 45500, 45505,
45540, 45541, 45550, 45560, 45562, 45563, 45800, 45805, 45820, 45825,
46715, 46716, 46730, 46735, 46740, 46742, 46744, 46746, 46748, 46750,
46751, 46753, 46754, 46760, 46761, 46762, 47010, 47015, 47100, 47120,
47122, 47125, 47130, 47135, 47136, 47140, 47141, 47142, 47300, 47350,
47360, 47361, 47362, 47370, 47371, 47380, 47381, 47382, 47400, 47420,
47425, 47460, 47480, 47500, 47505, 47560, 47561, 47562, 47563, 47564,
47570, 47600, 47605, 47610, 47612, 47620, 47630, 47700, 47701, 47711,
47712, 47715, 47720, 47721, 47740, 47741, 47760, 47765, 47780, 47785,
47800, 47801, 47802, 47900, 48000, 48001, 48020, 48100, 48102, 48105,
48120, 48140, 48145, 48146, 48148, 48150, 48152, 48153, 48154, 48155,
48500, 48510, 48520, 48540, 48545, 48547, 48548, 48554, 48556, 49000,
49002, 49010, 49020, 49040, 49060, 49203, 49204, 49205, 49215, 49220,
49250, 49255, 49320, 49321, 49322, 49323, 49505, 49507, 49560, 49561,
49565, 49566, 49570, 50320, 50340, 50360, 50365, 50370, 50380, 60200,
60210, 60212, 60220, 60225, 60240, 60252, 60254, 60260, 60270, 60271,
60280, 60281, 60500, 60502, 60505, 60520, 60521, 60522, 60540, 60545,
60600, 60605, 60650

NUMERATOR:

Surgical patients who had an order for LMWH, LDUH, adjusted-dose warfarin, fondaparinux or mechanical
prophylaxis to be given within 24 hours prior to incision time or within 24 hours after surgery end time
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Numerator Instructions: There must be documentation of order (written order, verbal order, or standing
order/protocol) for VTE prophylaxis OR documentation that VTE prophylaxis was given.

Definition:
Mechanical Prophylaxis — Does not include TED hose.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Appropriate VTE Prophylaxis Ordered

Performance Met: CPT Il 4044F: Documentation that an order was given for venous
thromboembolism (VTE) prophylaxis to be given within
24 hours prior to incision time or 24 hours after surgery
end time

Note: A single CPT Category Il code is provided for VTE prophylaxis ordered or VTE prophylaxis given. If

VTE prophylaxis is given, report 4044F.

OR

VTE Prophylaxis not Ordered for Medical Reasons

Append a modifier (1P) to CPT Category Il code 4044F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion: 4044F with 1P: Documentation of medical reason(s) for patient not
receiving any form of VTE prophylaxis (LMWH, LDUH,
adjusted-dose warfarin, fondaparinux or mechanical
prophylaxis) within 24 hours prior to incision time or 24
hours after surgery end time

OR

VTE Prophylaxis not Ordered, Reason not Otherwise Specified

Append a reporting modifier (8P) to CPT Category Il code 4044F to report circumstances when the action

described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met: 4044F with 8P: Order was not given for venous thromboembolism
(VTE) prophylaxis to be given within 24 hours prior to
incision time or 24 hours after surgery end time, reason
not otherwise specified

RATIONALE:

This measure addresses VTE risk based on surgical procedure. VTE prophylaxis is appropriate for all patients
undergoing these procedures regardless of individual patient thromboembolic risk factors.

Additional work is needed to determine if a physician-level measure for VTE prophylaxis can be developed to
address individual patient thromboembolic risk factors, in addition to procedural risk, without creating data collection
burden. Duration of VTE prophylaxis is not specified in the measure due to varying guideline recommendations for
different patient populations.

CLINICAL RECOMMENDATION STATEMENTS:

For general and abdominal-pelvic surgery patients at very low risk for VTE (< 0.5%; Rogers score, < 7; Caprini score,
0), we recommend that no specific pharmacologic (Grade 1B) or mechanical (Grade 2C) prophylaxis be used other
than early ambulation. (ACCP, 2012)

For general and abdominal-pelvic surgery patients at low risk for VTE (~ 1.5%; Rogers score, 7-10; Caprini score, 1-
2), we suggest mechanical prophylaxis, preferably with intermittent pneumatic compression (IPC), over no
prophylaxis. (Grade 2C) (ACCP, 2012)
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For general and abdominal-pelvic surgery patients at moderate risk for VTE (~ 3.0%; Rogers score, > 10; Caprini
score, 3-4) who are not at high risk for major bleeding complications, we suggest LMWH (Grade 2B), LDUH (Grade
2B), or mechanical prophylaxis, preferably with IPC (Grade 2C), over no prophylaxis. (ACCP, 2012)

For general and abdominal-pelvic surgery patients at moderate risk for VTE (3.0%; Rogers score, > 10; Caprini
score, 3-4) who are at high risk for major bleeding complications or those in whom the consequences of bleeding are
thought to be particularly severe, we suggest mechanical prophylaxis, preferably with IPC, over no prophylaxis.
(Grade 2C) (ACCP, 2012)

For general and abdominal-pelvic surgery patients at high risk for VTE (~ 6.0%; Caprini score, = 5) who are not at
high risk for major bleeding complications, we recommend pharmacologic prophylaxis with LMWH (Grade 1B) or
LDUH (Grade 1B) over no prophylaxis. We suggest that mechanical prophylaxis with elastic stockings or IPC should
be added to pharmacologic prophylaxis. (Grade 2C) (ACCP, 2012)

For high-VTE-risk patients undergoing abdominal or pelvic surgery for cancer who are not otherwise at high risk for
major bleeding complications, we recommend extended-duration pharmacologic prophylaxis (4 weeks) with LMWH
over limited-duration prophylaxis. (Grade 1B) (ACCP, 2012)

For high-VTE-risk general and abdominal pelvic surgery patients who are at high risk for major bleeding
complications or those in whom the consequences of bleeding are thought to be particularly severe, we suggest use
of mechanical prophylaxis, preferably with IPC, over no prophylaxis until the risk of bleeding diminishes and
pharmacologic prophylaxis may be initiated. (Grade 2C) (ACCP, 2012)

For general and abdominal-pelvic surgery patients at high risk for VTE (6%; Caprini score, = 5) in whom both LMWH
and unfractionated heparin are contraindicated or unavailable and who are not at high risk for major bleeding
complications, we suggest low-dose aspirin (Grade 2C), fondaparinux (Grade 2C), or mechanical prophylaxis,
preferably with IPC (Grade 2C), over no prophylaxis. (ACCP, 2012)

For general and abdominal-pelvic surgery patients, we suggest that an inferior vena cava (IVC) filter should not be
used for primary VTE prevention. (Grade 2C) (ACCP, 2012)

For general and abdominal-pelvic surgery patients, we suggest that periodic surveillance with venous compression
ultrasound should not be performed. (Grade 2C) (ACCP, 2012)

For cardiac surgery patients with an uncomplicated postoperative course, we suggest use of mechanical prophylaxis,
preferably with optimally applied IPC, over either no prophylaxis (Grade 2C) or pharmacologic prophylaxis. (Grade
2C) (ACCP, 2012)

For thoracic surgery patients at moderate risk for VTE who are not at high risk for perioperative bleeding, we suggest
LDUH (Grade 2B), LMWH (Grade 2B), or mechanical prophylaxis with optimally applied IPC (Grade 2C) over no
prophylaxis. (ACCP, 2012)

For thoracic surgery patients at high risk for VTE who are not at high risk for perioperative bleeding, we suggest
LDUH (Grade 1B) or LMWH (Grade 1B) over no prophylaxis. In addition, we suggest that mechanical prophylaxis
with elastic stockings or IPC should be added to pharmacologic prophylaxis. (Grade 2C) (ACCP, 2012)

For thoracic surgery patients who are at high risk for major bleeding, we suggest use of mechanical prophylaxis,
preferably with optimally applied IPC, over no prophylaxis until the risk of bleeding diminishes and pharmacologic
prophylaxis may be initiated. (Grade 2C) (ACCP, 2012)

For craniotomy patients, we suggest that mechanical prophylaxis, preferably with IPC, be used over no prophylaxis
(Grade 2C) or pharmacologic prophylaxis (Grade 2C). (ACCP, 2012)
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For craniotomy patients at very high risk for VTE (eg, those undergoing craniotomy for malignant disease), we
suggest adding pharmacologic prophylaxis to mechanical prophylaxis once adequate hemostasis is established and
the risk of bleeding decreases. (Grade 2C) (ACCP, 2012)

For patients undergoing spinal surgery, we suggest mechanical prophylaxis, preferably with IPC, over no prophylaxis
(Grade 2C), unfractionated heparin (Grade 2C), or LMWH. (Grade 2C) (ACCP, 2012)

For patients undergoing spinal surgery at high risk for VTE (including those with malignant disease or those
undergoing surgery with a combined anterior-posterior approach), we suggest adding pharmacologic prophylaxis to
mechanical prophylaxis once adequate hemostasis is established and the risk of bleeding decreases. (Grade 2C)
(ACCP, 2012)

For major trauma patients, we suggest use of LDUH (Grade 2C), LMWH (Grade 2C), or mechanical prophylaxis,
preferably with IPC (Grade 2C), over no prophylaxis. (ACCP, 2012)

For major trauma patients at high risk for VTE (including those with acute spinal cord injury, traumatic brain injury,
and spinal surgery for trauma), we suggest adding mechanical prophylaxis to pharmacologic prophylaxis (Grade 2C)
when not contraindicated by lower extremity injury. (ACCP, 2012)

For major trauma patients in whom LMWH and LDUH are contraindicated, we suggest mechanical prophylaxis,
preferably with IPC, over no prophylaxis (Grade 2C) when not contraindicated by lower-extremity injury. We suggest
adding pharmacologic prophylaxis with either LMWH or LDUH when the risk of bleeding diminishes or the
contraindication to heparin resolves. (Grade 2C) (ACCP, 2012)

For major trauma patients, we suggest that an IVC filter should not be used for primary VTE prevention. (Grade 2C)
(ACCP, 2012)

For major trauma patients, we suggest that periodic surveillance with venous compression ultrasound should not be
performed. (Grade 2C) (ACCP, 2012)

In patients undergoing THA or TKA, we recommend use of one of the following for a minimum of 10 to 14 days rather
than no antithrombotic prophylaxis: low-molecular-weight heparin (LMWH), fondaparinux, apixaban, dabigatran,
rivaroxaban, low-dose unfractionated heparin (LDUH), adjusted-dose VKA, aspirin (all Grade 1B), or an intermittent
pneumatic compression device (IPCD) (Grade 1C). (ACCP, 2012)

In patients undergoing HFS, we recommend use of one of the following rather than no antithrombotic prophylaxis for
a minimum of 10 to 14 days: LMWH, fondaparinux, LDUH, adjusted-dose VKA, aspirin (all Grade 1B), or an IPCD.
(Grade 1C) (ACCP, 2012)

For patients undergoing major orthopedic surgery (THA, TKA, HFS) and receiving LMWH as thromboprophylaxis, we
recommend starting either 12 h or more preoperatively or 12 h or more postoperatively rather than within 4 h or less
preoperatively or 4 h or less postoperatively. (Grade 1B) (ACCP, 2012)

In patients undergoing THA or TKA, irrespective of the concomitant use of an IPCD or length of treatment, we
suggest the use of LMWH in preference to the other agents we have recommended as alternatives: fondaparinux,
apixaban, dabigatran, rivaroxaban, LDUH (all Grade 2B), adjusted-dose VKA, or aspirin. (all Grade 2C) (ACCP,
2012)

In patients undergoing HFS, irrespective of the concomitant use of an IPCD or length of treatment, we suggest the
use of LMWH in preference to the other agents we have recommended as alternatives: fondaparinux, LDUH (Grade
2B), adjusted-dose VKA, or aspirin. (all Grade 2C) (ACCP, 2012)

For patients undergoing major orthopedic surgery, we suggest extending thromboprophylaxis in the outpatient period
for up to 35 days from the day of surgery rather than for only 10 to 14 days. (Grade 2B) (ACCP, 2012)

Version 9.0 CPT only copyright 2014 American Medical Association. All rights reserved.
10/10/2014 Page 71 of 593



In patients undergoing major orthopedic surgery, we suggest using dual prophylaxis with an antithrombotic agent and
an IPCD during the hospital stay. (Grade 2C) (ACCP, 2012)

In patients undergoing major orthopedic surgery and increased risk of bleeding, we suggest using an IPCD or no
prophylaxis rather than pharmacologic treatment. (Grade 2C) (ACCP, 2012)

In patients undergoing major orthopedic surgery and who decline or are uncooperative with injections or an IPCD, we
recommend using apixaban or dabigatran (alternatively rivaroxaban or adjusted-dose VKA if apixaban or dabigatran
are unavailable) rather than alternative forms of prophylaxis. (all Grade 1B) (ACCP, 2012)

In patients undergoing major orthopedic surgery, we suggest against using IVC filter placement for primary
prevention over no thromboprophylaxis in patients with an increased bleeding risk or contraindications to both
pharmacologic and mechanical thromboprophylaxis. (Grade 2C) (ACCP, 2012)

For asymptomatic patients following major orthopedic surgery, we recommend against Doppler (or duplex)
ultrasound screening before hospital discharge. (Grade 1B) (ACCP, 2012)

We suggest no prophylaxis rather than pharmacologic thromboprophylaxis in patients with isolated lower-leg injuries
requiring leg immobilization. (Grade 2C) (ACCP, 2012)

For patients undergoing knee arthroscopy without a history of prior VTE, we suggest no thromboprophylaxis rather
than prophylaxis. (Grade 2B) (ACCP, 2012)
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"Measure #24 (NQF 0045): Osteoporosis: Communication with the Physician Managing On-going
Care Post-Fracture of Hip, Spine or Distal Radius for Men and Women Aged 50 Years and Older -
National Quality Strategy Domain: Communication and Care Coordination

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:

Percentage of patients aged 50 years and older treated for a hip, spine or distal radial fracture with documentation of
communication with the physician managing the patient’s on-going care that a fracture occurred and that the patient
was or should be tested or treated for osteoporosis

INSTRUCTIONS:

This measure is to be reported after each occurrence of a fracture during the reporting period. It is anticipated that
clinicians who treat the hip, spine, or distal radial fracture will submit this measure. Each occurrence of a
fracture is identified by either an ICD-9-CM/ICD-10-CM diagnosis code for fracture or osteoporosis and a CPT
service code OR an ICD-9-CM/ICD-10-CM diagnosis code for fracture or osteoporosis and a CPT procedure code for
surgical treatment of a fracture.

Patients with a fracture of the hip, spine, or distal radius should have documentation in the medical record of
communication from the clinician treating the fracture to the clinician managing the patient’s on-going care that the
fracture occurred and that the patient was or should be tested or treated for osteoporosis. If multiple fractures
occurring on the same date of service are submitted on the same claim form, only one instance of reporting will be
counted. Claims data will be analyzed to determine unique occurrences. Documentation must indicate that
communication to the clinician managing the on-going care of the patient occurred within three months of treatment
for the fracture. The CPT Category Il code should be reported during the episode of care (eg, treatment of the
fracture). The reporting of the code and documentation of communication do not need to occur simultaneously.

Measure Reporting via Claims:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS codes, and patient demographics are used to identify
patients who are included in the measure’s denominator. CPT Category Il codes are used to report the numerator of
the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS
codes, and the appropriate CPT Category Il code OR the CPT Category Il code with the modifier. The modifiers
allowed for this measure are: 1P- medical reasons, 2P- patient reasons, 8P- reason not otherwise specified. All
measure-specific coding should be reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:

|CD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS codes, and patient demographics are used to identify
patients who are included in the measure’s denominator. The listed numerator options are used to report the
numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 50 years and older treated for hip, spine, or distal radial fracture. Eligible cases are determined, and
must be reported, if either of the following conditions are met:

Option 1 - Denominator Criteria (Eligible Cases):
Patients aged = 50 years on date of encounter
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AND

Diagnosis for hip, spine or distal radial fracture (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 733.12,
733.13,733.14, 733.15, 733.19, 805.00, 805.01, 805.02, 805.03, 805.04, 805.05, 805.06, 805.07, 805.08,
805.11, 805.12, 805.13, 805.14, 805.15, 805.16, 805.17, 805.2, 805.3, 805.4, 805.5, 805.6, 805.7, 805.8,
808.0, 808.1, 813.40, 813.41, 813.42, 813.43, 813.44, 813.45, 813.46, 813.47, 813.50, 813.51, 813.52,
813.53, 813.54, 820.00, 820.01, 820.02, 820.03, 820.09, 820.10, 820.11, 820.12, 820.13, 820.19, 820.20,
820.21, 820.22, 820.30, 820.31, 820.32, 820.8, 820.9

Diagnosis for hip, spine or distal radial fracture (ICD-10-CM) [for use 10/01/2015-12/31/2015]:
M84.431A, M84.432A, M84.433A, M84.434A, M84.439A, M84.451A, M84.452A, M84.453A, M84.454A,
M84.459A, M84.48XA, S12.000A, S12.000B, S12.001A, S12.001B, S12.01XA, S12.01XB, S12.02XA,
$12.02XB, S12.030A, S12.030B, S12.031A, S12.031B, S12.040A, S12.040B, S12.041A, $12.041B,
S12.090A, S12.090B, S12.091A, S12.091B, S12.100A, S12.100B, S12.101A, S12.101B, S12.110A,
$12.110B, S12.111A, S12.111B, S12.112A, S12.112B, S12.120A, S12.120B, S12.121A, S12.121B,
S12.130A, S12.130B, S12.131A, S12.131B, S12.14XA, S12.14XB, S12.150A, S12.150B, S12.151A,
$12.151B, S12.190A, S12.190B, S12.191A, S12.191B, S12.200A, S12.200B, S12.201A, S12.201B,
$12.230A, S12.230B, S12.231A, S12.231B, S12.24XA, S12.24XB, S12.250A, $12.250B, S12.251A,
$12.251B, S12.290A, $12.290B, S12.291A, $12.291B, S12.300A, S12.300B, S12.301A, S12.301B,
S$12.330A, S12.330B, S12.331A, S12.331B, S12.34XA, S12.34XB, S12.350A, $12.350B, S12.351A,
$12.351B, S12.390A, $12.390B, S12.391A, $12.391B, S12.400A, S12.400B, S12.401A, S12.401B,
S12.430A, S12.430B, S12.431A, S12.431B, S12.44XA, S12.44XB, S12.450A, $12.450B, S12.451A,
$12.451B, S12.490A, S12.490B, S12.491A, S12.491B, S12.500A, S12.500B, S12.501A, S12.501B,
S12.530A, S12.530B, S12.531A, S12.531B, S12.54XA, S12.54XB, S12.550A, S12.550B, S12.551A,
$12.551B, S12.590A, S12.590B, S12.591A, S12.591B, S12.600A, S12.600B, S12.601A, S12.601B,
S12.630A, S12.630B, S12.631A, S12.631B, S12.64XA, S12.64XB, S12.650A, S12.650B, S12.651A,
$12.651B, S12.690A, S12.690B, S12.691A, S12.691B, S12.8XXA, S12.9XXA, S22.000A, S22.000B,
$22.001A, S22.001B, S22.002A, S22.002B, S22.008A, S22.008B, S22.009A, S22.009B, S22.010A,
$22.010B, S22.011A, S22.011B, S22.012A, S22.012B, S22.018A, S22.018B, S22.019A, S22.019B,
$22.020A, S22.020B, S22.021A, S22.021B, S22.022A, S22.022B, S22.028A, S22.028B, S22.029A,
$22.029B, S22.030A, S22.030B, S22.031A, S22.031B, S22.032A, S22.032B, S22.038A, S22.038B,
$22.039A, S22.039B, S22.040A, S22.040B, S22.041A, S22.041B, S22.042A, S22.042B, S22.048A,
$22.048B, S22.049A, S22.049B, S22.050A, S22.050B, S22.051A, S22.051B, S22.052A, S22.052B,
$22.058A, S22.058B, S22.059A, S22.059B, S22.060A, S22.060B, S22.061A, S22.061B, S22.062A,
$22.062B, S22.068A, S22.068B, S22.069A, S22.069B, S22.070A, S22.070B, S22.071A, S22.071B,
$22.072A, S22.072B, S22.078A, S22.078B, S22.079A, S22.079B, S22.080A, S22.080B, S22.081A,
$22.081B, S22.082A, S22.082B, S22.088A, S22.088B, S22.089A, S22.089B, S32.000A, S32.0008B,
S$32.001A, S32.001B, S32.002A, S32.002B, S32.008A, S32.008B, S32.009A, S32.009B, S32.010A,
$32.010B, S32.011A, S32.011B, S32.012A, S32.012B, S32.018A, S32.018B, S32.019A, S32.019B,
$32.020A, S32.020B, S32.021A, S32.021B, S32.022A, S32.022B, S32.028A, S32.028B, S32.029A,
$32.029B, S32.030A, S32.030B, S32.031A, S32.031B, S32.032A, S32.032B, S32.038A, S32.038B,
$32.039A, S32.039B, S32.040A, S32.040B, S32.041A, S32.041B, S32.042A, S32.042B, S32.048A,
$32.048B, S32.049A, S32.049B, S32.050A, S32.050B, S32.051A, S32.051B, S32.052A, S32.052B,
S32.058A, S32.058B, S32.059A, S32.059B, S32.10XA, S32.10XB, S32.110A, S32.110B, S32.111A,
S32.111B, S32.112A, S32.112B, S32.119A, S32.119B, S32.120A, S32.120B, S32.121A, S32.121B,
S32.122A, S32.122B, S32.129A, S32.129B, S32.130A, S32.130B, S32.131A, S32.131B, S32.132A,
S32.132B, S32.139A, S32.139B, S32.14XA, S32.14XB, S32.15XA, S32.15XB, S32.16XA, S32.16XB,
S32.17XA, S32.17XB, S32.19XA, S32.19XB, S32.2XXA, S32.2XXB, S32.401A, S32.401B, S32.402A,
S32.402B, S32.409A, S32.409B, S32.411A, S32.411B, S32.412A, S32.412B, S32.413A, S32.413B,
S32.414A, S32.414B, S32.415A, S32.415B, S32.416A, S32.416B, S32.421A, S32.421B, S32.422A,
$32.422B, S32.423A, S32.423B, S32.424A, S32.424B, S32.425A, S32.425B, S32.426A, S32.426B,
S32.431A, S32.431B, S32.432A, S32.432B, S32.433A, S32.433B, S32.434A, S32.434B, S32.435A,
S32.435B, S32.436A, S32.436B, S32.441A, S32.441B, S32.442A, S32.442B, S32.443A, S32.443B,
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S32.444A, S32.444B, S32.445A, S32.445B, S32.446A, S32.446B, S32.451A, S32.451B, S32.452A,
S32.452B, S32.453A, S32.453B, S32.454A, S32.454B, S32.455A, S32.455B, S32.456A, S32.456B,
S32.461A, S32.461B, S32.462A, S32.462B, S32.463A, S32.463B, S32.464A, S32.464B, S32.465A,
S32.465B, S32.466A, S32.466B, S32.471A, S32.471B, S32.472A, S32.472B, S32.473A, S32.473B,
S32.474A, S32.474B, S32.475A, S32.475B, S32.476A, S32.476B, S32.481A, S32.481B, S32.482A,
S32.482B, S32.483A, S32.483B, S32.484A, S32.484B, S32.485A, S32.485B, S32.486A, S32.486B,
S32.491A, S32.491B, S32.492A, S32.492B, S32.499A, S32.499B, S52.501A, S52.501B, S52.501C,
$52.502A, S52.502B, S52.502C, S52.509A, S52.509B, S52.509C, S52.511A, S52.511B, S52.511C,
S52.512A, S52.512B, $52.512C, S52.513A, S52.513B, S52.513C, S52.514A, S52.514B, S52.514C,
S52.515A, S52.515B, S52.515C, S52.516A, S52.516B, S52.516C, S52.521A, S52.522A, S52.529A,
$52.531A, S52.531B, S52.531C, S52.532A, S$52.532B, S$52.532C, S52.539A, S52.539B, S52.539C,
S52.541A, S52.541B, S52.541C, S52.542A, S52.542B, S52.542C, S52.549A, S52.549B, S52.549C,
S52.551A, S52.551B, S52.551C, S52.552A, S$52.552B, $52.552C, S52.559A, S52.559B, S52.559C,
S52.561A, S52.561B, S52.561C, S52.562A, S52.562B, S52.562C, S52.569A, S52.569B, S52.569C,
S52.571A, S52.571B, S52.571C, S52.572A, S52.572B, S52.572C, S52.579A, S52.579B, S52.579C,
$52.591A, S52.591B, S52.591C, S52.592A, S$52.592B, $52.592C, S52.599A, S52.599B, S52.599C,
S52.609A, S52.609B, S52.609C, S52.621A, S52.622A, S52.90XA, S52.90XB, S52.90XC, S72.001A,
S72.001B, S72.001C, S72.002A, S72.002B, S72.002C, S72.009A, S72.009B, S72.009C, S72.011A,
S72.011B, S72.011C, S72.012A, S72.012B, S72.012C, S72.019A, S72.019B, S72.019C, S72.021A,
S72.021B, S72.021C, S72.022A, S72.022B, S72.022C, S72.023A, S72.023B, S72.023C, S72.024A,
S72.024B, S72.024C, S72.025A, S72.025B, S72.025C, S72.026A, S72.026B, S72.026C, S72.031A,
S72.031B, S72.031C, S72.032A, S72.032B, S72.032C, S72.033A, S72.033B, S72.033C, S72.034A,
S72.034B, S72.034C, S72.035A, S72.035B, S72.035C, S72.036A, S72.036B, S72.036C, S72.041A,
S72.041B, S72.041C, S72.042A, S72.042B, S72.042C, S72.043A, S72.043B, S72.043C, S72.044A,
S72.044B, S72.044C, S72.045A, S72.045B, S72.045C, S72.046A, S72.046B, S72.046C, S72.051A,
S72.051B, S72.051C, S72.052A, S72.052B, S72.052C, S72.059A, S72.059B, S72.059C, S72.061A,
S72.061B, S72.061C, S72.062A, S72.062B, S72.062C, S72.063A, S72.063B, S72.063C, S72.064A,
S72.064B, S72.064C, S72.065A, S72.065B, S72.065C, S72.066A, S72.066B, S72.066C, S72.091A,
S72.091B, S72.091C, S72.092A, S72.092B, S72.092C, S72.099A, S72.099B, S72.099C, S72.101A,
S72.101B, S72.101C, S72.102A, S72.102B, S72.102C, S72.109A, S72.109B, S72.109C, S72.111A,
S72.111B, S72.111C, S72.112A, S72.112B, S72.112C, S72.113A, S72.113B, S72.113C, S72.114A,
S72.114B, S72.114C, S72.115A, S72.115B, S72.115C, S72.116A, S72.116B, S72.116C, S72.121A,
S72.121B, S72.121C, S72.122A, S72.122B, S72.122C, S72.123A, S72.123B, S72.123C, S72.124A,
S72.124B, S72.124C, S72.125A, S72.125B, S72.125C, S72.126A, S72.126B, S72.126C, S72.131A,
S72.131B, S72.131C, S72.132A, S72.132B, S72.132C, S72.133A, S72.133B, S72.133C, S72.134A,
S72.134B, S72.134C, S72.135A, S72.135B, S72.135C, S72.136A, S72.136B, S72.136C, S72.141A,
S72.141B, S72.141C, S72.142A, S72.142B, S72.142C, S72.143A, S72.143B, S72.143C, S72.144A,
S72.144B, S72.144C, S72.145A, S72.145B, S72.145C, S72.146A, S72.146B, S72.146C, S72.21XA,
S72.21XB, S72.21XC, S72.22XA, S72.22XB, S72.22XC, S72.23XA, S72.23XB, S72.23XC, S72.24XA,
S72.24XB, S72.24XC, S72.25XA, S72.25XB, S72.25XC, S72.26XA, S72.26XB, S72.26XC

AND

Patient encounter during the reporting period (CPT or HCPCS): 99201, 99202, 99203, 99204, 99205,
99212, 99213, 99214, 99215, 99238, 99239, G0402

Option 2 - Denominator Criteria (Eligible Cases):

Patients aged = 50 years on the date of encounter

AND

Diagnosis for hip, spine or distal radial fracture (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 733.12,
733.13, 733.14, 733.15, 733.19, 805.00, 805.01, 805.02, 805.03, 805.04, 805.05, 805.06, 805.07, 805.08,
805.11, 805.12, 805.13, 805.14, 805.15, 805.16, 805.17, 805.2, 805.3, 805.4, 805.5, 805.6, 805.7, 805.8,
808.0, 808.1, 813.40, 813.41, 813.42, 813.43, 813.44, 813.45, 813.46, 813.47, 813.50, 813.51, 813.52,
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813.53, 813.54, 820.00, 820.01, 820.02, 820.03, 820.09, 820.10, 820.11, 820.12, 820.13, 820.19, 820.20,
820.21, 820.22, 820.30, 820.31, 820.32, 820.8, 820.9

Diagnosis for hip, spine or distal radial fracture (ICD-10-CM) [for use 10/01/2015-12/31/2015]:
M84.431A, M84.432A, M84.433A, M84.434A, M84.439A, M84.451A, M84.452A, M84.453A, M84.454A,
M84.459A, M84.48XA, S12.000A, S12.000B, S12.001A, S12.001B, S12.01XA, S12.01XB, S12.02XA,
$12.02XB, S12.030A, S12.030B, S12.031A, S12.031B, S12.040A, S12.040B, S12.041A, S12.041B,
S12.090A, S12.090B, S12.091A, $12.091B, S12.100A, S12.100B, S12.101A, S12.101B, S12.110A,
$12.110B, S12.111A, S12.111B, S12.112A, S12.112B, S12.120A, S12.120B, S12.121A, S12.121B,
S12.130A, S12.130B, S12.131A, S12.131B, S12.14XA, S12.14XB, S12.150A, S12.150B, S12.151A,
$12.151B, S12.190A, S12.190B, S12.191A, $S12.191B, S12.200A, S12.200B, S12.201A, S12.201B,
S$12.230A, S12.230B, S12.231A, S12.231B, S12.24XA, S12.24XB, S12.250A, $12.250B, S12.251A,
$12.251B, S12.290A, $12.290B, S12.291A, $12.291B, S12.300A, S$12.300B, S12.301A, S12.301B,
S$12.330A, S12.330B, S12.331A, S12.331B, S12.34XA, S12.34XB, S12.350A, $12.350B, S12.351A,
$12.351B, S12.390A, $12.390B, S12.391A, $12.391B, S12.400A, S12.400B, S12.401A, S12.401B,
S12.430A, S12.430B, S12.431A, S12.431B, S12.44XA, S12.44XB, S12.450A, S12.450B, S12.451A,
$12.451B, S12.490A, S12.490B, S12.491A, S12.491B, S12.500A, S12.500B, S12.501A, S12.501B,
S12.530A, S12.530B, S12.531A, S12.531B, S12.54XA, S12.54XB, S12.550A, S12.550B, S12.551A,
$12.551B, S12.590A, S12.590B, S12.591A, S12.591B, S12.600A, S12.600B, S12.601A, S12.601B,
S12.630A, S12.630B, S12.631A, S12.631B, S12.64XA, S12.64XB, S12.650A, S12.650B, S12.651A,
$12.651B, S12.690A, S12.690B, S12.691A, S12.691B, S12.8XXA, S12.9XXA, S22.000A, S22.000B,
$22.001A, S22.001B, S22.002A, S22.002B, S22.008A, S22.008B, S22.009A, S22.009B, S22.010A,
$22.010B, S22.011A, S22.011B, S22.012A, S22.012B, S22.018A, S22.018B, S22.019A, S22.019B,
$22.020A, S22.020B, S22.021A, S22.021B, S22.022A, S22.022B, S22.028A, S22.028B, S22.029A,
$22.029B, S22.030A, S22.030B, S22.031A, S22.031B, S22.032A, S22.032B, S22.038A, S22.038B,
$22.039A, S22.039B, S22.040A, S22.040B, S22.041A, S22.041B, S22.042A, S22.042B, S22.048A,
$22.048B, S22.049A, S22.049B, S22.050A, S22.050B, S22.051A, S22.051B, S22.052A, S22.052B,
$22.058A, S22.058B, S22.059A, S22.059B, S22.060A, S22.060B, S22.061A, S22.061B, S22.062A,
$22.062B, S22.068A, S22.068B, S22.069A, S22.069B, S22.070A, S22.070B, S22.071A, S22.071B,
$22.072A, S22.072B, S22.078A, S22.078B, S22.079A, S22.079B, S22.080A, S22.080B, S22.081A,
$22.081B, S22.082A, S22.082B, S22.088A, S22.088B, S22.089A, S22.089B, S32.000A, S32.0008B,
$32.001A, S32.001B, S32.002A, S32.002B, S32.008A, S32.008B, S32.009A, S32.009B, S32.010A,
$32.010B, S32.011A, S32.011B, S32.012A, S32.012B, S32.018A, S32.018B, S32.019A, S32.019B,
$32.020A, S32.020B, S32.021A, S32.021B, S32.022A, S32.022B, S32.028A, S32.028B, S32.029A,
S32.029B, S32.030A, S32.030B, S32.031A, S32.031B, S32.032A, S32.032B, S32.038A, S32.038B,
$32.039A, S32.039B, S32.040A, S32.040B, S32.041A, S32.041B, S32.042A, S32.042B, S32.048A,
S32.048B, S32.049A, S32.049B, S32.050A, S32.050B, S32.051A, S32.051B, S32.052A, S32.052B,
S32.058A, S32.058B, S32.059A, S32.059B, S32.10XA, S32.10XB, S32.110A, S32.110B, S32.111A,
$32.111B, S32.112A, S32.112B, S32.119A, S32.119B, S32.120A, S32.120B, S32.121A, S32.121B,
S32.122A, S32.122B, S32.129A, S32.129B, S32.130A, S32.130B, S32.131A, S32.131B, S32.132A,
$32.132B, S32.139A, S32.139B, S32.14XA, S32.14XB, S32.15XA, S32.15XB, S32.16XA, S32.16XB,
S32.17XA, S32.17XB, S32.19XA, S32.19XB, S32.2XXA, S32.2XXB, S32.401A, S32.401B, S32.402A,
$32.402B, S32.409A, S32.409B, S32.411A, S32.411B, S32.412A, S32.412B, S32.413A, S32.413B,
S32.414A, S32.414B, S32.415A, S32.415B, S32.416A, S32.416B, S32.421A, S32.421B, S32.422A,
$32.422B, S32.423A, S32.423B, S32.424A, S32.424B, S32.425A, S32.425B, S32.426A, S32.426B,
S32.431A, S32.431B, S32.432A, S32.432B, S32.433A, S32.433B, S32.434A, S32.434B, S32.435A,
$32.435B, S32.436A, S32.436B, S32.441A, S32.441B, S32.442A, S32.442B, S32.443A, S32.443B,
S32.444A, S32.444B, S32.445A, S32.445B, S32.446A, S32.446B, S32.451A, S32.451B, S32.452A,
S32.452B, S32.453A, S32.453B, S32.454A, S32.454B, S32.455A, S32.455B, S32.456A, S32.4568B,
S32.461A, S32.461B, S32.462A, S32.462B, S32.463A, S32.463B, S32.464A, S32.464B, S32.465A,
S32.465B, S32.466A, S32.466B, S32.471A, S32.471B, S32.472A, S32.472B, S32.473A, S32.473B,
S32.474A, S32.474B, S32.475A, S32.475B, S32.476A, S32.476B, S32.481A, S32.481B, S32.482A,
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S32.482B, S32.483A, S32.483B, S32.484A, S32.484B, S32.485A, S32.485B, S32.486A, S32.486B,
S32.491A, S32.491B, S32.492A, S32.492B, S32.499A, S32.499B, S52.501A, S52.501B, S52.501C,
$52.502A, S52.502B, S52.502C, S52.509A, S$52.509B, S52.509C, S52.511A, S52.511B, S52.511C,
$52.512A, S52.512B, S52.512C, S52.513A, S52.513B, $52.513C, S52.514A, S52.514B, S52.514C,
S52.515A, S52.515B, S52.515C, S52.516A, S52.516B, S52.516C, S52.521A, S52.522A, S52.529A,
$52.531A, S52.531B, S52.531C, S52.532A, S$52.532B, $52.532C, S52.539A, S52.539B, S52.539C,
S52.541A, S52.541B, S52.541C, S52.542A, S52.542B, S52.542C, S52.549A, S52.549B, S52.549C,
S52.551A, S52.551B, S52.551C, S52.552A, S$52.552B, $52.552C, S52.559A, S52.559B, S52.559C,
S52.561A, S52.561B, S52.561C, S52.562A, S52.562B, S52.562C, S52.569A, S52.569B, S52.569C,
S52.571A, S52.571B, S52.571C, S52.572A, S52.572B, S52.572C, S52.579A, S52.579B, S52.579C,
$52.591A, S52.591B, S52.591C, S52.592A, $52.592B, $52.592C, S52.599A, S52.599B, S52.599C,
S52.609A, S52.609B, S52.609C, S52.621A, S52.622A, S52.90XA, S52.90XB, S52.90XC, S72.001A,
S72.001B, S72.001C, S72.002A, S72.002B, S72.002C, S72.009A, S72.009B, S72.009C, S72.011A,
S72.011B, S72.011C, S72.012A, S72.012B, S72.012C, S72.019A, S72.019B, S72.019C, S72.021A,
S72.021B, S72.021C, S72.022A, S72.022B, S72.022C, S72.023A, S72.023B, S72.023C, S72.024A,
S72.024B, S72.024C, S72.025A, S72.025B, S72.025C, S72.026A, S72.026B, S72.026C, S72.031A,
S72.031B, S72.031C, S72.032A, S72.032B, S72.032C, S72.033A, S72.033B, S72.033C, S72.034A,
S72.034B, S72.034C, S72.035A, S72.035B, S72.035C, S72.036A, S72.036B, S72.036C, S72.041A,
S72.041B, S72.041C, S72.042A, S72.042B, S72.042C, S72.043A, S72.043B, S72.043C, S72.044A,
S72.044B, S72.044C, S72.045A, S72.045B, S72.045C, S72.046A, S72.046B, S72.046C, S72.051A,
S72.051B, S72.051C, S72.052A, S72.052B, S72.052C, S72.059A, S72.059B, S72.059C, S72.061A,
S72.061B, S72.061C, S72.062A, S72.062B, S72.062C, S72.063A, S72.063B, S72.063C, S72.064A,
S72.064B, S72.064C, S72.065A, S72.065B, S72.065C, S72.066A, S72.066B, S72.066C, S72.091A,
S72.091B, S72.091C, S72.092A, S72.092B, S72.092C, S72.099A, S72.099B, S72.099C, S72.101A,
S72.101B, S72.101C, S72.102A, S72.102B, S72.102C, S72.109A, S72.109B, S72.109C, S72.111A,
S72.111B, S72.111C, S72.112A, S72.112B, S72.112C, S72.113A, S72.113B, S72.113C, S72.114A,
S72.114B, S72.114C, S72.115A, S72.115B, S72.115C, S72.116A, S72.116B, S72.116C, S72.121A,
S72.121B, S72.121C, S72.122A, S72.122B, S72.122C, S72.123A, S72.123B, S72.123C, S72.124A,
S72.124B, S72.124C, S72.125A, S72.125B, S72.125C, S72.126A, S72.126B, S72.126C, S72.131A,
S72.131B, S72.131C, S72.132A, S72.132B, S72.132C, S72.133A, S72.133B, S72.133C, S72.134A,
S72.134B, S72.134C, S72.135A, S72.135B, S72.135C, S72.136A, S72.136B, S72.136C, S72.141A,
S72.141B, S72.141C, S72.142A, S72.142B, S72.142C, S72.143A, S72.143B, S72.143C, S72.144A,
S72.144B, S72.144C, S72.145A, S72.145B, S72.145C, S72.146A, S72.146B, S72.146C, S72.21XA,
S72.21XB, S72.21XC, S72.22XA, S72.22XB, S72.22XC, S72.23XA, S72.23XB, S72.23XC, S72.24XA,
S72.24XB, S72.24XC, S72.25XA, S72.25XB, S72.25XC, S72.26XA, S72.26XB, S72.26XC

AND

Patient encounter during the reporting period (CPT Codes): 22305, 22310, 22315, 22318, 22319,
22325, 22326, 22327, 25600, 25605, 25606, 25607, 25608, 25609, 27230, 27232, 27235, 27236, 27238,
27240, 27244, 27245, 27246, 27248

NUMERATOR:
Patients with documentation of communication with the physician managing the patient's on-going care that a
fracture occurred and that the patient was or should be tested or treated for osteoporosis

Definition:

Communication - May include documentation in the medical record indicating that the clinician treating the
fracture communicated (eg, verbally, by letter, DXA report was sent) with the clinician managing the
patient's on-going care OR a copy of a letter in the medical record outlining whether the patient was or
should be treated for osteoporosis.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Post Fracture Care Communication Documented
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Performance Met: CPT Il 5015F: Documentation of communication that a fracture
occurred and that the patient was or should be tested or
treated for osteoporosis

OR

Post Fracture Care not Communicated for Medical or Patient Reasons

Append a modifier (1P or 2P) to CPT Category Il code 5015F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion: 5015F with 1P: Documentation of medical reason(s) for not
communicating with physician managing on-going care
of patient that a fracture occurred and that the patient
was or should be tested or treated for osteoporosis

Patient Performance Exclusion: 5015F with 2P: Documentation of patient reason(s) for not
communicating with the physician managing on-going
care of patient that a fracture occurred and that the
patient was or should be tested or treated for
osteoporosis

OR

Post Fracture Care not Communicated, Reason not Otherwise Specified

Append a reporting modifier (8P) to CPT Category Il code 5015F to report circumstances when the action

described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met: 5015F with 8P: No documentation of communication that a fracture
occurred and that the patient was or should be tested or
treated for osteoporosis, reason not otherwise specified

RATIONALE:

Patients who experience fragility fractures should either be treated or screened for the presence of osteoporosis.
Although the fracture may be treated by the orthopedic surgeon, the testing and/or treatment is likely to be under the
responsibility of the physician providing on-going care. It is important the physician providing on-going care for the
patient be made aware the patient has sustained a non-traumatic fracture. There is a high degree of variability and
consensus by experts of what constitutes a fragility fracture and predictor of an underlying problem of osteoporosis.
The work group determined that only those fractures, which have the strongest consensus and evidence that they
are predictive of osteoporosis, should be included in the measure at this time. We anticipate that the list of fractures
will expand as further evidence is published supporting the inclusion of other fractures.

CLINICAL RECOMMENDATION STATEMENTS:
The most important risk factors for osteoporosis-related fractures are a prior low-trauma fracture as an adult and a
low BMD in patients with or without fractures. (AACE)

BMD measurement should be performed in all women 40 years old or older who have sustained a fracture. (AACE)

The decision to measure bone density should follow an individualized approach. It should be considered when it will
help the patient decide whether to institute treatment to prevent osteoporotic fracture. It should also be considered in
patients receiving glucocorticoid therapy for 2 months or more and patients with other conditions that place them at
high risk for osteoporotic fracture. (NIH)

The most commonly used measurement to diagnose osteoporosis and predict fracture risk is based on assessment
of BMD by dual-energy X-ray absorptiometry (DXA). (NIH) Measurements of BMD made at the hip predict hip
fracture better than measurements made at other sites while BMD measurement at the spine predicts spine fracture
better than measures at other sites. (NIH)

The single most powerful predictor of a future osteoporotic fracture is the presence of previous such fractures. (AGA)
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"Measure #32 (NQF 0325): Stroke and Stroke Rehabilitation: Discharged on Antithrombotic Therapy
- National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of patients aged 18 years and older with a diagnosis of ischemic stroke or transient ischemic attack (TIA)
who were prescribed antithrombotic therapy at discharge

INSTRUCTIONS:

This measure is to be reported for patients under active treatment for ischemic stroke or TIA at discharge from a
hospital during the reporting period. Part B claims data will be analyzed to determine the hospital discharge. If
multiple qualifying diagnoses are submitted on the same claim form, only one instance of reporting will be counted. It
is anticipated that clinicians who care for patients with a diagnosis of ischemic stroke or TIA in the hospital
setting will submit this measure.

Measure Reporting via Claims:
ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. Quality-data codes are used to report the numerator of the measure.

When reporting the measures via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and
appropriate numerator quality-data code. All measure-specific coding should be reported on the claim(s) representing
the eligible encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 18 years and older with a diagnosis of ischemic stroke or transient ischemic attack (TIA)

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for ischemic stroke or transient ischemic attack (ICD-9-CM) [for use 1/1/2015-9/30/2015]:
433.01,433.11,433.21, 433.31, 433.81, 433.91, 434.01, 434.11, 434.91, 435.0, 435.1, 435.2, 435.3, 435.8,
4359

Diagnosis for ischemic stroke or transient ischemic attack (ICD-10-CM) [for use 10/01/2015-
12/31/2015]: G45.0, G45.1, G45.2, G45.8, G45.9, G46.0, G46.1, G46.2, 163.00, 163.011, 163.012, 163.019,
163.02, 163.031, 163.032, 163.039, 163.09, 163.10, 163.111, 163.112, 163.119, 163.12, 163.131, 163.132,
163.139, 163.19, 163.20, 163.211, 163.212, 163.219, 163.22, 163.231, 163.232, 163.239, 163.29, 163.30, 163.311,
163.312, 163.319, 163.321, 163.322, 163.329, 163.331, 163.332, 163.339, 163.341, 163.342, 163.349, 163.39,
163.40, 163.411, 163.412, 163.419, 163.421, 163.422, 163.429, 163.431, 163.432, 163.439, 163.441, 163.442,
163.449, 163.49, 163.50, 163.511, 163.512, 163.519, 163.521, 163.531, 163.532, 163.539, 163.541, 163.542,
163.549, 163.59, 163.6, 163.8, 163.9

AND
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Patient encounter during the reporting period (CPT): 99221, 99222, 99223, 99231, 99232, 99233,
99234, 99235, 99236, 99238, 99239

NUMERATOR:
Patients who were prescribed antithrombotic therapy at discharge

Numerator Instructions: If the consulting physician orders or agrees with a prior antithrombotic therapy
order (from current or previous episodes of care during the reporting period) and there is supporting
documentation, report G8696.

Definitions:

Antithrombotic Therapy — Aspirin, combination of aspirin and extended-release dipyridamole, clopidogrel,
ticlopidine, warfarin, low molecular weight heparin, dabigatran, rivaroxaban.*

*The above list of medications/drug names is based on clinical guidelines and other evidence. The specified
drugs were selected based on the strength of evidence for their clinical effectiveness. This list of selected
drugs may not be all-inclusive or current. Physicians and other health care professionals should refer to the
FDA’s web site page entitled “Drug Safety Communications” for up-to-date drug recall and alert information
when prescribing medications.

Prescribed — May include prescription given to the patient for antithrombotic therapy at discharge or
antithrombotic therapy to be continued after discharge as documented in the discharge medication list.

NUMERATOR NOTE: In order to meet the measure, antithrombotic therapy is to be prescribed at the time
of discharge. If a physician other than the discharging physician (eg, consulting physician) is reporting on
this measure, it should be clear from the documentation that the prescription is being ordered for the patient
at the time of discharge, and included in the “medications prescribed at discharge”.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:
Antithrombotic Therapy Prescribed

Performance Met: G8696: Antithrombotic therapy prescribed at discharge
OR
Antithrombotic Therapy not Prescribed for Documented Reasons
Other Performance Exclusion: G8697: Antithrombotic therapy not prescribed for documented
reasons (eg, patient admitted for performance of
elective carotid intervention, patient had stroke during
hospital stay, patient expired during inpatient stay, other
medical reason(s)); (eg, patient left against medical
advice, other patient reason(s))
OR
Antithrombotic Therapy Prescription not Prescribed, Reason not Given
Performance Not Met: G8698: Antithrombotic therapy was not prescribed at discharge,
reason not given
RATIONALE:

The focus on stroke as an outcome is important because patients who experience a stroke or TIA are most likely to
have a stroke as their next serious vascular outcome. Platelet anti-aggregation drugs prevent strokes. The selection
of individual drugs is primarily based on interpretation of their relative efficacy, safety, and cost. Therefore, following a
stroke, patients should be prescribed antithrombotic therapy to decrease the risk of additional strokes.

CLINICAL RECOMMENDATION STATEMENTS:
The following evidence statements are quoted verbatim from the referenced clinical guidelines.
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For patients with ischemic stroke or TIA with paroxysmal (intermittent) or permanent AF, anticoagulation with a
vitamin K antagonist (target INR 2.5; range, 2.0 to 3.0) is recommended. (ASA, 2011)

Patients with ischemic stroke or TIA in the setting of acute MI complicated by LV mural thrombus formation identified
by echocardiography or another cardiac imaging technique should be treated with oral anticoagulation (target INR
2.5; range 2.0 to 3.0) for at least 3 months. (ASA, 2011)

Warfarin (INR 2.0 to 3.0), aspirin (81 mg daily), clopidogrel (75 mg daily), or the combination of aspirin (25 mg twice
daily) plus extended-release dipyramidamole (200 mg twice daily) may be considered to prevent recurrent ischemic
events in patients with previous ischemic stroke or TIA and cardiomyopathy. (ASA, 2011)

For patients with ischemic stroke or TIA who have rheumatic mitral valve disease, whether or not AF is present, long-
term warfarin therapy is reasonable with an INR target range of 2.5 (range, 2.0 to 3.0). (ASA, 2011)

For patients with ischemic stroke or TIA who have mechanical prosthetic heart valves, warfarin is recommended with
an INR target of 3.0 (range, 2.5 to 3.5). (ASA, 2011)

For patients with non-cardioembolic ischemic stroke or TIA, the use of antiplatelet agents rather than oral
anticoagulation is recommended to reduce the risk of recurrent stroke and other cardiovascular events. (ASA, 2011)
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“Measure #33 (NQF 0241): Stroke and Stroke Rehabilitation: Anticoagulant Therapy Prescribed for
Atrial Fibrillation (AF) at Discharge — National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:

Percentage of patients aged 18 years and older with a diagnosis of ischemic stroke or transient ischemic attack (TIA)
with documented permanent, persistent, or paroxysmal atrial fibrillation who were prescribed an anticoagulant at
discharge

INSTRUCTIONS:

This measure is to be reported for patients under active treatment for ischemic stroke or TIA with documented atrial
fibrillation at discharge from a hospital during the reporting period. It is anticipated that clinicians who care for
patients with a diagnosis of ischemic stroke or TIA in the hospital setting will submit this measure.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 18 years and older with a diagnosis of ischemic stroke or transient ischemic attack (TIA) with
documented permanent, persistent, or paroxysmal atrial fibrillation

Definitions:

First Detected — Only one diagnosed episode.

Persistent Atrial Fibrillation — Recurrent episodes that last more than 7 days.
Paroxysmal Atrial Fibrillation — Recurrent episodes that self terminate in less than 7 days.
Permanent Atrial Fibrillation — An ongoing long term episode.

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for ischemic stroke or transient ischemic attack (TIA) (ICD-9-CM) [for use 1/1/2015-
9/30/2015]: 433.01, 433.11, 433.21, 433.31, 433.81, 433.91, 434.01, 434.11, 434.91, 435.0, 435.1, 435.2,
435.3,435.8,435.9

Diagnosis for ischemic stroke or transient ischemic attack (TIA) (ICD-10-CM) [for use 10/01/2015-
12/31/2015]: G45.0, G45.1, G45.2, G45.8, G45.9, G46.0, G46.1, G46.2, 163.00, 163.011, 163.012, 163.019,
163.02, 163.031, 163.032, 163.039, 163.09, 163.10, 163.111, 163.112, 163.119, 163.12, 163.131, 163.132,
163.139, 163.19, 163.20, 163.211, 163.212, 163.219, 163.22, 163.231, 163.232, 163.239, 163.29, 163.30, 163.311,
163.312, 163.319, 163.321, 163.322, 163.329, 163.331, 163.332, 163.339, 163.341, 163.342, 163.349, 163.39,
163.40, 163.411, 163.412, 163.419, 163.421, 163.422, 163.429, 163.431, 163.432, 163.439, 163.441, 163.442,
163.449, 163.49, 163.50, 163.511, 163.512, 163.519, 163.521, 163.522, 163.529, 163.531, 163.532, 163.539,
163.541, 163.542, 163.549, 163.59, 163.6, 163.8, 163.9

AND

Diagnosis for atrial fibrillation (ICD-9-CM) [for use 1/1/2014-9/30/2014]: 427.31

Diagnosis for atrial fibrillation (ICD-10-CM) [for use 10/01/2014-12/31/2014]: 148.0, 148.1, 148.2

AND
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Patient encounter during the reporting period (CPT): 99221, 99222, 99223, 99231, 99232, 99233,
99238, 99239

NUMERATOR:
Patients who were prescribed an anticoagulant at discharge

Definitions:

Anticoagulants — warfarin, low molecular weight heparin, dabigatran, rivaroxaban*

*The above list of medications/drug names is based on clinical guidelines and other evidence. The specified
drugs were selected based on the strength of evidence for their clinical effectiveness. This list of selected
drugs may not be all-inclusive or current. Physicians and other health care professionals should refer to the
FDA’s web site page entitled “Drug Safety Communications” for up-to-date drug recall and alert information
when prescribing medications.

Prescribed — May include prescription given to the patient for anticoagulant therapy at discharge OR
anticoagulant to be continued after discharge as documented in the discharge medication list.

NUMERATOR NOTE: In order to meet the measure, anticoagulant therapy is to be prescribed at the time of
discharge. If a physician other than the discharging physician (eg, consulting physician) is reporting on this
measure, it should be clear from the documentation that the prescription is being ordered for the patient at
the time of discharge, and included in the “medications prescribed at discharge”.

Numerator Options:

Performance Met: Anticoagulant therapy prescribed at discharge (4075F)
OR
Medical Performance Exclusion: Anticoagulant therapy not prescribed at discharge for
medical reason (eg, patient expired during inpatient
stay, other medical reason(s)) (4075F with 1P)
OR
Patient Performance Exclusion: Anticoagulant therapy not prescribed at discharge for
patient reason (eg, patient left against medical advice,
other patient reason(s)) (4075F with 2P)
OR
Performance Not Met: Anticoagulant therapy not prescribed at discharge,
reason not otherwise specified (4075F with 8P)
RATIONALE:

In patients with nonvalvular AF, prior stroke or TIA is the strongest independent predictor of stroke, significantly
associated with stroke in all 6 studies in which it was evaluated with incremental relative risk between 1.9 and 3.7
(averaging approximately 3.0). The pathogenic constructs of stroke in AF are incomplete, but available data indicate
that all patients with prior stroke or TIA are at high risk of recurrent thromboembolism and require anticoagulation
unless there are firm contraindications in a given patient. Patients with atrial fibrillation (permanent, persistent, or
paroxysmal) and stroke should be prescribed an anticoagulant to prevent recurrent strokes.

CLINICAL RECOMMENDATION STATEMENTS:
The following evidence statements are quoted verbatim from the referenced clinical guidelines.

Antithrombotic therapy to prevent thromboembolism is recommended for all patients with AF, except those with lone
AF or contraindications. (Class |, Level of Evidence A) (ACC/AHA/ESC, 2006)

The selection of the antithrombotic agent should be based upon the absolute risks of stroke and bleeding and the
relative risk and benefit for a given patient. (Class |, Level of Evidence A) (ACC/AHA/ESC, 2006)

Version 9.0 CPT only copyright 2014 American Medical Association. All rights reserved.
10/10/2014 Page 83 of 593



“Measure #39 (NQF 0046): Screening or Therapy for Osteoporosis for Women Aged 65 Years and
Older - National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:

Percentage of female patients aged 65 years and older who have a central dual-energy X-ray absorptiometry (DXA)
measurement ordered or performed at least once since age 60 or pharmacologic therapy prescribed within 12
months

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for patients seen during the reporting
period. Female patients aged 65 years and older should have a central DXA measurement ordered or performed at
least once since the time they turned 60 years or have pharmacologic therapy prescribed to prevent or treat
osteoporosis. There is no diagnosis associated with this measure. This measure may be reported by clinicians who
perform the quality actions described in the measure based on the services provided and the measure-specific
denominator coding.

Measure Reporting via Claims:
CPT codes and patient demographics are used to identify patients who are included in the measure’s denominator.
quality-data codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the listed CPT codes, and the appropriate numerator quality-data
code. All measure-specific coding should be reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:
CPT codes and patient demographics are used to identify patients who are included in the measure’s denominator.
The listed numerator options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All female patients aged 65 years and older

Denominator Criteria (Eligible Cases):

Patients aged = 65 years on date of encounter

AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215

NUMERATOR:
Patients who had a central DXA measurement ordered or performed at least once since age 60 or pharmacologic
therapy prescribed within 12 months

Definitions:

Pharmacologic Therapy - U.S. Food and Drug Administration approved pharmacologic options for
osteoporosis prevention and/or treatment of postmenopausal osteoporosis include, in alphabetical order:
bisphosphonates (alendronate, ibandronate, and risedronate), calcitonin, estrogens (estrogens and/or
hormone therapy), parathyroid hormone [PTH (1-34), teriparatide], and selective estrogen receptor modules
or SERMs (raloxifene), denosumab.
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Prescribed — Includes patients who are currently receiving medication(s) that follow the treatment plan
recommended at an encounter during the reporting period, even if the prescription for that medication was
ordered prior to the encounter.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Central DXA Measurement Ordered or Performed or Pharmacologic Therapy Prescribed

Performance Met: G8399: Patient with central Dual-energy X-Ray Absorptiometry
(DXA) results documented or ordered or pharmacologic
therapy (other than minerals/vitamins) for osteoporosis

prescribed
OR
Central DXA Measurement not Ordered or Performed or Pharmacologic Therapy not Prescribed for
Documented Reasons
Other Performance Exclusion: G8401: Clinician documented that patient was not an eligible
candidate for screening or therapy
OR
Central DXA Measurement not Ordered or Performed or Pharmacologic Therapy not Prescribed,
Reason not Given
Performance Not Met: G8400: Patient with central Dual-energy X-Ray Absorptiometry
(DXA) results not documented or not ordered or
pharmacologic therapy (other than minerals/vitamins)
for osteoporosis not prescribed, reason not given
RATIONALE:

Patients with elevated risk for osteoporosis should have the diagnosis of osteoporosis excluded or be on treatment of
osteoporosis.

CLINICAL RECOMMENDATION STATEMENTS:
The U.S. Preventive Services Task Force (USPSTF) recommends that women aged 65 and older be screened
routinely for osteoporosis. (B Recommendation) (USPSTF)

The USPSTF recommends that routine screening begin at age 60 for women at increased risk for osteoporotic
fractures. Use of risk factors, particularly increasing age, low weight, and non-use of estrogen replacement, to screen
younger women may identify high-risk women. (B Recommendation) (USPSTF)

BMD measurement should be performed in all women beyond 65 years of age. Dual x-ray absorptiometry of the
lumbar spine and proximal femur provides reproducible values at important sites of osteoporosis-associated fracture.
These sites are preferred for baseline and serial measurements. (AACE)

The most important risk factors for osteoporosis-related fractures are a prior low-trauma fracture as an adult and a
low BMD in patients with or without fractures. (AACE)

BMD testing should be performed on:

o Allwomen aged 65 and older regardless of risk factors

e Younger postmenopausal women with one or more risk factors (other than being white, postmenopausal,
and female)

o Postmenopausal women who present with fractures (NQF)

The decision to test for BMD should be based on an individual's risk profile. Testing is never indicated unless the
results could influence a treatment decision. (NQF)
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Markers of greater osteoporosis and fracture risk include older age, hypogonadism, corticosteroid therapy, and
established cirrhosis. (Level B Evidence) (NQF)

The single most powerful predictor of a future osteoporotic fracture is the presence of previous such fractures. (NQF)
Pharmacologic therapy should be initiated to reduce fracture risk in women with:

o BMD T-scores below - 2.0 by central dual x-ray absorptiometry (DXA) with no risk factors
e  BMD T-scores below - 1.5 by central dual x-ray absorptiometry (DXA) with one or more risk factors
e Aprior vertebral or hip fracture (NQF)

The decision to measure bone density should follow an individualized approach. It should be considered when it will
help the patient decide whether to institute treatment to prevent osteoporotic fracture. It should also be considered in
patients receiving glucocorticoid therapy for 2 months or more and patients with other conditions that place them at
high risk for osteoporotic fracture. (NIH)

The most commonly used measurement to diagnose osteoporosis and predict fracture risk is based on assessment
of BMD by dual-energy X-ray absorptiometry (DXA). (NIH)

Measurements of BMD made at the hip predict hip fracture better than measurements made at other sites while BMD
measurement at the spine predicts spine fracture better than measures at other sites. (NIH)
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"Measure #40 (NQF 0048): Osteoporosis: Management Following Fracture of Hip, Spine or Distal
Radius for Men and Women Aged 50 Years and Older — National Quality Strategy Domain: Effective
Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of patients aged 50 years and older with fracture of the hip, spine, or distal radius that had a central
dual-energy X-ray absorptiometry (DXA) measurement ordered or performed or pharmacologic therapy prescribed

INSTRUCTIONS:

This measure is to be reported after each occurrence of a fracture during the reporting period. It is anticipated that
clinicians who treat hip, spine or distal radial fractures will submit this measure. Each occurrence of a fracture is
identified by either an ICD-9-CM/ICD-10-CM diagnosis code for fracture or osteoporosis and a CPT service code OR
an ICD-9-CM/ICD-10-CM diagnosis code for a fracture or osteoporosis and a CPT procedure code for surgical
treatment of fractures.

Patients with a fracture of the hip, spine, or distal radius should have a central DXA measurement ordered or
performed or pharmacologic therapy prescribed. The management (DXA ordered or performed or pharmacologic
therapy prescribed) should occur within three months of the initial visit with the reporting clinician following the
fracture. If multiple fractures occurring on the same date of service are submitted on the same claim form, only one
instance of reporting will be counted. Claims data will be analyzed to determine unique occurrences. Patients with
documentation of prior central DXA measurement or already receiving pharmacologic therapy would automatically
meet the intent of this measure.

Measure Reporting via Claims:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS codes, and patient demographics are used to identify
patients who are included in the measure’s denominator. CPT Category Il codes and/or quality-data codes are used
to report the numerator of the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS
codes, and the appropriate CPT Category Il code OR quality-data code OR the CPT Category Il code with the
modifier. The modifiers allowed for this measure are: 1P- medical reasons, 2P- patient reasons, 3P- system reasons,
8P- reason not otherwise specified. All measure-specific coding should be reported on the claim(s) representing the
eligible encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 50 years and older with a fracture of the hip, spine, or distal radius
Eligible cases are determined, and must be reported, if either of the following conditions are met:

Option 1 - Denominator Criteria (Eligible Cases):
Patients aged = 50 years on date of encounter
AND
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Diagnosis for hip, spine, or distal radial fracture (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 733.12,
733.13, 733.14, 733.15, 733.19, 805.00, 805.01, 805.02, 805.03, 805.04, 805.05, 805.06, 805.07, 805.08,
805.11, 805.12, 805.13, 805.14, 805.15, 805.16, 805.17, 805.2, 805.3, 805.4, 805.5, 805.6, 805.7, 805.8,
813.40, 813.41, 813.42, 813.43, 813.44, 813.45, 813.46, 813.47, 813.50, 813.51, 813.52, 813.53, 813.54,
820.00, 820.01, 820.02, 820.03, 820.09, 820.10, 820.11, 820.12, 820.13, 820.19, 820.20, 820.21, 820.22,
820.30, 820.31, 820.32, 820.8, 820.9

Diagnosis for hip, spine, or distal radial fracture (ICD-10-CM) [for use 10/01/2015-12/31/2015]:
M84.431A, M84.432A, M84.433A, M84.434A, M84.439A, M84.451A, M84.452A, M84.453A, M84.454A,
M84.459A, M84.48XA, S12.000A, S12.000B, S12.001A, S12.001B, S12.01XA, S12.01XB,S12.02XA,
$12.02XB, S12.030A, S12.030B, S12.031A, S12.031B, S12.040A, S12.040B, S12.041A, S12.041B,
S$12.090A, S12.090B, S12.091A, S12.091B, S12.100A, S12.100B, S12.101A, S12.101B, S12.110A,
S$12.110B, S12.111A, S12.111B, S12.112A, $12.112B, S12.120A, $12.120B, S12.121A, S12.121B,
S12.130A, S12.130B, S12.131A, S12.131B, S12.14XA, S12.14XB, S12.150A, S12.150B, S12.151A,
$12.151B, S12.190A, S12.190B, S12.191A, $S12.191B, S12.200A, S12.200B, S12.201A, S12.201B,
S12.230A, S12.230B, S12.231A, S12.231B, S12.24XA, S$12.24XB, S12.250A, S12.250B, S12.251A,
$12.251B, S12.290A, S12.290B, S12.291A, S$12.291B, S12.300A, S12.300B, S12.301A, S12.301B,
S$12.330A, S12.330B, S12.331A, S12.331B, S12.34XA, S12.34XB, S12.350A, S12.350B, S12.351A,
$12.351B, S12.390A, S12.390B, S12.391A, S12.391B, S12.400A, S12.400B, S12.401A, S12.401B,
S12.430A, S12.430B, S12.431A, S12.431B, S12.44XA, S12.44XB, S12.450A, S12.450B, S12.451A,
$12.451B, S12.490A, S12.490B, S12.491A, S12.491B, S12.500A, S12.500B, S12.501A, S12.501B,
S$12.530A, S12.530B, S12.531A, S12.531B, S12.54XA, S12.54XB, S12.550A, $12.550B, S12.551A,
$12.551B, S12.590A, $12.590B, S12.591A, $12.591B, S12.600A, S12.600B, S12.601A, S12.601B,
S$12.630A, S12.630B, S12.631A, S12.631B, S12.64XA, S12.64XB, S12.650A, S12.650B, S12.651A,
$12.651B, S12.690A, S12.690B, S12.691A, $12.691B, S12.8XXA, S12.9XXA, S22.000A, S22.0008B,
$22.001A, S22.001B, S22.002A, S22.002B, S22.008A, S22.008B, S22.009A, S22.009B, S22.010A,
$22.010B, S22.011A, S22.011B, S22.012A, S22.012B, S22.018A, S22.018B, S22.019A, S22.019B,
$22.020A, S22.020B, S22.021A, S22.021B, S22.022A, S22.022B, S22.028A, S22.028B, S22.029A,
$22.029B, S22.030A, S22.030B, S22.031A, S22.031B, S22.032A, S22.032B, S22.038A, S22.038B,
$22.039A, S22.039B, S22.040A, S22.040B, S22.041A, S22.041B, S22.042A, S22.042B, S22.048A,
$22.048B, S22.049A, S22.049B, S22.050A, S22.050B, S22.051A, S22.051B, S22.052A, S22.052B,
$22.058A, S22.058B, S22.059A, S22.059B, S22.060A, S22.060B, S22.061A, S22.061B, S22.062A,
$22.062B, S22.068A, S22.068B, S22.069A, S22.069B, S22.070A, S22.070B, S22.071A, S22.071B,
$22.072A, S22.072B, S22.078A, S22.078B, S22.079A, S22.079B, S22.080A, S22.080B, S22.081A,
$22.081B, S22.082A, S22.082B, S22.088A, S22.088B, S22.089A, S22.089B, S32.000A, S32.0008,
$32.001A, S32.001B, S32.002A, S32.002B, S32.008A, S32.008B, S32.009A, S32.009B, S32.010A,
$32.010B, S32.011A, S32.011B, S32.012A, S32.012B, S32.018A, S32.018B, S32.019A, S32.0198B,
S32.020A, S32.020B, S32.021A, S32.021B, S32.022A, S32.022B, S32.028A, S32.028B, S32.029A,
$32.029B, S32.030A, S32.030B, S32.031A, S32.031B, S32.032A, S32.032B, S32.038A, S32.038B,
S32.039A, S32.039B, S32.040A, S32.040B, S32.041A, S32.041B, S32.042A, S32.042B, S32.048A,
$32.048B, S32.049A, S32.049B, S32.050A, S32.050B, S32.051A, S32.051B, S32.052A, S32.052B,
S32.058A, S32.058B, S32.059A, S32.059B, S32.10XA, S32.10XB, S32.110A, S32.110B, S32.111A,
S$32.111B, S32.112A, S32.112B, S32.119A, S32.119B, S32.120A, S32.120B, S32.121A, S32.121B,
S32.122A, S32.122B, S32.129A, S32.129B, S32.130A, S32.130B, S32.131A, S32.131B, S32.132A,
S$32.132B, S32.139A, S32.139B, S32.14XA, S32.14XB, S32.15XA, S32.15XB, S32.16XA, S32.16XB,
S32.17XA, S32.17XB, S32.19XA, S32.19XB, S32.2XXA, S32.2XXB, S32.401A, S32.401B, S32.402A,
$32.402B, S32.409A, S32.409B, S32.411A, S32.411B, S32.412A, S32.412B, S32.413A, S32.413B,
S32.414A, S32.414B, S32.415A, S32.415B, S32.416A, S32.416B, S32.421A, S32.421B, S32.422A,
S32.422B, S32.423A, S32.423B, S32.424A, S32.424B, S32.425A, S32.425B, S32.426A, S32.426B,
S32.431A, S32.431B, S32.432A, S32.432B, S32.433A, S32.433B, S32.434A, S32.434B, S32.435A,
S32.435B, S32.436A, S32.436B, S32.441A, S32.441B, S32.442A, S32.442B, S32.443A, S32.443B,
S32.444A, S32.444B, S32.445A, S32.445B, S32.446A, S32.446B, S32.451A, S32.451B, S32.452A,
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S32.452B, S32.453A, S32.453B, S32.454A, S32.454B, S32.455A, S32.455B, S32.456A, S32.456B,
S32.461A, S32.461B, S32.462A, S32.462B, S32.463A, S32.463B, S32.464A, S32.464B, S32.465A,
S32.465B, S32.466A, S32.466B, S32.471A, S32.471B, S32.472A, S32.472B, S32.473A, S32.473B,
S32.474A, S32.474B, S32.475A, S32.475B, S32.476A, S32.476B, S32.481A, S32.481B, S32.482A,
S32.482B, S32.483A, S32.483B, S32.484A, S32.484B, S32.485A, S32.485B, S32.486A, S32.486B,
S32.491A, S32.491B, S32.492A, S32.492B, S32.499A, S32.499B, S52.501A, $52.501B, S52.501C,
S52.502A, S52.502B, S52.502C, S52.509A, S52.509B, S52.509C, S52.511A, S52.511B, S52.511C,
S52.512A, S52.512B, S52.512C, S52.513A, S52.513B, S52.513C, S52.514A, S52.514B, S52.514C,
S52.515A, S52.515B, S52.515C, S52.516A, S52.516B, S52.516C, S52.521A, S52.522A, S52.529A,
S52.531A, S52.531B, S52.531C, S52.532A, S52.532B, S52.532C, S52.539A, S52.539B, S52.539C,
S52.541A, S52.541B, S52.541C, S52.542A, S52.542B, S52.542C, S52.549A, S52.549B, S52.549C,
S52.551A, S52.551B, S52.551C, S52.552A, S$52.552B, $52.552C, S52.559A, S52.559B, S52.559C,
S52.561A, S52.561B, S52.561C, S52.562A, S52.562B, $52.562C, S52.569A, S52.569B, S52.569C,
S52.571A, S52.571B, S52.571C, S52.572A, S52.572B, S52.572C, S52.579A, S52.579B, S52.579C,
S52.591A, S52.591B, S52.591C, S52.592A, S$52.592B, $52.592C, S52.599A, S52.599B, S52.599C,
$52.609A, S52.609B, S52.609C, S52.621A, S52.622A, S52.90XA, S52.90XB, S52.90XC, S72.001A,
S72.001B, S72.001C, S72.002A, S72.002B, S72.002C, S72.009A, S72.009B, S72.009C, S72.011A,
S72.011B, S72.011C, S72.012A, S72.012B, S72.012C, S72.019A, S72.019B, S72.019C, S72.021A,
S72.021B, S72.021C, S72.022A, S72.022B, S72.022C, S72.023A, S72.023B, S72.023C, S72.024A,
S72.024B, S72.024C, S72.025A, S72.025B, S72.025C, S72.026A, S72.026B, S72.026C, S72.031A,
S72.031B, S72.031C, S72.032A, S72.032B, S72.032C, S72.033A, S72.033B, S72.033C, S72.034A,
S72.034B, S72.034C, S72.035A, S72.035B, S72.035C, S72.036A, S72.036B, S72.036C, S72.041A,
S72.041B, S72.041C, S72.042A, S72.042B, S72.042C, S72.043A, S72.043B, S72.043C, S72.044A,
S72.044B, S72.044C, S72.045A, S72.045B, S72.045C, S72.046A, S72.046B, S72.046C, S72.051A,
S72.051B, S72.051C, S72.052A, S72.052B, S72.052C, S72.059A, S72.059B, S72.059C, S72.061A,
S72.061B, S72.061C, S72.062A, S72.062B, S72.062C, S72.063A, S72.063B, S72.063C, S72.064A,
S72.064B, S72.064C, S72.065A, S72.065B, S72.065C, S72.066A, S72.066B, S72.066C, S72.091A,
S72.091B, S72.091C, S72.092A, S72.092B, S72.092C, S72.099A, S72.099B, S72.099C, S72.101A,
S72.101B, S72.101C, S72.102A, S72.102B, S72.102C, S72.109A, S72.109B, S72.109C, S72.111A,
S72.111B, S72.111C, S72.112A, S72.112B, S72.112C, S72.113A, S72.113B, S72.113C, S72.114A,
S72.114B, S72.114C, S72.115A, S72.115B, S72.115C, S72.116A, S72.116B, S72.116C, S72.121A,
S72.121B, S72.121C, S72.122A, S72.122B, S72.122C, S72.123A, S72.123B, S72.123C, S72.124A,
S72.124B, S72.124C, S72.125A, S72.125B, S72.125C, S72.126A, S72.126B, S72.126C, S72.131A,
S72.131B, S72.131C, S72.132A, S72.132B, S72.132C, S72.133A, S72.133B, S72.133C, S72.134A,
S72.134B, S72.134C, S72.135A, S72.135B, S72.135C, S72.136A, S72.136B, S72.136C, S72.141A,
S72.141B, S72.141C, S72.142A, S72.142B, S72.142C, S72.143A, S72.143B, S72.143C, S72.144A,
S72.144B, S72.144C, S72.145A, S72.145B, S72.145C, S72.146A, S72.146B, S72.146C, S72.21XA,
S72.21XB, S72.21XC, S72.22XA, S72.22XB, S72.22XC, S72.23XA, S72.23XB, S72.23XC, S72.24XA,
S72.24XB, S72.24XC, S72.25XA, S72.25XB, S72.25XC, S72.26XA, S72.26XB, S72.26XC

AND

Patient encounter during the reporting period (CPT or HCPCS) - 99201, 99202, 99203, 99204, 99205,
99212, 99213, 99214, 99215, 99238, 99239, G0402

OR
Option 2 - Denominator Criteria (Eligible Cases):
Patients aged = 50 years on date of encounter
AND
Diagnosis for hip, spine, or distal radial fracture (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 733.12,
733.13, 733.14, 733.15, 733.19, 805.00, 805.01, 805.02, 805.03, 805.04, 805.05, 805.06, 805.07, 805.08,
805.2, 805.3, 805.4, 805.5, 805.6, 805.7, 805.8, 813.40, 813.41, 813.42, 813.43, 813.44, 813.45, 813.46,
813.47, 813.50, 813.51, 813.52, 813.53, 813.54, 820.00, 820.01, 820.02, 820.03, 820.09, 820.10, 820.11,
820.12, 820.13, 820.19, 820.20, 820.21, 820.22, 820.30, 820.31, 820.32, 820.8, 820.9
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Diagnosis for hip, spine, or distal radial fracture (ICD-10-CM) [for use 10/01/2015-12/31/2015]:
M84.431A, M84.432A, M84.433A, M84.434A, M84.439A, M84.451A, M84.452A, M84.453A, M84.454A,
M84.459A, M84.48XA, S12.000A, S12.000B, S12.001A, S12.001B, S12.01XA, S12.01XB, S12.02XA,
$12.02XB, S12.030A, S12.030B, S12.031A, S12.031B, S12.040A, S12.040B, S12.041A, S12.041B,
S12.090A, S12.090B, S12.091A, $12.091B, S12.100A, S12.100B, S12.101A, S12.101B, S12.110A,
$12.110B, S12.111A, S12.111B, S12.112A, S12.112B, S12.120A, S12.120B, S12.121A, S12.121B,
S12.130A, S12.130B, S12.131A, S12.131B, S12.14XA, S12.14XB, S12.150A, S12.150B, S12.151A,
$12.151B, S12.190A, S12.190B, S12.191A, S12.191B, S12.200A, S12.200B, S12.201A, S12.201B,
S$12.230A, S12.230B, S12.231A, S12.231B, S12.24XA, S$12.24XB, S12.250A, S12.250B, S12.251A,
$12.251B, S12.290A, $12.290B, S12.291A, $12.291B, S12.300A, S$12.300B, S12.301A, S12.301B,
S$12.330A, S12.330B, S12.331A, S12.331B, S12.34XA, S12.34XB, S12.350A, $12.350B, S12.351A,
$12.351B, S12.390A, $12.390B, S12.391A, $12.391B, S12.400A, S12.400B, S12.401A, S12.401B,
S12.430A, S12.430B, S12.431A, S12.431B, S12.44XA, S12.44XB, S12.450A, S12.450B, S12.451A,
S$12.451B, S12.490A, S12.490B, S12.491A, $12.491B, S12.500A, S12.500B, S12.501A, S12.501B,
S12.530A, S12.530B, S12.531A, S12.531B, S12.54XA, S12.54XB, S12.550A, S12.550B, S12.551A,
$12.551B, S12.590A, S12.590B, S12.591A, S12.591B, S12.600A, S12.600B, S12.601A, S12.601B,
S12.630A, S12.630B, S12.631A, S12.631B, S12.64XA, S12.64XB, S12.650A, S12.650B, S12.651A,
$12.651B, S12.690A, S12.690B, S12.691A, S12.691B, S12.8XXA, S12.9XXA, S22.000A, S22.0008B,
$22.001A, S22.001B, S22.002A, S22.002B, S22.008A, S22.008B, S22.009A, S22.009B, S22.010A,
$22.010B, S22.011A, S22.011B, S22.012A, S22.012B, S22.018A, S22.018B, S22.019A, S22.019B,
$22.020A, S22.020B, S22.021A, S22.021B, S22.022A, S22.022B, S22.028A, S22.028B, S22.029A,
$22.029B, S22.030A, S22.030B, S22.031A, S22.031B, S22.032A, S22.032B, S22.038A, S22.038B,
$22.039A, S22.039B, S22.040A, S22.040B, S22.041A, S22.041B, S22.042A, S22.042B, S22.048A,
$22.048B, S22.049A, S22.049B, S22.050A, S22.050B, S22.051A, S22.051B, S22.052A, S22.052B,
$22.058A, S22.058B, S22.059A, S22.059B, S22.060A, S22.060B, S22.061A, S22.061B, S22.062A,
$22.062B, S22.068A, S22.068B, S22.069A, S22.069B, S22.070A, S22.070B, S22.071A, S22.071B,
$22.072A, S22.072B, S22.078A, S22.078B, S22.079A, S22.079B, S22.080A, S22.080B, S22.081A,
$22.081B, S22.082A, S22.082B, S22.088A, S22.088B, S22.089A, S22.089B, S32.000A, S32.0008B,
S32.001A, S32.001B, S32.002A, S32.002B, S32.008A, S32.008B, S32.009A, S32.009B, S32.010A,
$32.010B, S32.011A, S32.011B, S32.012A, S32.012B, S32.018A, S32.018B, S32.019A, S32.019B,
$32.020A, S32.020B, S32.021A, S32.021B, S32.022A, S32.022B, S32.028A, S32.028B, S32.029A,
S32.029B, S32.030A, S32.030B, S32.031A, S32.031B, S32.032A, S32.032B, S32.038A, S32.038B,
$32.039A, S32.039B, S32.040A, S32.040B, S32.041A, S32.041B, S32.042A, S32.042B, S32.048A,
S32.048B, S32.049A, S32.049B, S32.050A, S32.050B, S32.051A, S32.051B, S32.052A, S32.052B,
$32.058A, S32.058B, S32.059A, S32.059B, S32.10XA, S32.10XB, S32.110A, S32.110B, S32.111A,
S$32.111B, S32.112A, S32.112B, S32.119A, S32.119B, S32.120A, S32.120B, S32.121A, S32.121B,
S32.122A, S32.122B, S32.129A, S32.129B, S32.130A, S32.130B, S32.131A, S32.131B, S32.132A,
$32.132B, S32.139A, S32.139B, S32.14XA, S32.14XB, S32.15XA, S32.15XB, S32.16XA, S32.16XB,
S32.17XA, S32.17XB, S32.19XA, S32.19XB, S32.2XXA, S32.2XXB, S32.401A, S32.401B, S32.402A,
$32.402B, S32.409A, S32.409B, S32.411A, S32.411B, S32.412A, S32.412B, S32.413A, S32.413B,
S32.414A, S32.414B, S32.415A, S32.415B, S32.416A, S32.416B, S32.421A, S32.421B, S32.422A,
S32.422B, S32.423A, S32.423B, S32.424A, S32.424B, S32.425A, S32.425B, S32.426A, S32.426B,
S32.431A, S32.431B, S32.432A, S32.432B, S32.433A, S32.433B, S32.434A, S32.434B, S32.435A,
$32.435B, S32.436A, S32.436B, S32.441A, S32.441B, S32.442A, S32.442B, S32.443A, S32.443B,
S32.444A, S32.444B, S32.445A, S32.445B, S32.446A, S32.446B, S32.451A, S32.451B, S32.452A,
$32.452B, S32.453A, S32.453B, S32.454A, S32.454B, S32.455A, S32.455B, S32.456A, S32.456B,
S32.461A, S32.461B, S32.462A, S32.462B, S32.463A, S32.463B, S32.464A, S32.464B, S32.465A,
S32.465B, S32.466A, S32.466B, S32.471A, S32.471B, S32.472A, S32.472B, S32.473A, S32.473B,
S32.474A, S32.474B, S32.475A, S32.475B, S32.476A, S32.476B, S32.481A, S32.481B, S32.482A,
S32.482B, S32.483A, S32.483B, S32.484A, S32.484B, S32.485A, S32.485B, S32.486A, S32.486B,
S32.491A, S32.491B, S32.492A, S32.492B, S32.499A, S32.499B, S52.501A, S52.501B, S52.501C,
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S52.502A, S52.502B, S52.502C, S52.509A, S52.509B, S$52.509C, S52.511A, S52.511B, $52.511C,
S52.512A, S52.512B, S52.512C, S52.513A, S52.513B, S52.513C, S52.514A, S52.514B, S52.514C,
S52.515A, S52.515B, §52.515C, S52.516A, S52.516B, S52.516C, S52.521A, S52.522A, S52.529A,
S52.531A, S52.531B, S52.531C, S52.532A, S52.532B, $52.532C, S52.539A, S52.539B, $52.539C,
S52.541A, S52.541B, S52.541C, S52.542A, S52.542B, 552.542C, S52.549A, S52.549B, S52.549C,
S52.551A, S52.551B, §52.551C, S52.552A, S52.552B, $52.552C, S52.559A, S52.559B, $52.559C,
S52.561A, S52.561B, S52.561C, S52.562A, S52.562B, $52.562C, S52.569A, S52.569B, S$52.569C,
S52.571A, S52.571B, S52.571C, S52.572A, S52.572B, S52.572C, S52.579A, S52.579B, $52.579C,
S52.591A, S52.591B, S52.591C, S52.592A, S52.592B, $52.592C, S52.599A, S52.599B, $52.599C,
S52.609A, S52.609B, S52.609C, S52.621A, S52.622A, S52.90XA, S52.90XB, S52.90XC, S72.001A,
S72.001B, S72.001C, S72.002A, S72.002B, S72.002C, S72.009A, S72.009B, S72.009C, S72.011A,
S72.011B, S72.011C, S72.012A, S72.012B, S72.012C, S72.019A, S72.019B, S72.019C, S72.021A,
S72.021B, S72.021C, S72.022A, S72.022B, S72.022C, S72.023A, S72.023B, S72.023C, S72.024A,
S72.024B, S72.024C, S72.025A, S72.025B, S72.025C, S72.026A, S72.026B, S72.026C, S72.031A,
S72.031B, S72.031C, S72.032A, S72.032B, S72.032C, S72.033A, S72.033B, S72.033C, S72.034A,
S72.034B, S72.034C, S72.035A, S72.035B, S72.035C, S72.036A, S72.036B, S72.036C, S72.041A,
S72.041B, S72.041C, S72.042A, S72.042B, S72.042C, S72.043A, S72.043B, S72.043C, S72.044A,
S72.044B, S72.044C, S72.045A, S72.045B, S72.045C, S72.046A, S72.046B, S72.046C, S72.051A,
S72.051B, S72.051C, S72.052A, S72.052B, S72.052C, S72.059A, S72.059B, S72.059C, S72.061A,
S72.061B, S72.061C, S72.062A, S72.062B, S72.062C, S72.063A, S72.063B, S72.063C, S72.064A,
S72.064B, S72.064C, S72.065A, S72.065B, S72.065C, S72.066A, S72.066B, S72.066C, S72.091A,
S72.091B, S72.091C, S72.092A, S72.092B, S72.092C, S72.099A, S72.099B, S72.099C, S72.101A,
S72.101B, S72.101C, S72.102A, S72.102B, S72.102C, S72.109A, S72.109B, S72.109C, S72.111A,
S72.111B, S72.111C, S72.112A, S72.112B, S72.112C, S72.113A, S72.113B, S72.113C, S72.114A,
S72.114B, S72.114C, S72.115A, S72.115B, S72.115C, S72.116A, S72.116B, S72.116C, S72.121A,
S72.121B, S72.121C, S72.122A, S72.122B, S72.122C, S72.123A, S72.123B, S72.123C, S72.124A,
S72.124B, S72.124C, S72.125A, S72.125B, S72.125C, S72.126A, S72.126B, S72.126C, S72.131A,
S72.131B, S72.131C, S72.132A, S72.132B, S72.132C, S72.133A, S72.133B, S72.133C, S72.134A,
S72.134B, S72.134C, S72.135A, S72.135B, S72.135C, S72.136A, S72.136B, S72.136C, S72.141A,
S72.141B, S72.141C, S72.142A, S72.142B, S72.142C, S72.143A, S72.143B, S72.143C, S72.144A,
S72.144B, S72.144C, S72.145A, S72.145B, S72.145C, S72.146A, S72.146B, S72.146C, S72.21XA,
S72.21XB, S72.21XC, S72.22XA, S72.22XB, S72.22XC, S72.23XA, S72.23XB, S72.23XC, S72.24XA,
S72.24XB, S72.24XC, S72.25XA, S72.25XB, S72.25XC, S72.26XA, S72.26XB, S72.26XC

AND

Patient encounter during the reporting period (CPT): 22305, 22310, 22315, 22318, 22319, 22325,
22326, 22327, 25600, 25605, 25606, 25607, 25608, 25609, 27230, 27232, 27235, 27236, 27238, 27240,
27244, 27245, 27246, 27248

NUMERATOR:
Patients who had a central DXA measurement ordered or performed or pharmacologic therapy prescribed

Definitions:

Pharmacologic Therapy - U.S. Food and Drug Administration approved pharmacologic options for
osteoporosis prevention and/or treatment of postmenopausal osteoporosis include, in alphabetical order:
bisphosphonates (alendronate, ibandronate, and risedronate), calcitonin, estrogens (estrogens and/or
hormone therapy), parathyroid hormone [PTH (1-34), teriparatide], and selective estrogen receptor modules
or SERMs (raloxifene), denosumab.

Prescribed — May include prescription given to the patient for treatment of osteoporosis (as listed above) at
one or more encounters during the reporting period, or documentation that patient is already taking
pharmacologic therapy for osteoporosis, as documented in the current medical list.
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Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Central DXA Measurement Ordered or Results Documented or Pharmacologic Therapy Prescribed

Performance Met: CPT Il 3095F: Central Dual-energy X-Ray Absorptiometry (DXA)
results documented

OR
Performance Met: CPT Il 3096F: Central Dual-energy X-Ray Absorptiometry (DXA)
ordered
OR
Performance Met: G8633: Pharmacologic therapy (other than minerals/vitamins)
for osteoporosis prescribed
OR
Central DXA Measurement not Ordered or Results not Documented for Medical, Patient, or System
Reasons
Append a modifier (1P, 2P or 3P) to CPT Category Il codes 3096F or 3095F to report documented
circumstances that appropriately exclude patients from the denominator.
Medical Performance Exclusion: 3096F or
3095F with 1P: Documentation of medical reason(s) for not ordering or
performing a central dual energy X-ray absorptiometry
(DXA) measurement
Patient Performance Exclusion: 3096F or
3095F with 2P: Documentation of patient reason(s) for not ordering or
performing a central dual energy X-ray absorptiometry
(DXA) measurement
System Performance Exclusion: 3096F or
3095F with 3P: Documentation of system reason(s) for not ordering or
performing a central dual energy X-ray absorptiometry
(DXA) measurement
OR
Pharmacologic Therapy not Prescribed for Documented Reasons
Other Performance Exclusion: G8634: Clinician documented patient not an eligible candidate
to receive pharmacologic therapy for osteoporosis
OR
Central DXA Measurement not Ordered or Results not Documented, Reason not Otherwise Specified
Append a reporting modifier (8P) to CPT Category Il code 3096F or 3095F to report circumstances when
the action described in the numerator is not performed and the reason is not otherwise specified.
Performance Not Met: 3096F or 3095F with 8P: Central dual energy X-ray absorptiometry (DXA)
measurement was not ordered or performed, reason
not otherwise specified
OR
Pharmacologic Therapy not Prescribed, Reason not Given
Performance Not Met: G8635: Pharmacologic therapy for osteoporosis was not
prescribed, reason not given
RATIONALE:

Patients with a history of fracture should have a baseline bone mass measurement and/or receive treatment for
osteoporosis. Given that the majority of osteoporotic fractures occur in patients with a diagnosis of osteoporosis by
bone mass measurement, exclusion of osteoporosis by bone mass testing does not preclude treatment of
osteoporosis in a patient with a history of fracture. There is a high degree of variability and consensus by experts of
what constitutes a fragility fracture and predictor of an underlying problem of osteoporosis. The work group
determined that only those fractures, which have the strongest consensus and evidence that they are predictive of
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osteoporosis, should be included in the measure at this time. We anticipate that the list of fractures will expand as
further evidence is published supporting the inclusion of other fractures.

CLINICAL RECOMMENDATION STATEMENTS:
The most important risk factors for osteoporosis-related fractures are a prior low-trauma fracture as an adult and a
low BMD in patients with or without fractures. (AACE)

BMD measurement should be performed in all women 40 years old or older who have sustained a fracture. (AACE)

The single most powerful predictor of a future osteoporotic fracture is the presence of previous such fractures.
(AACE)

The decision to measure bone density should follow an individualized approach. It should be considered when it will
help the patient decide whether to institute treatment to prevent osteoporotic fracture. It should also be considered in
patients receiving glucocorticoid therapy for 2 months or more and patients with other conditions that place them at
high risk for osteoporotic fracture. (NIH)

The most commonly used measurement to diagnose osteoporosis and predict fracture risk is based on assessment
of BMD by dual-energy X-ray absorptiometry (DXA). (NIH)

Measurements of BMD made at the hip predict hip fracture better than measurements made at other sites while BMD
measurement at the spine predicts spine fracture better than measures at other sites. (NIH)

Pharmacologic therapy should be initiated to reduce fracture risk in women with:

o BMD T-scores below -2.0 by central dual x-ray absorptiometry (DXA) with no risk factors
o BMD T-scores below -1.5 by central dual x-ray absorptiometry (DXA) with one or more risk factors
e A prior vertebral or hip fracture (NOF)
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“Measure #41 (NQF 0049): Osteoporosis: Pharmacologic Therapy for Men and Women Aged 50
Years and Older — National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of patients aged 50 years and older with a diagnosis of osteoporosis who were prescribed
pharmacologic therapy within 12 months

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for patients seen during the reporting
period. Patients with a diagnosis of osteoporosis should be prescribed pharmacologic therapy to treat osteoporosis. It
is anticipated that clinicians who provide services for patients with the diagnosis of osteoporosis will submit
this measure.

Measure Reporting via Claims:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS codes, and patient demographics are used to identify
patients who are included in the measure’s denominator. CPT Category Il codes are used to report the numerator of
the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS
codes, and the appropriate CPT Category Il code OR the CPT Category Il code with the modifier. The modifiers
allowed for this measure are: 1P- medical reasons, 2P- patient reasons, 3P- system reasons, 8P- reason not
otherwise specified. All measure-specific coding should be reported on the claim(s) representing the eligible
encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS codes, and patient demographics are used to identify
patients who are included in the measure’s denominator. The listed numerator options are used to report the
numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 50 years and older with the diagnosis of osteoporosis

Denominator Criteria (Eligible Cases):

Patients aged = 50 years on date of encounter

AND

Diagnosis for osteoporosis (ICD-9-CM) [for use 1/1/2015-9/30/2015]:_.733.00, 733.01, 733.02, 733.03,
733.09

Diagnosis for osteoporosis (ICD-10-CM) [for use 10/01/2015-12/31/2015]: M80.00XA, M80.00XD,
M80.00XG, M80.00XK, M80.00XP, M80.00XS, M80.011A, M80.011D, M80.011G, M80.011K, M80.011P,
M80.011S, M80.012A, M80.012D, M80.012G, M80.012K, M80.012P, M80.012S, M80.019A, M80.019D,
M80.019G, M80.019K, M80.019P, M80.019S, M80.021A, M80.021D, M80.021G, M80.021K, M80.021P,
M80.021S, M80.022A, M80.022D, M80.022G, M80.022K, M80.022P, M80.022S, M80.029A, M80.029D,
M80.029G, M80.029K, M80.029P, M80.029S, M80.031A, M80.031D, M80.031G, M80.031K, M80.031P,
M80.031S, M80.032A, M80.032D, M80.032G, M80.032K, M80.032P, M80.032S, M80.039A, M80.039D,
M80.039G, M80.039K, M80.039P, M80.039S, M80.041A, M80.041D, M80.041G, M80.041K, M80.041P,
M80.041S, M80.042A, M80.042D, M80.042G, M80.042K, M80.042P, M80.042S, M80.049A, M80.049D,
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M80.049G, M80.049K, M80.049P, M80.049S, M80.051A, M80.051D, M80.051G, M80.051K, M80.051P,
M80.051S, M80.052A, M80.052D, M80.052G, M80.052K, M80.052P, M80.052S, M80.059A, M80.059D,
M80.059G, M80.059K, M80.059P, M80.059S, M80.061A, M80.061D, M80.061G, M80.061K, M80.061P,
M80.061S, M80.062A, M80.062D, M80.062G, M80.062K, M80.062P, M80.062S, M80.069A, M80.069D,
M80.069G, M80.069K, M80.069P, M80.069S, M80.071A, M80.071D, M80.071G, M80.071K, M80.071P,
M80.071S, M80.072A, M80.072D, M80.072G, M80.072K, M80.072P, M80.072S, M80.079A, M80.079D,
M80.079G, M80.079K, M80.079P, M80.079S, M80.08XA, M80.08XD, M80.08XG, M80.08XK, M80.08XP,
M80.08XS, M80.80XA, M80.80XD, M80.80XG, M80.80XK, M80.80XP, M80.80XS, M80.811A, M80.811D,
M80.811G, M80.811K, M80.811P, M80.811S, M80.812A, M80.812D, M80.812G, M80.812K, M80.812P,
M80.812S, M80.819A, M80.819D, M80.819G, M80.819K, M80.819P, M80.819S, M80.821A, M80.821D,
M80.821G, M80.821K, M80.821P, M80.821S, M80.822A, M80.822D, M80.822G, M80.822K, M80.822P,
M80.822S, M80.829A, M80.829D, M80.829G, M80.829K, M80.829P, M80.829S, M80.831A, M80.831D,
M80.831G, M80.831K, M80.831P, M80.831S, M80.832A, M80.832D, M80.832G, M80.832K, M80.832P,
M80.832S, M80.839A, M80.839D, M80.839G, M80.839K, M80.839P, M80.839S, M80.841A, M80.841D,
M80.841G, M80.841K, M80.841P, M80.841S, M80.842A, M80.842D, M80.842G, M80.842K, M80.842P,
M80.842S, M80.849A, M80.849D, M80.849G, M80.849K, M80.849P, M80.849S, M80.851A, M80.851D,
M80.851G, M80.851K, M80.851P, M80.851S, M80.852A, M80.852D, M80.852G, M80.852K, M80.852P,
M80.852S, M80.859A, M80.859D, M80.859G, M80.859K, M80.859P, M80.859S, M80.861A, M80.861D,
M80.861G, M80.861K, M80.861P, M80.861S, M80.862A, M80.862D, M80.862G, M80.862K, M80.862P,
M80.862S, M80.869A, M80.869D, M80.869G, M80.869K, M80.869P, M80.869S, M80.871A, M80.871D,
M80.871G, M80.871K, M80.871P, M80.871S, M80.872A, M80.872D, M80.872G, M80.872K, M80.872P,
M80.872S, M80.879A, M80.879D, M80.879G, M80.879K, M80.879P, M80.879S, M80.88XA, M80.88XD,
M80.88XG, M80.88XK, M80.88XP, M80.88XS, M81.0, M81.6, M81.8, M81.0, M81.6, M81.8

AND

Patient encounter during the reporting period (CPT or HCPCS): 99201, 99202, 99203, 99204, 99205,
99212, 99213, 99214, 99215, G0402

NUMERATOR:
Patients who were prescribed pharmacologic therapy for osteoporosis within 12 months

Definitions:

Pharmacologic Therapy — U.S. Food and Drug Administration approved pharmacologic options for
osteoporosis prevention and/or treatment of postmenopausal osteoporosis include, in alphabetical order:
bisphosphonates (alendronate, ibandronate, and risedronate), calcitonin, estrogens (estrogens and/or
hormone therapy), parathyroid hormone (PTH (1-34), teriparatide), and selective estrogen receptor modules
or SERMs (raloxifene).

Prescribed — May include prescription given to the patient for treatment of osteoporosis (as listed above) at
one or more encounters during the reporting period, OR documentation that patient is already taking
pharmacologic therapy for osteoporosis, as documented in the current medication list.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Pharmacologic Therapy Prescribed

Performance Met: CPT Il 4005F: Pharmacologic therapy (other than minerals/vitamins)
for osteoporosis prescribed

OR
Pharmacologic Therapy not Prescribed for Medical, Patient, or System Reasons
Append a modifier (1P, 2P or 3P) to CPT Category Il code 4005F to report documented circumstances that
appropriately exclude patients from the denominator.
Medical Performance Exclusion: 4005F with 1P: Documentation of medical reason(s) for not prescribing
pharmacologic therapy for osteoporosis
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Patient Performance Exclusion: 4005F with 2P: Documentation of patient reason(s) for not prescribing
pharmacologic therapy for osteoporosis

System Performance Exclusion: 4005F with 3P: Documentation of system reason(s) for not prescribing
pharmacologic therapy for osteoporosis

OR
Pharmacologic Therapy not Prescribed, Reason not Otherwise Specified
Append a reporting modifier (8P) to CPT Category Il code 4005F to report circumstances when the action
described in the numerator is not performed and the reason is not otherwise specified.
Performance Not Met: 4005F with 8P: Pharmacologic therapy for osteoporosis was not
prescribed, reason not otherwise specified
RATIONALE:

Pharmacologic therapy is an evidence-based recommendation for the treatment of osteoporosis.

CLINICAL RECOMMENDATION STATEMENTS:

Agents approved by the FDA for osteoporosis prevention and/or treatment include (in alphabetical order)
bisphosphonates (alendronate, ibandronate, risedronate), salmon calcitonin, estrogen, raloxifene, and teriparatide.
All act by reducing bone resorption, except for teriparatide, which has anabolic effects on bone.

Although estrogen is not approved for treatment of osteoporosis, there is level 1 evidence for its efficacy in reducing
vertebral fractures, nonvertebral fractures, and hip fractures.

Level 1 evidence of efficacy in reducing the risk of vertebral fractures is available for all the agents approved for
treatment of osteoporosis (bisphosphonates, calcitonin, raloxifene, and teriparatide). Prospective trials have
demonstrated the effectiveness of bisphosphonates and teriparatide in reducing the risk of nonvertebral fractures
(level 1), but only bisphosphonates have been shown to reduce the risk of hip fractures in prospective controlled trials
(level 1). (AACE)

US Food and Drug Administration-approved pharmacologic options for osteoporosis prevention and/or treatment of
postmenopausal osteoporosis include, in alphabetical order: bisphosphonates (alendronate, alendronate plus D,
ibandronate, and risedronate, risedronate with 500 mg of calcium as the carbonate), calcitonin, estrogens (estrogens
and/or hormone therapy), parathyroid hormone [PTH (1-34), teriparatide], and selective estrogen receptor modulators
or SERMS (raloxifene). (NOF)
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2 Measure #43 (NQF 0134): Coronary Artery Bypass Graft (CABG): Use of Internal Mammary
Artery (IMA) in Patients with Isolated CABG Surgery - National Quality Strategy Domain: Effective
Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:
Percentage of patients aged 18 years and older undergoing isolated CABG surgery who received an IMA graft

INSTRUCTIONS:

This measure is to be reported each time an isolated CABG procedure is performed during the reporting period. It is
anticipated that clinicians who provide services for isolated CABG will submit this measure. This measure is
intended to reflect the quality of the surgical services provided for isolated CABG patients. Isolated CABG refers to
CABG using arterial and/or venous grafts only.

Measure Reporting via Registry:
CPT codes and patient demographics are used to identify patients who are included in the measure’s denominator.
The listed numerator options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients undergoing isolated CABG

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Patient encounter during the reporting period (CPT): 33510, 33511, 33512, 33513, 33514, 33516,
33517, 33518, 33519, 33521, 33522, 33523, 33533, 33534, 33535, 33536

NUMERATOR:
Patients undergoing isolated CABG who received an IMA graft

Numerator Options:

Performance Met: Internal mammary artery graft performed for primary,
isolated coronary artery bypass graft procedure (CABG)
(4110F)

Medical Performance Exclusion: Documentation of medical reason(s) for not performing
an internal mammary artery graft for primary, isolated
coronary artery bypass graft procedure. Acceptable
medical reasons include: subclavian stenosis, previous
cardiac or thoracic surgery, previous mediastinal
radiation, emergent or salvage procedure, no
bypassable left anterior descending artery disease
(4110F with 1P)

Performance Not Met: Internal mammary artery graft not performed for
primary, isolated coronary artery bypass graft
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procedure, reason not otherwise specified (4110F with
8P)

RATIONALE:

A major innovation has been the introduction of off-bypass CABG, which has reduced the post-procedure length of
stay in some centers to between 2 and 3 days. In some centers, this has led to a total 3-month cost for single-vessel
coronary bypass that is not significantly different from the total 3-month cost for angioplasty of single-vessel disease.
Considering the favorable long-term patency of an internal mammary artery (IMA) graft to the LAD, the cost
reductions possible with off-bypass CABG may improve the relative cost-effectiveness of coronary bypass compared
with either medical therapy or percutaneous techniques, particularly for symptomatic, proximal LAD disease.

CLINICAL RECOMMENDATION STATEMENTS:

Class |

In every patient undergoing CABG, the left internal mammary artery (IMA) should be given primary consideration for
revascularization of the left anterior descending (LAD) artery.

(Level of Evidence: B)
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* Measure #44 (NQF 0236): Coronary Artery Bypass Graft (CABG): Preoperative Beta-Blocker in
Patients with Isolated CABG Surgery — National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of isolated Coronary Artery Bypass Graft (CABG) surgeries for patients aged 18 years and older who
received a beta-blocker within 24 hours prior to surgical incision

INSTRUCTIONS:

This measure is to be reported each time an isolated CABG procedure is performed during the reporting period. It is
anticipated that eligible professionals who provide services for isolated CABG will submit this measure. The
timeframe for this measure includes the entire 24 hour period prior to the surgical incision time.

Measure Reporting via Claims:
CPT codes and patient demographics are used to identify patients who are included in the measure’s denominator.
CPT Category Il codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the listed CPT codes, and the appropriate CPT Category Il code OR
the CPT Category Il code with the modifier. The modifiers allowed for this measure are: 1P- medical reasons, 8P-
reason not otherwise specified. All measure-specific coding should be reported on the claim(s) representing the
eligible encounter.

Measure Reporting via Registry:
CPT codes and patient demographics are used to identify patients who are included in the measure’s denominator.
The listed numerator options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
Isolated CABG surgeries for patients aged 18 years and older

Definitions:
Isolated CABG — Refers to CABG using arterial and/or venous grafts only. Part B claims data will be
analyzed to determine “isolated” CABG.

DENOMINATOR NOTE: In order to ensure the only surgeries allowed into the denominator for the measure
are isolated CABG surgeries, the anesthesiologist CPT code (00562) (which is not specific to isolated
CABG), would need to be in conjunction with the CPT indicated for the CABG surgery (33530) and one of
the other CABG codes (33510, 33511, 33512, 33513, 33514, 33516, 33517, 33518, 33519, 33521, 33522,
33523, 33533, 33534, 33535, 33536)

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Patient encounter during the reporting period (CPT): 00566, 00567, 33510, 33511, 33512, 33513,
33514, 33516, 33517, 33518, 33519, 33521, 33522, 33523, 33533, 33534, 33535, 33536

OR
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Patient encounter during the reporting period (CPT): 33510, 33511, 33512, 33513, 33514, 33516,
33517, 33518, 33519, 33521, 33522, 33523, 33533, 33534, 33535, 33536

AND

Patient encounter during the reporting period (CPT): 00562, 33530

NUMERATOR:
Patients who received a beta-blocker within 24 hours prior to surgical incision of isolated CABG surgeries

Definitions:
Medical Reason - Eligible professional must document specific reason(s) for not administering beta-
blockers.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Preoperative Beta-blocker Administration Documented

Performance Met: CPT Il 4115F: Beta blocker administered within 24 hours prior to
surgical incision

Preoperative Beta-blocker not Administered for Documented Medical Reasons

Append a reporting modifier (1P) to CPT Category Il code 4115F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion: 4115F with 1P: Documentation of medical reason(s) for not
administering beta blocker within 24 hours prior to
surgical incision (eg, not indicated, contraindicated,
other medical reason)

Preoperative Beta-blocker not Received, Reason not Otherwise Specified

Append a reporting modifier (8P) to CPT Category Il code 4115F to report circumstances when the action

described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met: 4115F with 8P: Beta blocker not administered within 24 hours prior to
surgical incision, reason not otherwise specified

RATIONALE:

Postoperative atrial fibrillation (POAF) is a common complication following cardiac surgery, occurring in 25-40% of
patients (Crystal, 2004, Burgess, 2006). POAF has been associated with increased rates of post-operative morbidity
and mortality and consequently, increased costs (Mariscalco, 2008, Crystal, 2004, Bramer, 2010). Prophylactic
administration of beta-blockers have been shown to reduce the risk of POAF and mortality following isolated coronary
artery bypass graft surgery (Connolly, 2003, Mariscalco, 2008, Ferguson, 2002). Khan’s meta-analysis of RCTs
found that "Preoperative BB initiation resulted in 52% reduction in the incidence of AF as compared to controls,
however these results were not statistically significant”. EIBardissi (2012) showed a 19.5% increase in preoperative
use of beta-blockers from 2000-2009.

Coronary revascularization, comprising coronary artery bypass graft (CABG) surgery and percutaneous coronary
intervention (PCI), is among the most common major medical procedures provided by the US health care system,
with more than 1 million procedures performed annually. It is also among the most costly procedure. Medicare
inpatient payments to hospitals for coronary revascularizations exceeded $6.7 billion in fiscal year 2006 and is larger
than the reimbursement for any other medical or surgical procedure (Epstein, 2011).

CLINICAL RECOMMENDATION STATEMENTS:
Preoperative Beta-blockers:
Class |
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1) Beta-blockers should be administered for at least 24 hours before CABG to all patients without
contraindications to reduce the incidence or clinical sequelae of postoperative AF. (Level of Evidence: B),
(ACCF/AHA, 2011)

Class lla
1) Preoperative use of beta-blockers in patients without contraindications, particularly in those with an LV
ejection fraction (LVEF) greater than 30%, can be effective in reducing the risk of in-hospital mortality.
(Level of Evidence: B), (ACCF/AHA, 2011)
2) Beta-blockers can be effective in reducing the incidence of perioperative myocardial ischemia. (Level of
Evidence: B), (ACCF/AHA, 2011)

Class IIb
1) The effectiveness of preoperative beta-blockers in reducing in-hospital mortality rate in patients with LVEF
less than 30% is uncertain. (Level of Evidence: B), (ACCF/AHA, 2011)

Version 9.0 CPT only copyright 2014 American Medical Association. All rights reserved.
10/10/2014 Page 101 of 593



"Measure #46 (NQF 0097): Medication Reconciliation — National Quality Strategy Domain:
Communication and Care Coordination

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:

Percentage of patients aged 18 years and older discharged from any inpatient facility (eg, hospital, skilled nursing
facility, or rehabilitation facility) and seen within 30 days following discharge in the office by the physician,
prescribing practitioner, registered nurse, or clinical pharmacist providing on-going care who had a reconciliation of
the discharge medications with the current medication list in the outpatient medical record documented.

This measure is reported as two rates stratified by age group:

e Reporting Age Criteria 1: 18-64 years of age
e Reporting Age Criteria 2: 65 years and older

INSTRUCTIONS:

This measure is to be reported at an outpatient visit occurring within 30 days of each inpatient facility discharge
date during the reporting period. This measure is appropriate for use in the ambulatory setting only. There is no
diagnosis associated with this measure. This measure may be reported by clinicians who perform the quality actions
described in the measure based on the services provided and the measure-specific denominator coding. This
measure is not to be reported unless a patient has been discharged from an inpatient facility within 30 days
prior to the outpatient visit.

This measure will be calculated with 2 performance rates:

1) Percentage of patients 18-64 years of age who were discharged from any inpatient facility (eg, hospital,
skilled nursing facility, or rehabilitation facility) and seen within 30 days following discharge in the office by
the physician, prescribing practitioner, registered nurse, or clinical pharmacist providing on-going care who
had a reconciliation of the discharge medications with the current medication list in the outpatient medical
record documented

2) Percentage of patients 65 years and older who were discharged from any inpatient facility (eg, hospital,
skilled nursing facility, or rehabilitation facility) and seen within 30 days following discharge in the office by
the physician, prescribing practitioner, registered nurse, or clinical pharmacist providing on-going care who
had a reconciliation of the discharge medications with the current medication list in the outpatient medical
record documented

Measure Reporting via Claims:
CPT or HCPCS codes and patient demographics are used to identify patients who are included in the measure’s
denominator. CPT Category Il codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the listed CPT or HCPCS codes, and the appropriate CPT Category
Il code(s) OR the CPT Category Il code(s) with the modifier. The reporting modifier allowed for this is: 8P- reason not
otherwise specified. There are no allowable performance exclusions for this measure. All measure-specific coding
should be reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:
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CPT or HCPCS codes and patient demographics are used to identify patients who are included in the measure’s
denominator. The listed numerator options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data. There are no allowable performance exclusions for this
measure.

DENOMINATOR:

All patients 18 years of age and older discharged from any inpatient facility (eg, hospital, skilled nursing facility, or
rehabilitation facility) and seen within 30 days following discharge in the office by the physician, prescribing
practitioner, registered nurse, or clinical pharmacist providing on-going care

Denominator Criteria (Eligible Cases):
REPORTING CRITERIA 1: Patients 18-64 years of age on date of encounter
REPORTING CRITERIA 2: Patients aged_65 years and older on date of encounter

Patient encounter during the reporting period (CPT or HCPCS): 90791, 90792, 90832, 90834, 90837,
90839, 90845, 99201, 99202, 99203, 99204, 99205, 99211, 99212, 99213, 99214, 99215, 99324, 99325,
99326, 99327, 99328, 99334, 99335, 99336, 99337, 99341, 99342, 99343, 99344, 99345, 99347, 99348,
99349, 99350, 99495, 99496, G0402, G0438, G0439

NUMERATOR (Reporting Criteria 1 & 2):

Patients who had a reconciliation of the discharge medications with the current medication list in the outpatient
medical record documented

Definition:

Medical Record — Must indicate: The physician, prescribing practitioner, registered nurse, or clinical
pharmacist providing ongoing care is aware of the inpatient facility discharge medications and will either
keep the inpatient facility discharge medications or change the inpatient facility discharge medications or the
dosage of an inpatient facility discharge medication.

NUMERATOR NOTE: Medication reconciliation should be completed and documented within 30 days of
discharge. If the patient has an eligible discharge but medication reconciliation is not performed and
documented within 30 days, report 1111F with 8P.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Documentation of Reconciliation of Discharge Medication with Current Medication List in the

Medical Record

Performance Met: CPT Il 1111F: Discharge medications reconciled with the current
medication list in outpatient medical record

If patient is not eligible for this measure because patient was not discharged from an inpatient
facility within the last 30 days, there are no reporting requirements in this case.

Discharge Medication not Reconciled with Current Medication List in the Medical Record, Reason

Not Otherwise Specified

Append a reporting modifier (8P) to CPT Category Il code 1111F to report circumstances when the action

described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met: 1111F with 8P: Discharge medications not reconciled with the current
medication list in outpatient medical record, reason not
otherwise specified
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RATIONALE:
Medications are often changed while a patient is hospitalized. Continuity between inpatient and on-going care is
essential.

CLINICAL RECOMMENDATION STATEMENTS:

Medication reconciliation post-discharge is an important step to catch potentially harmful omissions or changes in
prescribed medications, particularly in elderly patients that are prescribed a greater quantity and variety of
medications (Leape, 1991). Although the magnitude of the effect of medication reconciliation alone on patient
outcomes is not well studied, there is agreement among experts that potential benefits outweigh the harm (Coleman,
2003; Pronovost, 2003; I0M, 2002; IOM, 2006). Medication reconciliation post-discharge is recommended by the
Joint Commission patient safety goals (Kienle, 2008), the American Geriatric Society (Coleman, 2003), Society of
Hospital Medicine (Kripalani, 2007; Grennwald, 2010), ACOVE (Assessing Care of Vulnerable Elders; Knight,
2001),and the Task Force on Medicines Partnership (2005). Additionally, measurement of medication reconciliation
post-discharge has been cited by the National Quality Forum and the National Priorities Partnership as a
measurement priority area (NQF, 2010)

No trials of the effects of physician acknowledgment of medications post-discharge were found. However, patients
are likely to have their medications changed during a hospitalization. Estimates suggest that 46% of medication
errors occur on admission or discharge from a hospital (Pronovost, 2003). Therefore, medication reconciliation is a
critical piece of care coordination post-discharge for all individuals who use prescription medications. Prescription
medication use is common among adults of all ages, particularly older adults and adults with chronic conditions. On
average, 82% of adults in the U.S. are taking at least one medication (prescription or nonprescription,
vitamin/mineral, herbal/natural supplement); 29% are taking five or more. Older adults are the biggest consumers of
medications with 17-19% of people 65 and older taking at least ten medications in a given week (Slone Survey,
2006).

One observational study showed that 1.5 new medications were initiated per patient during hospitalization, and 28%
of chronic medications were canceled by the time of hospital discharge. Another observational study showed that at
one week post-discharge, 72% of elderly patients were taking incorrectly at least one medication started in the
inpatient setting, and 32% of medications were not being taken at all. One survey study faulted the quality of
discharge communication as contributing to early hospital readmission, although this study did not implicate
medication discontinuity as the cause. (ACOVE)

Implementing routine medication reconciliation after discharge from an inpatient facility is an important step to ensure
medication errors are addressed and patients understand their new medications. The process of resolving
discrepancies in a patient’s medication list reduces the risk of these adverse drug interactions being overlooked and
helps physicians minimize the duplication and complexity of the patient's medication regimen (Wenger, 2004). This in
turn may increase patient adherence to the medication regimen and reduce hospital readmission rates.

First, a medication list must be collected. It is important to know what medications the patient has been taking or
receiving prior to the outpatient visit in order to provide quality care. This applies regardless of the setting from which
the patient came — home, long-term care, assisted living, etc. The medication list should include all medications
(prescriptions, over-the-counter, herbals, supplements, etc.) with dose, frequency, route, and reason for taking it. It is
also important to verify whether the patient is actually taking the medication as prescribed or instructed, as
sometimes this is not the case.

At the end of the outpatient visit, a clinician needs to verify three questions:

1) Based on what occurred in the visit, should any medication that the patient was taking or receiving prior to
the visit be discontinued or altered?

2) Based on what occurred in the visit, should any prior medication be suspended pending consultation with
the prescriber?
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3) Have any new prescriptions been added today?

These questions should be reviewed by the physician who completed the procedure, or the physician who evaluated
and treated the patient.

If the answer to all three questions is “no,” the process is complete.

o [fthe answer to any question is “yes,” the patient needs to receive clear instructions about what to do — all
changes, holds, and discontinuations of medications should be specifically noted. Include any follow-up
required, such as calling or making appointments with other practitioners and a timeframe for d
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"Measure #47 (NQF 0326): Care Plan — National Quality Strategy Domain: Communication and Care
Coordination

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:

Percentage of patients aged 65 years and older who have an advance care plan or surrogate decision maker
documented in the medical record or documentation in the medical record that an advance care plan was discussed
but the patient did not wish or was not able to name a surrogate decision maker or provide an advance care plan

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for patients seen during the reporting
period. There is no diagnosis associated with this measure. This measure may be reported by clinicians who perform
the quality actions described in the measure based on the services provided and the measure-specific denominator
coding.

This measure is appropriate for use in all healthcare settings (eg, inpatient, nursing home, ambulatory) except the
emergency department. For each of these settings, there should be documentation in the medical record(s) that
advance care planning was discussed or documented.

Measure Reporting via Claims:
CPT or HCPCS codes and patient demographics are used to identify patients who are included in the measure’s
denominator. CPT Category Il codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the listed CPT or HCPCS codes, and the appropriate CPT Category
Il codes OR the CPT Category Il code(s) with the modifier. The reporting modifier allowed for this measure is: 8P-
reason not otherwise specified. There are no allowable performance exclusions for this measure. All measure-
specific coding should be reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:
CPT or HCPCS codes and patient demographics are used to identify patients who are included in the measure’s
denominator. The listed numerator options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data. There are no allowable performance exclusions for this
measure.

DENOMINATOR:
All patients aged 65 years and older

DENOMINATOR NOTE: *Clinicians indicating the Place of Service as the emergency department will not be
included in this measure.

Denominator Criteria (Eligible Cases):

Patients aged = 65 years on date of encounter

AND

Patient encounter during the reporting period (CPT or HCPCS): 99201, 99202, 99203, 99204, 99205,
99212, 99213, 99214, 99215, 99218, 99219, 99220, 99221, 99222, 99223, 99231, 99232, 99233, 99234,
99235, 99236, 99291* 99304, 99305, 99306, 99307, 99308, 99309, 99310, 99324, 99325, 99326, 99327,
99328, 99334, 99335, 99336, 99337, 99341, 99342, 99343, 99344, 99345, 99347, 99348, 99349, 99350,
G0402, G0438, G0439
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NUMERATOR:

Patients who have an advance care plan or surrogate decision maker documented in the medical record or
documentation in the medical record that an advance care plan was discussed but patient did not wish or was not
able to name a surrogate decision maker or provide an advance care plan

Numerator Instructions: If patient’s cultural and/or spiritual beliefs preclude a discussion of advance care
planning, report 1124F.

Definition:
Documentation that Patient did not Wish or was not able to Name a Surrogate Decision Maker or
Provide an Advance Care Plan — May also include, as appropriate, the following:

o That the patient’s cultural and/or spiritual beliefs preclude a discussion of advance care planning, as it would
be viewed as harmful to the patient's beliefs and thus harmful to the physician-patient relationship.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Advance Care Planning Discussed and Documented

Performance Met: CPT Il 1123F: Advance Care Planning discussed and documented;
advance care plan or surrogate decision maker
documented in the medical record

OR

Performance Met: CPT Il 1124F: Advance Care Planning discussed and documented in
the medical record; patient did not wish or was not able
to name a surrogate decision maker or provide an
advance care plan

OR
Advance Care Planning not Documented, Reason not Otherwise Specified
Append a reporting modifier (8P) to CPT Category Il code 1123F to report circumstances when the action
described in the numerator is not performed and the reason is not otherwise specified.
Performance Not Met: 1123F with 8P: Advance care planning not documented, reason not
otherwise specified
RATIONALE:

It is essential that the patient’s wishes regarding medical treatment be established as much as possible prior to
incapacity. The Work Group has determined that the measure should remain as specified with no required timeframe
based on a review of the literature. Studies have shown that people do change their preferences often with regard to
advanced care planning, but it primarily occurs after a major medical event or other health status change. In the
stable patient, it would be very difficult to define the correct interval. It was felt by the Work Group that the error rate
in simply not having addressed the issue at all is so much more substantial (Teno, 1997) than the risk that an
established plan has become outdated that we should not define a specific timeframe at this time. As this measure is
tested and reviewed, we will continue to evaluate if and when a specific timeframe should be included.

CLINICAL RECOMMENDATION STATEMENTS:

Advance directives are designed to respect patient’s autonomy and determine his/her wishes about future life-
sustaining medical treatment if unable to indicate wishes. Key interventions and treatment decisions to include in
advance directives are: resuscitation procedures, mechanical respiration, chemotherapy, radiation therapy, dialysis,
simple diagnostic tests, pain control, blood products, transfusions, and intentional deep sedation.

Oral statements:

o Conversations with relatives, friends, and clinicians are most common form; should be thoroughly
documented in medical record for later reference.
o Properly verified oral statements carry same ethical and legal weight as those recorded in writing.
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Instructional advance directives (DNR orders, living wills):

o Written instructions regarding the initiation, continuation, withholding, or withdrawal of particular forms of life-
sustaining medical treatment.

e May be revoked or altered at any time by the patient.

o Clinicians who comply with such directives are provided legal immunity for such actions.

Durable power of attorney for health care or health care proxy:

o A written document that enables a capable person to appoint someone else to make future medical
treatment choices for him or her in the event of decisional incapacity. (AGS)

The National Hospice and Palliative Care Organization provides the Caring Connection web site, which provides
resources and information on end-of-life care, including a national

Version 9.0 CPT only copyright 2014 American Medical Association. All rights reserved.
10/10/2014 Page 108 of 593



"Measure #48: Urinary Incontinence: Assessment of Presence or Absence of Urinary Incontinence
in Women Aged 65 Years and Older — National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of female patients aged 65 years and older who were assessed for the presence or absence of urinary
incontinence within 12 months

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for patients seen during the reporting
period. This measure is appropriate for use in the ambulatory setting only and is considered a general screening
measure. There is no diagnosis associated with this measure. This measure may be reported by clinicians who
perform the quality actions described in the measure based on the services provided and the measure-specific
denominator coding.

Measure Reporting via Claims:
CPT or HCPCS codes and patient demographics are used to identify patients who are included in the measure’s
denominator. CPT Category Il codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the listed CPT or HCPCS codes, and the appropriate CPT Category
Il code OR the CPT Category Il code with the modifier. The modifiers allowed for this measure are: 1P- medical
reasons, 8P- reason not otherwise specified. All measure-specific coding should be reported on the claim(s)
representing the eligible encounter.

Measure Reporting via Registry:
CPT or HCPCS codes and patient demographics are used to identify patients who are included in the measure’s
denominator. The listed numerator options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All female patients aged 65 years and older with a visit during the measurement period.

Denominator Criteria (Eligible Cases):

All female patients aged = 65 years on date of encounter

AND

Patient encounter during the reporting period (CPT or HCPCS): 99201, 99202, 99203, 99204, 99205,
99212, 99213, 99214, 99215, 99324, 99325, 99326, 99327, 99328, 99334, 99335, 99336, 99337, 99341,
99342, 99343, 99344, 99345, 99347, 99348, 99349, 99350, G0402

NUMERATOR:
Patients who were assessed for the presence or absence of urinary incontinence within 12 months

Definition:
Urinary Incontinence - Any involuntary leakage of urine.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:
Presence or Absence of Urinary Incontinence Assessed
Performance Met: CPT Il 1090F: Presence or absence of urinary incontinence assessed
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Presence or Absence of Urinary Incontinence not Assessed for Medical Reasons

Append a modifier (1P) to CPT Category Il code 1090F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion: 1090F with 1P: Documentation of medical reason(s) for not assessing
for the presence or absence of urinary incontinence

OR
Presence or Absence of Urinary Incontinence not Assessed, Reason not Otherwise Specified
Append a reporting modifier (8P) to CPT Category Il code 1090F to report circumstances when the action
described in the numerator is not performed and the reason is not otherwise specified.
Performance Not Met: 1090F with 8P: Presence or absence of urinary incontinence not
assessed, reason not otherwise specified
RATIONALE:

Female patients may not volunteer information regarding incontinence so they should be asked by their physician.

CLINICAL RECOMMENDATION STATEMENTS:
Strategies to increase recognition and reporting of Ul are required and especially the perception that it is an
inevitable consequence of aging for which little or nothing can be done. (ICI)

Patients with urinary incontinence should undergo a basic evaluation that includes a history, physical examination,
measurement of post-void residual volume, and urinalysis. (ACOG) (Level C)

Health care providers should be able to initiate evaluation and treatment of Ul basing their judgment on the results of
history, physical examination, post-voiding residual and urinalysis. (ICl) (Grade
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“Measure #50: Urinary Incontinence: Plan of Care for Urinary Incontinence in Women Aged 65
Years and Older — National Quality Strategy Domain: Person and Caregiver-Centered Experience
and Outcomes

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of female patients aged 65 years and older with a diagnosis of urinary incontinence with a documented
plan of care for urinary incontinence at least once within 12 months

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for patients seen during the reporting
period. This measure is appropriate for use in the ambulatory setting only. It is anticipated that clinicians who
provide services for patients with the diagnosis of urinary incontinence will submit this measure.

Measure Reporting via Claims:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS codes, and patient demographics are used to identify
patients who are included in the measure’s denominator. CPT Category Il codes are used to report the numerator of
the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS
codes, and the appropriate CPT Category Il code OR the CPT Category Il code with the modifier. The reporting
modifier allowed for this measure is: 8P- reason not otherwise specified. There are no allowable performance
exclusions for this measure. All measure-specific coding should be reported on the claim(s) representing the eligible
encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS codes, and patient demographics are used to identify
patients who are included in the measure’s denominator. The listed numerator options are used to report the
numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data. There are no allowable performance exclusions for this
measure.

DENOMINATOR:
All female patients aged 65 years and older with a diagnosis of urinary incontinence

Denominator Criteria (Eligible Cases):

All female patients aged = 65 years on date of encounter

AND

Diagnosis for urinary incontinence (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 307.6, 625.6, 788.30,
788.31, 788.33, 788.34, 788.35, 788.36, 788.37, 788.38, 788.39

Diagnosis for urinary incontinence (ICD-10-CM) [for use 10/01/2015-12/31/2015]: F98.0, N39.3, N39.41,
N39.42, N39.43, N39.44, N39.45, N39.46, N39.490, N39.498, R32

AND

Patient encounter during the reporting period (CPT or HCPCS): 99201, 99202, 99203, 99204, 99205,
99212, 99213, 99214, 99215, 99324, 99325, 99326, 99327, 99328, 99334, 99335, 99336, 99337, 99341,
99342, 99343, 99344, 99345, 99347, 99348, 99349, 99350, G0402

NUMERATOR:
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Patients with a documented plan of care for urinary incontinence at least once within 12 months

Definition:

Plan of Care — May include behavioral interventions (eg, bladder training, pelvic floor muscle training,
prompted voiding), referral to specialist, surgical treatment, reassess at follow-up visit, lifestyle interventions,
addressing co-morbid factors, modification or discontinuation of medications contributing to urinary
incontinence, or pharmacologic therapy.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:
Plan of Care for Urinary Incontinence Documented
Performance Met: CPT Il 0509F: Urinary incontinence plan of care documented

Plan of Care for Urinary Incontinence not Documented, Reason not Otherwise Specified

Append a reporting modifier (8P) to CPT Category Il code 0509F to report circumstances when the action

described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met: 0509F with 8P: Urinary incontinence plan of care not documented,
reason not otherwise specified

RATIONALE:
A treatment option should be documented for the patient with incontinence.

CLINICAL RECOMMENDATION STATEMENTS:
All conservative management options used in younger adults can be used in selected frail, older, motivated people.
This includes:

e Bladder retraining
o Pelvic muscle exercises including biofeedback and/or electro-stimulation (ICI) (Grade B)

Pharmacologic agents, especially oxybutynin and tolterodine, may have a small beneficial effect on improving
symptoms of detrusor overactivity in women. (ACOG) (Level A)

Oxybutynin and potentially other bladder relaxants can improve the effectiveness of behavioral therapies in frail older
persons. (ICl) (Grade B)
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A Measure #51 (NQF 0091): Chronic Obstructive Pulmonary Disease (COPD): Spirometry
Evaluation - National Quality Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of patients aged 18 years and older with a diagnosis of COPD who had spirometry results documented

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period using the most recent spirometry results in
the patient record for all COPD patients seen during the reporting period. Do not limit the search for spirometry
results to the reporting period. This measure may be reported by clinicians who perform the quality actions described
in the measure based on the services provided and the measure-specific denominator coding.

Measure Reporting via Claims:
ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. CPT Category |l codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis code, CPT codes, and the
appropriate CPT Category Il code OR the CPT Category Il code with the modifier. The modifiers allowed for this
measure are: 1P- medical reasons, 2P- patient reasons, 3P- system reasons, 8P- reason not otherwise specified. All
measure-specific coding should be reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 18 and older with a diagnosis of COPD

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for COPD (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 491.0, 491.1, 491.20, 491.21, 491.22,
491.8, 491.9, 492.0, 492.8, 493.20, 493.21, 493.22, 496

Diagnosis for COPD (ICD-10-CM) [for use 10/01/2015-12/31/2015]: J41.0, J41.1, J41.8, J42, J43.0,
J43.1,J43.2, J43.8, J43.9, J44.0, J44 1, J44.9

AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215

NUMERATOR:
Patients with documented spirometry results in the medical record (FEV4 and FEV4/FVC)

Numerator Instructions: Look for most recent documentation of spirometry results in the medical record;
do not limit the search to the reporting period.
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Numerator Quality-Data Coding Options for Reporting Satisfactorily:
Spirometry Results Documented
Performance Met: CPT Il 3023F: Spirometry results documented and reviewed

Spirometry Results not Documented for Medical, Patient, or System Reasons

Append a modifier (1P, 2P or 3P) to CPT Category Il code 3023F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion: 3023F with 1P: Documentation of medical reason(s) for not
documenting and reviewing spirometry results

Patient Performance Exclusion: 3023F with 2P: Documentation of patient reason(s) for not documenting
and reviewing spirometry results

System Performance Exclusion: 3023F with 3P: Documentation of system reason(s) for not documenting
and reviewing spirometry results

Spirometry Results not Documented, Reason not Otherwise Specified

Append a reporting modifier (8P) to CPT Category Il code 3023F to report circumstances when the action

described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met: 3023F with 8P: Spirometry results not documented and reviewed,
reason not otherwise specified

RATIONALE:

Evaluation of lung function for a patient with COPD is vital to determine what treatments are needed and whether
those treatments are effective. COPD is often underdiagnosed and misdiagnosed in the primary care setting.
(Tinkelman, 2006) Marked underutilization of spirometry testing has been well documented and is thought to be a
contributing factor. (Foster et al, 2007; Yawn et al., 2008; Lee et al., 2006; Damarla et al., 2006) A recent study found
that only 32% of patients with a new diagnosis of COPD had undergone spirometry within the previous 2 years to 6
months following diagnosis. (Han et al., 2007) This measure is for patients already diagnosed with COPD, in order to
confirm diagnosis.

CLINICAL RECOMMENDATION STATEMENTS:

A clinical diagnosis of COPD should be considered in any patient who has dyspnea, chronic cough or sputum
production, and/or a history of exposure to risk factors for the disease. Spirometry is required to make the diagnosis
in this clinical context; the presence of a post-bronchodilator FEV+/FVC < 0.70 confirms the presence of persistent
airflow limitation and thus of COPD. Spirometry is the most reproducible and objective measurement of airflow
available. (GOLD, 2011)

For the diagnosis and assessment of COPD, spirometry is the gold standard as it is the most reproducible,
standardized, and objective way of measuring airflow limitation. FEV/FVC < 70% and a post bronchodilator FEV <
80% predicted confirms the presence of airflow limitation that is not fully reversible. (NHLBI/WHO)
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A Measure #52 (NQF 0102): Chronic Obstructive Pulmonary Disease (COPD): Inhaled
Bronchodilator Therapy — National Quality Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of patients aged 18 years and older with a diagnosis of COPD and who have an FEV4/FVC less than
60% and have symptoms who were prescribed an inhaled bronchodilator

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for all COPD patients seen during the
reporting period. This measure may be reported by clinicians who perform the quality actions described in the
measure based on the services provided and the measure-specific denominator coding.

Measure Reporting via Claims:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. CPT Category |l codes and/or quality-data codes are used to report the
numerator of the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and
the appropriate CPT Category Il code(s) AND/OR a quality-data code OR the CPT Category Il code(s) with the
modifier AND quality-data code. The modifiers allowed for this measure are: 1P- medical reasons, 2P- patient
reasons, 3P- system reasons, 8P- reason not otherwise specified. All measure-specific coding should be reported on
the claim(s) representing the eligible encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 18 years and older with a diagnosis of COPD, who have an FEV4/FVC < 60% and have symptoms
(eg, dyspnea, cough/sputum, wheezing)

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for COPD (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 491.0, 491.1, 491.20, 491.21, 491.22,
491.8, 491.9, 492.0, 492.8, 493.20, 493.21, 493.22, 496

Diagnosis for COPD (ICD-10-CM) [for use 10/01/2015-12/31/2015]: J41.0, J41.1, J41.8, J42, J43.0,
J43.1,J43.2, J43.8, J43.9, J44.0, J44 1, J44.9

AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215

NUMERATOR:
Patients who were prescribed an inhaled bronchodilator
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OR

Definition:

Prescribed — Includes patients who are currently receiving medication(s) that follow the treatment plan
recommended at an encounter during the reporting period, even if the prescription for that medication was
ordered prior to the encounter.

NUMERATOR NOTE: The correct combination of numerator code(s) must be reported on the claim form in
order to properly report this measure. The “correct combination” of codes may require the submission of
multiple numerator codes.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:
Patient Prescribed Inhaled Bronchodilator Therapy
(One CPT Il code & one quality-data code [4025F & G8924] are required on the claim form to submit this

numerator option)

Performance Met:

CPT 11 4025F: Inhaled bronchodilator prescribed

AND

G8924: Spirometry test results demonstrate FEV+/FVC < 60%

and patient has COPD symptoms (eg, dyspnea,
cough/sputum, wheezing)

Patient not Documented to have Inhaled Bronchodilator Prescribed for Medical, Patient, or System

Reasons

(One CPT Il code & one quality-data code [4025F-xP & G8924] are required on the claim form to submit this

numerator option)

Append a modifier (1P, 2P or 3P) to CPT Category Il code 4025F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion, Patient Performance Exclusion, or System Performance Exclusion:

4025F with 1P: Documentation of medical reason(s) for not prescribing
an inhaled bronchodilator

4025F with 2P: Documentation of patient reason(s) for not prescribing
an inhaled bronchodilator

4025F with 3P: Documentation of system reason(s) for not prescribing
an inhaled bronchodilator

AND

G8924: Spirometry test results demonstrate FEV+/FVC < 60%
and patient has COPD symptoms (eg, dyspnea,
cough/sputum, wheezing)

OR

If patient is not eligible for this measure because spirometry results demonstrate FEV1/FVC 2 60%

or patient does not have COPD symptoms, report:

Spirometry Results Demonstrate FEV//FVC 2 60% or Patient does not have COPD symptoms

(One quality-data code [G8925 or G8926] is required on the claim form to submit this numerator option)

Other Performance Exclusion: G8925: Spirometry test results demonstrate FEV1/FVC = 60%
or patient does not have COPD symptoms

OR

Spirometry Test not Performed or Documented

Other Performance Exclusion: G8926: Spirometry test not performed or documented, reason
not given

Patient not Documented to have Inhaled Bronchodilator Prescribed, Reason not Otherwise Specified
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(One CPT Il code & one quality-data code [4025F-8P & G8924] are required on the claim form to submit this
numerator option)

Append a reporting modifier (8P) to CPT Category Il code 4025F to report circumstances when the action
described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met:

4025F with 8P: Inhaled bronchodilator not prescribed, reason not
otherwise specified

AND

G8924: Spirometry test results demonstrate FEV1/FVC < 60% and patient has COPD symptoms (eg,
dyspnea, cough/sputum, wheezing)

RATIONALE:

Inhaled bronchodilator therapy is effective in treating and managing the symptoms of COPD, particularly, for those
patients with moderate to very severe COPD, and improving a patient’s quality of life. The Global Initiative for Chronic
Obstructive Lung Disease (GOLD) guidelines recommend inhaled bronchodilators as a cornerstone of COPD
symptom management; however, PCPs often turn to other agents as first-line COPD therapy. (Barr et al., 2005;
Foster et al., 2007) In a recent study of general medicine practices, 154 clinicians completed a survey to identify
barriers to implementing seven recommendations from the GOLD guidelines. Adherence was only 54% to prescribing
long-acting bronchodilators when FEV1 < 80% predicted. (Perez, et al., 2011)

CLINICAL RECOMMENDATION STATEMENTS:

For stable COPD patients with respiratory symptoms and FEV; < 60% predicted, ACP, ACCP, ATS, and ERS
recommend treatment with inhaled bronchodilators (Grade: strong recommendation, moderate-quality evidence).
(Qaseem et al, 2011)

Bronchodilator medications are given on either an as-needed basis or a regular basis to reduce or prevent symptoms
(Evidence A). Bronchodilator medications are central to symptom management in COPD. Inhaled therapy is
preferred. Long-acting inhaled bronchodilators are convenient and more effective at producing maintained symptom
relief than short-acting bronchodilators. (GOLD, 2011)
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+ Measure #53 (NQF 0047): Asthma: Pharmacologic Therapy for Persistent Asthma - Ambulatory
Care Setting — National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:
Percentage of patients aged 5 years and older with a diagnosis of persistent asthma who were prescribed long-term
control medication

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for all patients with a diagnosis of
persistent asthma seen during the reporting period. This measure may be reported by clinicians who perform the
quality actions described in the measure based on the services provided and the measure-specific denominator
coding.

This measure will be calculated with 3 performance rates:
1) Patients prescribed inhaled corticosteroids (ICS) as their long-term control medication
2) Patients prescribed alternative long-term control medications (non-ICS)
3) Total patients prescribed long-term control medication

Measure Reporting via Registry:

|CD-9-CM/ICD-10-CM diagnosis codes, CPT codes, QDC code and patient demographics are used to identify
patients who are included in the measure’s denominator. The listed numerator options are used to report the
numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 5 years and older with a diagnosis of persistent asthma

Denominator Instructions: Documentation of persistent asthma must be present. One method of
identifying persistent asthma is, at a minimum, daily use of short-acting bronchodilators

Denominator Criteria (Eligible Cases):

Patients aged = 5 years on date of encounter

AND

Diagnosis for asthma (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 493.00, 493.01, 493.02, 493.10, 493.11,
493.12, 493.20, 493.21, 493.22, 493.81, 493.82, 493.90, 493.91, 493.92

Diagnosis for asthma (ICD-10-CM) [for use 10/01/2015-12/31/2015]: J45.30, J45.31, J45.32, J45.40,
J45.41, J45.42, J45.50, J45.51, J45.52, J45.901, J45.902, J45.909, J45.990, J45.991, J45.998

AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215, 99341, 99342, 99343, 99344, 99345, 99347, 99348, 99349, 99350

AND

Persistent Asthma (mild, moderate or severe) (1038F)

NUMERATOR:
Patients who were prescribed long-term control medication
Definition:
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Long-Term Control Medication Includes:

Patients prescribed inhaled corticosteroids (the preferred long-term control medication at any step of asthma
pharmacological therapy)

OR

Patients prescribed alternative long-term control medications (inhaled steroid combinations, anti-asthmatic
combinations, antibody inhibitor, leukotriene modifiers, mast cell stabilizers, methylxanthines) OR an
acceptable alternative long-term control medication at one or more visits in the 12-month period OR patient
already taking inhaled corticosteroid OR an acceptable alternative long-term control medication as
documented in current medication list

Numerator Options:

Performance Met: Inhaled corticosteroids prescribed (4140F)
OR
Performance Met: Alternative long-term control medication prescribed
(4144F)
OR
Patient Performance Exclusion: Documentation of patient reason(s) for not prescribing
inhaled corticosteroids or alternative long-term control
medication (eg, patient declined, other patient reason)
(4140F with 2P)
OR
Performance Not Met: Inhaled corticosteroids or alternative long-term control
medication not prescribed, reason not otherwise
specified (4140F with 8P)
RATIONALE:

The following statement is quoted verbatim from the NHLBI/NAEPP guideline (NHLBI, 2007):

“The broad action of ICS on the inflammatory process may account for their efficacy as preventive therapy. Their
clinical effects include reduction in severity of symptoms; improvement in asthma control and quality of life;
improvement in PEF and spirometry; diminished airway hyper-responsiveness; prevention of exacerbations;
reduction in systemic corticosteroid courses; emergency department (ED) care; hospitalizations, and deaths due to
asthma; and possibly the attenuation of loss of lung function in adults”. (Rafferty P 1985; Haahtela T 1991; Jeffery PK
1992; Van Essesn-Zandvliet EE 1992; Barnes NC 1993; Fabbri L 1993; Gustafsson P 1993; Kamada AK 1996;
Suissa S 2000; Pauwels RA 2003; Barnes PJ October 1992)

CLINICAL RECOMMENDATION STATEMENTS:
The following evidence statements are quoted verbatim from the referenced clinical guidelines:

The Expert Panel recommends that long-term control medications be taken daily on a long-term basis to achieve and
maintain control of persistent asthma. The most effective long-term control medications are those that attenuate the
underlying inflammation characteristic of asthma. (Evidence A) (NHLBI, 2007)

The Expert Panel concludes that ICS is the most potent and clinically effective long-term control medication for
asthma. (Evidence A) (NHLBI, 2007)

The Expert Panel concludes that ICS is the most effective long-term therapy available for patients who have
persistent asthma, and, in general, ICS is well tolerated and safe at the recommended dosages. (Evidence A)
(NHLBI, 2007)
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+ Measure #54 (NQF 0090): Emergency Medicine: 12-Lead Electrocardiogram (ECG) Performed for
Non-Traumatic Chest Pain — National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of patients aged 40 years and older with an emergency department discharge diagnosis of non-traumatic
chest pain who had a 12-lead electrocardiogram (ECG) performed

INSTRUCTIONS:

This measure is to be reported each time a patient has been discharged from the emergency department with a
discharge diagnosis of non-traumatic chest pain during the reporting period. Patients who were discharged from an
emergency department with a diagnosis of non-traumatic chest pain should have documentation in the medical
record of having a 12-lead ECG performed. It is anticipated that clinicians who provide care in the emergency
department will submit this measure.

Measure Reporting via Claims:

|CD-9-CM/ICD-10-CM diagnosis codes, CPT codes, Place of Service Indicator, and patient demographics are used
to identify patients who are included in the measure’s denominator. CPT Category Il codes are used to report the
numerator of the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, Place
of Service Indicator, and the appropriate CPT Category Il code OR the CPT Category Il code with the modifier. The
modifiers allowed for this measure are: 1P- medical reasons, 2P- patient reasons, 8P- reason not otherwise
specified. All measure-specific coding should be reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, Place of Service Indicator, and patient demographics are used
to identify patients who are included in the measure’s denominator. The listed numerator options are used to report
the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 40 years and older with an emergency department discharge diagnosis of non-traumatic chest pain

Denominator Criteria (Eligible Cases):

Patients aged = 40 years on date of encounter

AND

Diagnosis for non-traumatic chest pain (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 413.0, 413.1, 413.9,
786.50, 786.51, 786.52, 786.59

Diagnosis for non-traumatic chest pain (ICD-10-CM) [for use 10/01/2015-12/31/2015]: 120.1, 120.8,
120.9, 125.111, 125.118, 125.119, 125.701, 125.708, 125.709, 125.711, 125.718, 125.719, 125.721, 125.728,
125.729, 125.731, 125.738, 125.739, 125.751, 125.758, 125.759, 125.761, 125.768, 125.769, 125.791, 125.798,
125.799, R07.1, R07.2, R07.81, R07.82, R07.89, R07.9

AND

Patient encounter during the reporting period (CPT): 99281, 99282, 99283, 99284, 99285, 99291
AND

Place of Service Indicator: 23

(The service must occur in the emergency department)
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NUMERATOR:
Patients who had a 12-lead ECG performed

Numerator Quality-Data Coding Options for Reporting Satisfactorily:
12-Lead ECG Performed
Performance Met: CPT Il 3120F: 12-Lead ECG performed

12-Lead ECG not Performed for Medical or Patient Reasons

Append a modifier (1P or 2P) to CPT Category Il code 3120F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion: 3120F with 1P: Documentation of medical reason(s) for not performing
a12-Lead ECG

OR

Patient Performance Exclusion: 3120F with 2P: Documentation of patient reason(s) for not performing a
12-Lead ECG

12-Lead ECG not Performed, Reason not Otherwise Specified

Append a reporting modifier (8P) to CPT Category Il code 3120F to report circumstances when the action

described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met: 3120F with 8P: 12-Lead ECG not performed, reason not otherwise
specified

RATIONALE:
All patients in the age group for which CAD/ACS is part of the differential diagnosis, should have a 12-lead ECG
performed.

CLINICAL RECOMMENDATION STATEMENTS:

Performance of a 12-lead ECG by EMS personnel at the site of first medical contact (FMC) is recommended in
patients with symptoms consistent with STEMI. (ACC/AHA, 2013) (Level of evidence: B)
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* Measure #65 (NQF 0069): Appropriate Treatment for Children with Upper Respiratory Infection
(URI) - National Quality Strategy Domain: Efficiency and Cost Reduction

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:
Percentage of children 3 months through 18 years of age who were diagnosed with upper respiratory infection (URI)
and were not dispensed an antibiotic prescription on or three days after the episode

INSTRUCTIONS:

This measure is to be reported once for each occurrence of upper respiratory infection during the reporting period.
Claims data will be analyzed to determine unique occurrences. This measure may be reported by clinicians who
perform the quality actions described in the measure based on the services provided and the measure-specific
denominator coding.

Measure Reporting via Registry:

|CD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS codes, and patient demographics are used to identify
patients who are included in the measure’s denominator. The listed numerator options are used to report the
numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
Children 3 months through 18 years of age who had an outpatient or emergency department (ED) visit with only a
diagnosis of upper respiratory infection (URI) during the measurement period

Denominator Instructions: To determine eligibility, look for any of the listed antibiotic drugs below in the 30
days prior to the visit with the URI diagnosis. As long as there are no prescriptions for the listed antibiotics
during this time period, the patient is eligible for denominator inclusion.

Denominator Criteria (Eligible Cases):

Patients aged 3 months through 18 years on date of encounter

AND

Diagnosis for URI (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 460, 465.0, 465.8, 465.9

Diagnosis for URI (ICD-10-CM) [for use 10/01/2015-12/31/2015]: J0O, J06.0, J06.9

AND

Patient encounter during the reporting period (CPT or HCPCS): 99201, 99202, 99203, 99204, 99205,
99212, 99213, 99214, 99215, 99217, 99218, 99219, 99220, 99281, 99282, 99283, 99284, 99285, G0402

Antibiotic Medications

Description | Prescription |
Aminopenicillins o  Amoxicillin e Ampicillin
Beta-lactamase inhibitors e Amoxicillin-clavulanate
First generation cephalosporins e  Cefadroxil e Cephalexin
e Cefazolin
Folate antagonist e  Trimethoprim
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Description | Prescription |

Lincomycin derivatives e Clindamycin
Macrolides o  Azithromycin e  Erythromycin ethylsuccinate
Clarithromycin e  Erythromycin lactobionate
e  Erythromycin e Erythromycin stearate
Miscellaneous antibiotics e  Erythromycin-sulfisoxazole
Natural penicillins e Penicillin G potassium e Penicillin V potassium
e Penicillin G sodium
Penicillinase-resistant penicillins e Dicloxacillin
Quinolones o Ciprofloxacin e Moxifloxacin
o Levofloxacin o Ofloxacin
Second generation o Cefaclor e  Cefuroxime
cephalosporins e  Cefprozil
Sulfonamides e Sulfamethoxazole- o Sulfisoxazole
trimethoprim
Tetracyclines o Doxycycline e Tetracycline
e Minocycline
Third generation cephalosporins o Cefdinir o Ceftibuten
o Cefixime o (Cefditoren
o Cefpodoxime o Ceftriaxone

NUMERATOR:
Patients who were not prescribed or dispensed a prescription for antibiotic medication on or within 3 days after the
URI Episode date

Numerator Instructions: For performance, the measure will be calculated as the number of patient's
encounter(s) where antibiotics were neither prescribed nor dispensed on or within three days of the episode
for URI over the total number of encounters in the denominator (patients aged 3 months through 18 years
with an outpatient or ED visit for URI. A higher score indicates appropriate treatment of patients with URI
(eg, the proportion for whom antibiotics were not prescribed or dispensed following the episode).

Numerator Options:
Performance Met: Patient not prescribed or dispensed antibiotic (G8708)

Medical Performance Exclusion: Patient prescribed or dispensed antibiotic for
documented medical reason(s) (eg,intestinal infection,
pertussis, bacterial infection, Lyme disease, otitis
media, acute sinusitis, acute pharyngitis, acute
tonsillitis, chronic sinusitis, infection of the
pharynx/larynx/tonsils/adenoids, prostatitis, cellulitis,
mastoiditis, or bone infections, acute lymphadenitis,
impetigo, skin staph infections, pneumonia/gonococcal
infections, venereal disease (syphilis, chlamydia,
inflammatory diseases [female reproductive organs]),
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infections of the kidney, cystitis or UTI, and acne
(G8709)
OR

Performance Not Met: Patient prescribed or dispensed antibiotic (G8710)

RATIONALE:
In 1998, 25 million patients (adults and children) sought care for non-specific upper respiratory infections (URI, also
known as the common cold) and 30 percent received antibiotics (Gonzales 2001).

Inappropriate antibiotic prescriptions for URI, pharyngitis and bronchitis are estimated to amount to 55 percent (22.6
million) of all antibiotics prescribed for acute respiratory infections, costing $726 million in 1998 (Gonzales 2001).

Using antibiotics inappropriately can lead to antibiotic resistance, which can result in increased morbidity and
mortality (Feikin 2000). The resulting increased effort to treat drug-resistant pathogens can also lead to more
repeated health care visits, greater risk of disease complications and increased health care costs (Feikin 2000;
Dagan 2000; Watanabe 2000).

CLINICAL RECOMMENDATION STATEMENTS:
American Family Physician (Wong, Blumberg, and Lowe 2006)

o Adiagnosis of acute bacterial rhinosinusitis should be considered in patients with symptoms of a viral upper
respiratory infection that have not improved after 10 days or that worsen after five to seven days. (C)
Treatment of sinus infection with antibiotics in the first week of symptoms is not recommended. (C)

o Telling patients not to fill an antibiotic prescription unless symptoms worsen or fail to improve after several
days can reduce the inappropriate use of antibiotics. (B)
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* Measure #66 (NQF 0002): Appropriate Testing for Children with Pharyngitis — National Quality
Strategy Domain: Efficiency and Cost Reduction

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:
Percentage of children 2-18 years of age who were diagnosed with pharyngitis, ordered an antibiotic and received a
group A streptococcus (strep) test for the episode

INSTRUCTIONS:

This measure is to be reported once for each occurrence of pharyngitis during the reporting period. Claims data will
be analyzed to determine unique occurrences. This measure is intended to reflect the quality of services provided for
the primary management of patients with pharyngitis who were dispensed an antibiotic. This measure may be
reported by clinicians who perform the quality actions described in the measure based on the services provided and
the measure-specific denominator coding.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT or HCPCS codes, and patient demographics are used to identify
patients who are included in the measure’s denominator. The listed numerator options are used to report the
numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data. There are no allowable performance exclusions for this
measure.

DENOMINATOR:
Children 2 through 18 years of age who had an outpatient or emergency department (ED) visit with a diagnosis of
pharyngitis during the measurement period and an antibiotic ordered on or three days after the visit

Denominator Instructions: To determine eligibility, look for any of the listed antibiotic drugs below in the 30
days prior to the visit with the pharyngitis diagnosis. As long as there are no prescriptions for the listed
antibiotics during this time period, the patient is eligible for denominator inclusion.

Denominator Criteria (Eligible Cases):

Patients aged 2 through 18 years on date of encounter

AND

Diagnosis for pharyngitis (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 034.0, 462, 463

Diagnosis for pharyngitis (ICD-10-CM) [for use 10/01/2015-12/31/2015]: J02.0, J02.8, J02.9, J03.00,
J03.01, J03.80, J03.81, J03.90, J03.91

AND

Patient encounter during the reporting period (CPT or HCPCS): 99201, 99202, 99203, 99204, 99205,
99212, 99213, 99214, 99215, 99217, 99218, 99219, 99220, 99281, 99282, 99283, 99284, 99285, G0402
AND

Prescribed or dispensed antibiotic (G8711)

Antibiotic Medications

Description | Prescription

Aminopenicillins o  Amoxicillin e Ampicillin
Beta-lactamase inhibitors e Amoxicillin-clavulanate
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Description | Prescription

First generation cephalosporins o  Cefadroxil e Cephalexin
e Cefazolin
Folate antagonist e Trimethoprim
Lincomycin derivatives e Clindamycin
Macrolides o  Azithromycin e  Erythromycin ethylsuccinate
o  Clarithromycin e  Erythromycin lactobionate
e  Erythromycin e Erythromycin stearate
Miscellaneous antibiotics e  Erythromycin-
sulfisoxazole
Natural penicillins e Penicillin G potassium e Penicillin V potassium
e Penicillin G sodium
Penicillinase-resistant penicillins ¢ Dicloxacillin
Quinolones o Ciprofloxacin e Moxifloxacin
e Levofloxacin e Ofloxacin
Second generation e Cefaclor o  Cefuroxime
cephalosporins o  Cefprozil
Sulfonamides e Sulfamethoxazole- o Sulfisoxazole
trimethoprim
Tetracyclines e Doxycycline e Tetracycline
e Minocycline
Third generation cephalosporins o  Cefdinir o Ceftibuten
o Cefixime o Cefditoren
o Cefpodoxime o (Ceftriaxone

NUMERATOR:

Children with a group A streptococcus test in the 7-day period from 3 days prior through 3 days after the pharyngitis
episode date

Numerator Instructions: For performance, the measure will be calculated as the number of patient
encounters where diagnosed with pharyngitis, dispensed an antibiotic and received a group A streptococcus
(strep) test for the episode over the total number of encounters in the denominator (patients aged 2 through
18 years with an outpatient or ED visit and an antibiotic ordered on or three days after the visit). A higher
score indicates appropriate treatment of children with pharyngitis (eg, the proportion for whom antibiotics
were prescribed with an accompanying step test).

Numerator Options:

Performance Met: Group A Strep Test Performed (3210F)
OR
Performance Not Met: Group A Strep Test not Performed, reason not
otherwise specified (3210F with 8P)
RATIONALE:
Version 9.0 CPT only copyright 2014 American Medical Association. All rights reserved.
10/10/2014 Page 126 of 593



Group A streptococcal bacterial infections and other infections that cause pharyngitis (which are most often viral)
often produce the same signs and symptoms (IDSA 2002). The American Academy of Pediatrics, the Centers for
Disease Control and Prevention, and the Infectious Diseases Society of America all recommend a diagnostic test for
Strep A to improve diagnostic accuracy and avoid unnecessary antibiotic treatment (Linder et al. 2005). A study on
antibiotic treatment of children with sore throat found that although only 15 to 36 percent of children with sore throat
have Strep A pharyngitis, physicians prescribed antibiotics to 53 percent of children with a chief complaint of sore
throat between 1995 and 2003 (Linder et al., 2005).

CLINICAL RECOMMENDATION STATEMENTS:
Institute for Clinical Systems Improvement (ICSI) (2007)

Reduce unnecessary use of antibiotics. Antibiotic treatment should be reserved for a bacterial iliness. Diagnosis of
group A beta streptococcal Pharyngitis should be made by laboratory testing rather than clinically.

Infectious Disease Society of America (Bisno et al. 2002)

The signs and symptoms of group A streptococcal and other (most frequently viral) pharyngitides overlap broadly.
Therefore, unless the physician is able with confidence to exclude the diagnosis of streptococcal pharyngitis on
epidemiological and clinical grounds alone, a laboratory test should be done to determine whether group A
streptococci are present in the pharynx.

With the exception of very rare infections by certain other pharyngeal bacterial pathogens (eg, Corynebacterium
diphtheriae and Neisseria gonorrhoeae), antimicrobial therapy is of no proven benefit as treatment for acute
pharyngitis due to bacteria other than group A streptococci. Therefore, it is extremely important that physicians
exclude the diagnosis of group A streptococcal pharyngitis to prevent inappropriate administration of antimicrobials.

Michigan Quality Improvement Consortium (2007)

Probability of group A beta hemolytic streptococci (GABHS): Low; Testing: None; Treatment: Symptomatic treatment
only. Avoid antibiotics. Probability of GABHS: Intermediate or High; Testing: Throat Culture (TC) OR Rapid Screen;
Treatment: If TC is positive, use antibiotics. If TC is negative, use symptomatic treatment only. Avoid antibiotics. If
treatment is started and culture result is negative, stop antibiotics. If Rapid Screen is positive, use antibiotics. If Rapid
Screen is negative, culture (Culture is optional for age 16 and over) and only use antibiotics if throat culture is
positive. (Michigan, 2007)
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* Measure #67 (NQF 0377): Hematology: Myelodysplastic Syndrome (MDS) and Acute Leukemias:
Baseline Cytogenetic Testing Performed on Bone Marrow — National Quality Strategy Domain:
Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:
Percentage of patients aged 18 years and older with a diagnosis of myelodysplastic syndrome (MDS) or an acute
leukemia who had baseline cytogenetic testing performed on bone marrow

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for all Myelodysplastic Syndrome (MDS)
and Acute Leukemia patients seen during the reporting period, regardless of when MDS or Acute Leukemia
diagnosis was made; the quality action being measured is that baseline cytogenetic testing on bone marrow was
performed for each patient with MDS and Acute Leukemia at the time of diagnosis or prior to initiating treatment. It is
anticipated that clinicians who provide services for patients with the diagnosis of myelodysplastic syndromes
or an acute leukemia (not in remission) will submit this measure.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 18 years and older with a diagnosis of myelodysplastic syndrome (MDS) or an acute leukemia

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for MDS or acute leukemia — not in remission (ICD-9-CM) [for use 1/1/2015-9/30/2015]:
204.00, 204.02, 205.00, 205.02, 206.00, 206.02, 207.00, 207.02, 207.20, 207.22, 208.00, 208.02, 238.72,
238.73, 238.74, 238.75

Diagnosis for MDS or acute leukemia — not in remission (ICD-10-CM) [for use 10/01/2015-12/31/2015]:
C91.00, C91.02, C92.00, C92.02, C92.40, C92.42, C92.50, C92.52, C92.60, C92.62, C92.A0, C92.A2,
C93.00, C93.02, C94.00, C94.02, C94.20, C94.22, C95.00, C95.02, D46.0, D46.1, D46.20, D46.21, D46.22,
D46.4, D46.9, D46.A, D46.B, D46.C, D46.Z

AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215

NUMERATOR:
Patients who had baseline cytogenetic testing performed on bone marrow

Definition:
Baseline Cytogenetic Testing — Testing that is performed at time of diagnosis or prior to initiating
treatment (transfusion, growth factors, or antineoplastic therapy) for that diagnosis

Numerator Options:

Version 9.0 CPT only copyright 2014 American Medical Association. All rights reserved.
10/10/2014 Page 128 of 593




Performance Met: Cytogenetic testing performed on bone marrow at time
of diagnosis or prior to initiating treatment (3155F)

Medical Performance Exclusion: Documentation of medical reason(s) for not performing
baseline cytogenetic testing on bone marrow (eg, no
liquid bone marrow or fibrotic marrow) (3155F with 1P)

Patient Performance Exclusion: Documentation of patient reason(s) for not performing
baseline cytogenetic testing on bone marrow (eg, at
time of diagnosis receiving palliative care or not
receiving treatment as defined above) (3155F with 2P)

System Performance Exclusion: Documentation of system reason(s) for not performing
baseline cytogenetic testing on bone marrow (eg,
patient previously treated by another physician at the
time cytogenetic testing performed) (3155F with 3P)

Performance Not Met: Cytogenetic testing not performed on bone marrow at
time of diagnosis or prior to initiating treatment, reason
not otherwise specified (3155F with 8P)

RATIONALE:

For MDS:

Cytogenetic testing is an integral component in calculating the International Prognostic Scoring System (IPSS) score.
Cytogenetic testing should be performed on the bone marrow of patients with MDS in order to guide treatment
options, determine prognosis, and predict the likelihood of disease evolution to leukemia.

For acute leukemias:
In addition to establishing the type of acute leukemia, cytogenetic testing is essential to detect chromosomal
abnormalities that have diagnostic, prognostic, and therapeutic significance.

CLINICAL RECOMMENDATION STATEMENTS:
The following clinical recommendation statements are quoted verbatim from the referenced clinical guidelines:

For MDS:

Bone marrow aspiration with Prussian blue stain for iron and biopsy are needed to evaluate the degree of
hematopoietic cell maturation abnormalities and relative proportions, percentage of marrow blasts, marrow cellularity,
presence or absence of ringed sideroblasts (and presence of iron per se), and fibrosis. Cytogenetics for bone marrow
samples (by standard karyotyping methods) should be obtained because they are of major importance for prognosis.
(Category 2A Recommendation) (NCCN, 2014)

Acute Lymphoblastic Leukemia:

Hematopathology evaluations should include morphologic examination of malignant lymphocytes using Wright-
Giemsa-stained slides and hemtoxylin and eosin (H&E)-stained core biopsy and clot sections, comprehensive
immunophenotyping with flow cytometry, and assessment of cytogenetic or molecular abnormalities. Identification of
specific recurrent genetic abnormalities is critical for disease evaluation, optimal risk stratification, and treatment
planning. (Category 2A Recommendation) (NCCN, 2013)

Acute Myeloid Leukemia:

The initial evaluation of AML has two objectives. The first is to characterize the disease process based upon factors
such as prior toxic exposure, antecedent myelodysplasia, and karyotypic or molecular abnormalities, which may
provide prognostic information that can impact responsiveness to chemotherapy and risk of relapse. The second
objective focuses on patient-specific factors including assessment of comorbid conditions, which may affect an
individual’s ability to tolerate chemotherapy. (Category 2A Recommendation) (NCCN, 2014)
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* Measure #68 (NQF 0378): Hematology: Myelodysplastic Syndrome (MDS): Documentation of Iron
Stores in Patients Receiving Erythropoietin Therapy — National Quality Strategy Domain: Effective
Clincial Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:

Percentage of patients aged 18 years and older with a diagnosis of myelodysplastic syndrome (MDS) who are
receiving erythropoietin therapy with documentation of iron stores within 60 days prior to initiating erythropoietin
therapy

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for all Myelodysplastic Syndrome (MDS)
patients seen during the reporting period, regardless of when erythropoietin therapy is initiated; the quality action
being measured is that iron stores were documented for each MDS patient receiving erythropoietin therapy within 60
days of starting erythropoietin therapy, regardless of how far back the erythropoietin therapy initiated. It is anticipated
that clinicians who provide services for patients with the diagnosis of myelodysplastic syndromes will submit
this measure.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, QDC codes, and patient demographics are used to identify
patients who are included in the measure’s denominator. The listed numerator options are used to report the
numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 18 years and older with a diagnosis of myelodysplastic syndrome (MDS) who are receiving
erythropoietin therapy

Definition:
Erythropoietin Therapy - Includes the following medications: epoetin and darbepoetin for the purpose of
this measure.

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for MDS (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 238.72, 238.73, 238.74, 238.75
Diagnosis for MDS (ICD-10-CM) [for use 10/01/2015-12/31/2015]: D46.0, D46.1, D46.20, D46.21,
D46.22, D46.4, D46.9, D46.A, D46.B, D46.C, D46.Z

AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215

AND

Patient receiving erythropoietin therapy: 4090F

NUMERATOR:
Patients with documentation of iron stores within 60 days prior to initiating erythropoietin therapy
Definition:
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Documentation of Iron Stores — Includes either: 1) bone marrow examination including iron stain OR 2)
serum iron measurement including ferritin, serum iron and total iron-binding capacity (TIBC).

Numerator Options:
Performance Met: Documentation of iron stores prior to initiating
erythropoietin therapy (3160F)

OR
System Performance Exclusion: Documentation of system reason(s) for not documenting
iron stores prior to initiating erythropoietin therapy
(3160F with 3P)
OR
Performance Not Met: Iron stores prior to initiating erythropoietin therapy not
documented, reason not otherwise specified (3160F
with 8P)
RATIONALE:

To be effective erythropoietin requires that adequate iron stores be present due to iron’s importance in red-blood-cell
synthesis. Iron deficiency presents a major limitation to the efficacy of erythropoietin therapy.

CLINICAL RECOMMENDATION STATEMENTS:

The following clinical recommendation statements are quoted verbatim from the referenced clinical guidelines:
Anemia related to MDS generally presents as a hypoproductive macrocytic anemia, often associated with suboptimal
elevation of serum Epo levels. Iron repletion needs to be verified before instituting Epo or darbepoetin therapy.
(Category 2A Recommendation) (NCCN, 2014)
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* Measure #69 (NQF 0380): Hematology: Multiple Myeloma: Treatment with Bisphosphonates —
National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:
Percentage of patients aged 18 years and older with a diagnosis of multiple myeloma, not in remission, who were
prescribed or received intravenous bisphosphonate therapy within the 12 month reporting period

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for all multiple myeloma (not in remission)
patients seen during the reporting period. It is anticipated that clinicians who provide services for the patients
with the diagnosis of multiple myeloma (not in remission) will submit this measure.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 18 years and older with a diagnosis of multiple myeloma, not in remission

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for multiple myeloma - not in remission (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 203.00,
203.02

Diagnosis for multiple myeloma - not in remission (ICD-10-CM) [for use 10/01/2015-12/31/2015]:
C90.00, C90.02

AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215

NUMERATOR:
Patients who were prescribed or received intravenous bisphosphonate therapy within the 12 month reporting period

Definitions:

Bisphosphonate Therapy - Includes the following medications: pamidronate and zoledronate.
Prescribed - Includes patients who are currently receiving medication(s) that follow the treatment plan
recommended at an encounter during the reporting period, even if the prescription for that medication was
ordered prior to the encounter.

Numerator Options:

Performance Met: Bisphosphonate therapy, intravenous, ordered or
received (4100F)
OR
Medical Performance Exclusion: Documentation of medical reason(s) for not prescribing
bisphosphonates (eg, patients who do not have bone
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disease, patients with dental disease, patients with
renal insufficiency) (4100F with 1P)

OR
Patient Performance Exclusion: Documentation of patient reason(s) for not prescribing
bisphosphonates (4100F with 2P)
OR
Performance Not Met: Bisphosphonate therapy, intravenous, not ordered or
received, reason not otherwise specified (4100F with
8P)
RATIONALE:

Multiple myeloma is a disease characterized by bone destruction, in the form of diffuse osteopenia and/or osteolytic
lesions, which develop in a significant number of patients. Bisphosphonates can inhibit bone resorption by reducing
the number and activity of osteoclasts.

Bisphosphonates have played an important palliative role in the care of patients with multiple myeloma. Use of these
agents has demonstrated benefit in reducing painful bony complications.

CLINICAL RECOMMENDATION STATEMENTS:
The following clinical recommendation statements are quoted verbatim from the referenced clinical guidelines:

Bony manifestations of myeloma, in the form of diffuse osteopenia and/or osteolytic lesions, develop in 85% of
patients. Related complications are the major cause of limitations in quality of life and performance status in patients
with MM. A recent meta-analysis of 20 randomized controlled trials of comparing bisphosphonates with either
placebo or a different bisphosphonate as a comparator concluded that adding bisphosphonates to the treatment of
MM reduces vertebral fractures and probably pain. The NCCN Guidelines for Multiple Myeloma recommend
bisphosphonates for all patients receiving myeloma therapy for symptomatic disease regardless of documented bone
disease. (Category 1 Recommendation) (NCCN, 2014)

In patients with smoldering or stage | MM, according to the NCCN Panel, bisphosphonates may be considered but
preferably in a clinical trial. (Category 2A Recommendation) (NCCN, 2014)
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* Measure #70 (NQF 0379): Hematology: Chronic Lymphocytic Leukemia (CLL): Baseline Flow
Cytometry — National Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:

Percentage of patients aged 18 years and older, seen within a 12 month reporting period, with a diagnosis of chronic
lymphocytic leukemia (CLL) made at any time during or prior to the reporting period who had baseline flow cytometry
studies performed and documented in the chart

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for all chronic lymphocytic leukemia (CLL)
patients seen during the reporting period, regardless of when the diagnosis of CLL is made; the quality action being
measured is that the baseline flow cytometry study occurred for each patient with CLL at the time of diagnosis or
prior to initiating treatment. It is anticipated that clinicians who provide services for patients with the diagnosis
of chronic lymphocytic leukemia (not in remission) will submit this measure.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 18 years and older, seen within a 12 month reporting period, with a diagnosis of chronic lymphocytic
leukemia (CLL) made at any time during or prior to the reporting period

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for CLL — not in remission (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 204.10, 204.12
Diagnosis for CLL - not in remission (ICD-10-CM) [for use 10/01/2015-12/31/2015]: C91.10, C91.12
AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215

NUMERATOR:
Patients who had baseline flow cytometry studies performed and documented in the chart

Definition:
Baseline Flow Cytometry Studies — Refer to testing that is performed at time of diagnosis or prior to
initiating treatment for that diagnosis. Treatment may include anti-neoplastic therapy.

Numerator Options:
Performance Met: Flow cytometry studies performed at time of diagnosis
or prior to initiating treatment (3170F)

OR
Medical Performance Exclusion: Documentation of medical reason(s) for not performing
baseline flow cytometry studies (3170F with 1P)
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OR
Patient Performance Exclusion:

OR
System Performance Exclusion:

Performance Not Met:

RATIONALE:

Documentation of patient reason(s) for not performing
baseline flow cytometry studies (eg, receiving palliative
care or not receiving treatment as defined above)
(3170F with 2P)

Documentation of system reason(s) for not performing
baseline flow cytometry studies (eg, patient previously
treated by another physician at the time baseline flow
cytometry studies were performed) (3170F with 3P)

Flow cytometry studies not performed at time of
diagnosis or prior to initiating treatment, reason not
otherwise specified (3170F with 8P)

Due to the distinct pattern of protein antigens expressed in CLL, flow cytometry should be performed in order to
confirm the diagnosis, correctly characterize the pathological cells, and determine prognosis. In some instances, flow
cytometry may also offer additional therapeutically relevant information. (DiGiuseppe JA, Borowitz MJ. Clinical utility
of flow cytometry studies in the chronic lymphoid leukemias. Semin Oncol. 1998:25(1):6-10.)

CLINICAL RECOMMENDATION STATEMENTS:

The following clinical recommendation statements are quoted verbatim from the referenced clinical guidelines:

Adequate immunophenotyping is required to establish the diagnosis of CLL/SLL. Flow cytometry of peripheral blood
is adequate for the diagnosis of CLL, and a biopsy is generally not required. (Category 2A Recommendation) (NCCN,

2014)
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¥ Measure #71 (NQF 0387): Breast Cancer: Hormonal Therapy for Stage IC - llIC Estrogen Receptor/
Progesterone Receptor (ER/PR) Positive Breast Cancer — National Quality Domain: Effective Clinical
Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of female patients aged 18 years and older with Stage IC through IIIC, ER or PR positive breast cancer
who were prescribed tamoxifen or aromatase inhibitor (Al) during the 12-month reporting period

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for all female patients with breast cancer
seen during the reporting period. Review estrogen receptor (ER) or progesterone receptor (PR) AND breast cancer
stage status AND tumor size to determine which quality-data codes should be submitted. It is anticipated that
clinicians who treat female breast cancer patients will submit this measure.

Measure Reporting via Claims:
ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. CPT Category |l codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and
the appropriate CPT Category Il codes OR the CPT Category Il code(s) with the modifier. The modifiers allowed for
this measure are: 1P- medical reasons, 2P- patient reasons, 3P- system reasons, 8P- reason not otherwise
specified. All measure-specific coding should be reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All female patients aged 18 years and older with a diagnosis of breast cancer with Stage IC through IlIC, estrogen
receptor (ER) or progesterone receptor (PR) positive breast cancer

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for breast cancer (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 174.0, 174.1,174.2, 174.3, 174 4,
174.5,174.6, 174.8,174.9

Diagnosis for breast cancer (ICD-10-CM) [for use 10/01/2015-12/31/2015]: C50.011, C50.012, C50.019,
C50.111, C50.112, C50.119, C50.211, C50.212, C50.219 C50.311, C50.312, C50.319, C50.411, C50.412,
C50.419, C50.511, C50.512, C50.519, C50.611, C50.612, C50.619, C50.811, C50.812, C50.819, C50.911,
C50.912, C50.919

AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215

NUMERATOR:
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Patients who were prescribed tamoxifen or aromatase inhibitor (Al) during the 12-month reporting period

Definition:

Prescribed — Prescribed may include prescription given to the patient for tamoxifen or aromatase inhibitor
(Al) at one or more visits in the 12-month period OR patient already taking tamoxifen or aromatase inhibitor
(Al) as documented in the current medication list.

NUMERATOR NOTE: The correct combination of numerator code(s) must be reported on the claim form in
order to properly report this measure. The “correct combination” of codes may require the submission of
multiple numerator codes.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:
Tamoxifen or Aromatase Inhibitor Prescribed
(Three CPT Il codes [4179F & 337xF & 3315F] are required on the claim form to submit this numerator

option)

Performance Met:

CPT Il 4179F: Tamoxifen or aromatase inhibitor (Al) prescribed

AND

CPT Il 3374F: AJCC Breast Cancer Stage I: TIC (tumor size > 1 cm to
2 c¢m), documented

OR

CPT Il 3376F: AJCC Breast Cancer Stage I, documented

OR

CPT Il 3378F: AJCC Breast Cancer Stage Ill, documented

AND

CPT Il 3315F: Estrogen receptor (ER) or progesterone receptor (PR)
positive breast cancer

OR

Tamoxifen or Aromatase Inhibitor not Prescribed for Medical, Patient, or System Reasons

(Three CPT Il codes [4179F-xP & 337xF & 3315F] are required on the claim form to submit this numerator

option)

Append a modifier (1P, 2P or 3P) to CPT Category Il code 4179F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion, Patient Performance Exclusion, or System Performance Exclusion:

4179F with 1P: Documentation of medical reason(s) for not prescribing
tamoxifen or aromatase inhibitor (eg, patient’s disease
has progressed to metastatic; patient is receiving a
gonadotropin-releasing hormone analogue, patient has
received oophorectomy, patient is currently receiving
radiation or chemotherapy, patient’s diagnosis date was
> 5 years from reporting date, patient’'s diagnosis date
is within 120 days of the end of the 12-month reporting
period, other medical reasons)

4179F with 2P: Documentation of patient reason(s) for not prescribing
tamoxifen or aromatase inhibitor (eg, patient refusal,
other patient reasons)

4179F with 3P: Documentation of system reason(s) for not prescribing
tamoxifen or aromatase inhibitor (eg, patient is currently
enrolled in a clinical trial, other system reasons)

AND
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CPT Il 3374F: AJCC Breast Cancer Stage I: T1C (tumor size > 1 cm to
2 c¢m), documented

OR

CPT Il 3376F: AJCC Breast Cancer Stage I, documented

OR

CPT Il 3378F: AJCC Breast Cancer Stage Ill, documented

AND

CPT Il 3315F: Estrogen receptor (ER) or progesterone receptor (PR)

positive breast cancer
OR

If patient is not eligible for this measure because patient is not stage IC through llIC breast cancer,

report:

Patient not Stage IC through IlIC Breast Cancer

(One CPT Il code [33xxF] is required on the claim form to submit this numerator option)

Note: If reporting a code from the category below (3370F or 3372F or 3380F), it is not necessary to report

the patient’s ER/PR status.

Other Performance Exclusion: CPT Il 3370F:  AJCC Breast Cancer Stage 0, documented

OR

Other Performance Exclusion: CPT 1 3372F:  AJCC Breast Cancer Stage I: T1 mic, T1a or T1b (tumor
size < 1 cm), documented

OR

Other Performance Exclusion: CPT Il 3380F:  AJCC Breast Cancer Stage 1V, documented

OR

If patient is not eligible for this measure because patient is estrogen receptor (ER) and progesterone

receptor (PR) negative, report:

Patient is Estrogen Receptor (ER) and Progesterone Receptor (PR) Negative

(One CPT Il code [3316F] is required on the claim form to submit this numerator option)

Note: If reporting code 3316F, it is not necessary to report the patient’s AJCC Cancer Stage.

Other Performance Exclusion: CPT Il 3316F:  Estrogen receptor (ER) and progesterone receptor (PR)
negative breast cancer

OR

If patient is not eligible for this measure because the cancer stage is not documented OR the ER/PR

is not documented, report:

Cancer Stage not Documented OR ER/PR not Documented

(One CPT Il code [33xxF-8P] is required on the claim form to submit this numerator option)

Append a reporting modifier (8P) to CPT Category Il codes 3370F or 3316F to report circumstances when

the patient is not eligible for the measure.

Other Performance Exclusion: 3370F with 8P:  No documentation of cancer stage

OR

Other Performance Exclusion: 3316F with 8P:  No documentation of estrogen receptor (ER) and
progesterone receptor (PR) status

OR
Tamoxifen or Aromatase Inhibitor not Prescribed, Reason not Otherwise Specified
(Three CPT Il codes [4179F-8P & 337xF & 3315F] are required on the claim form to submit this numerator
option)
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Append a reporting modifier (8P) to CPT Category Il code 4179F to report circumstances when the action
described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met:

4179F with 8P: Tamoxifen or aromatase inhibitor not prescribed,
reason not otherwise specified

AND

CPT Il 3374F: AJCC Breast Cancer Stage I: TIC (tumor size > 1 cm to
2 cm), documented

OR

CPT Il 3376F: AJCC Breast Cancer Stage I, documented

OR

CPT I 3378F: AJCC Breast Cancer Stage lll, documented

AND

CPT Il 3315F: Estrogen receptor (ER) or progesterone receptor (PR)
positive breast cancer

RATIONALE:

Despite evidence suggesting the role of adjuvant endocrine therapy in lowering the risk of tumor recurrence, many
female patients who should be receiving this therapy are not. This measure assesses whether patients with a certain
stage of breast cancer (IC through IlIC) and ER/PR+ are currently receiving the therapy. There are allowable
medical, patient, and system reasons to document instances in which a woman with stage IC through IlIC, ER/PR+
may not be a candidate for the therapy.

Note: The reporting/managing physician does not need to have actually written the prescription; however, the
reporting/managing physician must verify that the patient already has been prescribed the hormonal therapy by
another physician.

CLINICAL RECOMMENDATION STATEMENTS:

Adjuvant therapy for postmenopausal women with hormone receptor—positive breast cancer should include an
aromatase inhibitor in order to lower the risk of tumor recurrence. Aromatase inhibitors are appropriate as initial
treatment for women with contraindications to tamoxifen. For all other postmenopausal women, treatment options
include 5 years of aromatase inhibitors treatment or sequential therapy consisting of tamoxifen (for either 2 to 3 years
or 5 years) followed by aromatase inhibitors for 2 to 3, or 5 years. (ASCO guidelines include narrative rankings)
(ASCO, 2009)

Patients intolerant of aromatase inhibitors should receive tamoxifen. Women with hormone receptor-negative tumors
should not receive adjuvant endocrine therapy. (ASCO guidelines include narrative rankings) (ASCO, 2009)

Patients with invasive breast cancers that are estrogen or progesterone receptor positive should be considered for
adjuvant endocrine therapy regardless of patient age, lymph node status, or whether or not adjuvant chemotherapy is
to be administered. (Category 2A) (NCCN, 2011)

The most firmly established adjuvant endocrine therapy is tamoxifen for both premenopausal and postmenopausal
women. Prospective, randomized trials demonstrate that the optimal duration of tamoxifen appears to be five years.
In patients receiving both tamoxifen and chemotherapy, chemotherapy should be given first, followed by sequential
tamoxifen. A number of studies have evaluated aromatase inhibitors in the treatment of postmenopausal women with
early-stage breast cancer. (Category 2A) (NCCN, 2011)

Patients with lymph node involvement or with tumors greater than 1 cm in diameter are appropriate candidates for
adjuvant systemic therapy. (Category 1) For those with lymph node-negative, hormone receptor-positive breast
cancer tumors greater than 1 cm, endocrine therapy with chemotherapy is recommended. (Category 1) (NCCN,
2011)
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¥ Measure #72 (NQF 0385): Colon Cancer: Chemotherapy for AJCC Stage Ill Colon Cancer Patients
- National Quality Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:

Percentage of patients aged 18 through 80 years with AJCC Stage Ill colon cancer who are referred for adjuvant
chemotherapy, prescribed adjuvant chemotherapy, or have previously received adjuvant chemotherapy within the 12-
month reporting period

INSTRUCTIONS:

This measure is to be reported a minimum of once per reporting period for all patients with colon cancer seen
during the reporting period. It is anticipated that clinicians who treat patients with colon cancer will submit this
measure.

Measure Reporting via Claims:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. CPT Category |l codes and quality-data codes are used to report the
numerator of the measure.

When reporting the measure via claims, submit the listed ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and
the appropriate quality-data code AND/OR CPT Category Il code OR the CPT Category Il code with the modifier.
The modifiers allowed for this measure are: 8P- reason not otherwise specified. All measure-specific coding should
be reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 18 through 80 years with AJCC Stage III colon cancer

Denominator Criteria (Eligible Cases):

Patients aged 18 through 80 years on date of encounter

AND

Diagnosis for colon cancer (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 153.0, 153.1, 153.2, 153.3, 153.4,
153.6, 153.7, 153.8, 153.9

Diagnosis for colon cancer (ICD-10-CM) [for use 10/01/2015-12/31/2015]: C18.0, C18.2, C18.3, C18.4,
C18.5,C18.6, C18.7, C18.8,C18.9

AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215

NUMERATOR:
Patients who are referred for chemotherapy, prescribed chemotherapy, or who have previously received adjuvant
chemotherapy within the 12 month reporting period
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Definitions:

Adjuvant Chemotherapy — According to current NCCN guidelines, the following therapies are
recommended: 5-FU/LV/oxaliplatin (mFOLFOX6) as the standard of care (category 1); bolus 5-
FU/LV/oxaliplatin (FLOX, category 1); capecitabine/oxaliplatin (CapeOx, category 1); or single agent
capecitabine (category 2A) or 5-FU/LV (category 2A) in patients felt to be inappropriate for oxaliplatin
therapy (NCCN, 2012). See clinical recommendation statement for cases where leucovorin is not available.
Prescribed — May include prescription ordered for the patient for adjuvant chemotherapy at one or more
visits in the 12-month period OR patient already receiving adjuvant chemotherapy as documented in the
current medication list.

NUMERATOR NOTE: The correct combination of numerator code(s) must be reported on the claim form in
order to properly report this measure. The “correct combination” of codes may require the submission of
multiple numerator codes.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:
Adjuvant Chemotherapy Referred, Prescribed or Previously Received
(One quality-data code & one CPT Il code [G8927 & 3388F] are required on the claim form to submit this

numerator option)

Performance Met:

G8927: Adjuvant chemotherapy referred, prescribed or
previously received for AJCC Stage Il colon cancer

AND

CPT 11 3388F: AJCC Colon Cancer Stage lll, documented

OR

Adjuvant Chemotherapy not Referred, Prescribed or Previously Received for Documented Reasons

(One quality-data code & one CPT Il code [G8928 & 3388F] are required on the claim form to submit this

numerator option)

Other Performance Exclusion:

G38928: Adjuvant chemotherapy not prescribed or previously
received for documented reasons (eg, medical co-
morbidities, diagnosis date more than 5 years prior to
the current visit date, patient's diagnosis date is within
120 days of the end of the 12 month reporting period,
patient’s cancer has metastasized, medical
contraindication/allergy, poor performance status, other
medical reasons, patient refusal, other patient reasons,
patient is currently enrolled in a clinical trial that
precludes prescription of chemotherapy, other system
reasons)

AND

CPT 11 3388F: AJCC Colon Cancer Stage I, documented

OR

If patient is not eligible for this measure because patient is not stage Il colon cancer, report:

Patient not Stage Il Colon Cancer

(One CPT Il code [33xxF] is required on the claim form to submit this numerator option)

Other Performance Exclusion: CPT Il 3382F:  AJCC Colon Cancer Stage 0, documented

OR

Other Performance Exclusion: CPT |1 3384F:  AJCC Colon Cancer Stage |, documented

OR

Other Performance Exclusion: CPT Il 3386F: ~ AJCC Colon Cancer Stage II, documented
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OR
Other Performance Exclusion: CPT Il 3390F:  AJCC Colon Cancer Stage IV, documented

OR

If patient is not eligible for this measure because cancer stage is not documented, report:

Cancer Stage not Documented

(One CPT Il code [3382F-8P] is required on the claim form to submit this category)

Append a reporting modifier (8P) to CPT Category Il code 3382F to report circumstances when the patient
is not eligible for the measure.

Other Performance Exclusion: 3382F with 8P:  No documentation of cancer stage

OR
Adjuvant Chemotherapy not Referred, Prescribed or Previously Received, Reason not Given
(One quality-data code & one CPT Il code [G8929 & 3388F] are required on the claim form to submit this
numerator option)
Report G8929 in circumstances when the action described in the numerator is not performed and the
reason is not given.
Performance Not Met:
G8929: Adjuvant chemotherapy not prescribed or previously
received, reason not given
AND
CPT 11 3388F: AJCC Colon Cancer Stage lll, documented
RATIONALE:

The receipt of adjuvant chemotherapy in AJCC Stage Ill colon cancer patients following primary surgical treatment is
associated with a significant survival benefit.

CLINICAL RECOMMENDATION STATEMENTS:

For stage Il patients (T1-4, N1-2, M0), the panel recommends 6 months of adjuvant chemotherapy following primary
surgical treatment. The treatment options are: 5-FU/LV/oxaliplatin (mFOLFOX6) as the standard of care (category 1);
bolus 5-FU/LV/oxaliplatin (FLOX, category 1), capecitabine/oxaliplatin (CapeOx, category 1); or single agent
capecitabine (category 2A) or 5-FU/LV (category 2A) in patients felt to be inappropriate for oxaliplatin therapy.
(NCCN, 2012)

There is currently a shortage of leucovorin in the United States. There are no specific data to guide management
under these circumstances, and all proposed strategies are empiric. The panel recommends several possible options
to help alleviate the problems associated with this shortage. One is the use of levo-leucovorin, which is commonly
used in Europe. A dose of 200 mg/m? of levo—leucovorin is equivalent to 400 mg/m? of standard leucovorin. Another
option is for practices or institutions to use lower doses of leucovorin for all doses in all patients, since the panel feels
that lower doses are likely to be as efficacious as higher doses, based on several studies. Finally, if none of the
above options are available, treatment without leucovorin would be reasonable. (NCCN, 2012)
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&~ Measure #76 (NQF 0464): Prevention of Central Venous Catheter (CVC) - Related Bloodstream
Infections — National Quality Strategy Domain: Patient Safety

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:

Percentage of patients, regardless of age, who undergo central venous catheter (CVC) insertion for whom CVC was
inserted with all elements of maximal sterile barrier technique, hand hygiene, skin preparation and, if ultrasound is
used, sterile ultrasound techniques followed

INSTRUCTIONS:

This measure is to be reported each time a CVC insertion is performed during the reporting period. There is no
diagnosis associated with this measure. It is anticipated that clinicians who perform CVC insertion will submit this
measure.

Measure Reporting via Claims:
CPT procedure codes are used to identify patients who are included in the measure’s denominator. CPT Category |l
codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the listed CPT codes, and the appropriate CPT Category Il code OR
the CPT Category Il code with the modifier. The modifiers allowed for this measure are: 1P- medical reasons, 8P-
reason not otherwise specified. All measure-specific coding should be reported on the claim(s) representing the
eligible encounter.

Measure Reporting via Registry:
CPT codes are used to identify patients who are included in the measure’s denominator. The listed numerator
options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients, regardless of age, who undergo CVC insertion

Denominator Criteria (Eligible Cases):

Patient encounter during the reporting period (CPT): 36555, 36556, 36557, 36558, 36560, 36561,
36563, 36565, 36566, 36568, 36569, 36570, 36571, 36578, 36580, 36581, 36582, 36583, 36584, 36585,
93503

NUMERATOR:
Patients for whom central venous catheter (CVC) was inserted with all elements of maximal sterile barrier technique,
hand hygiene, skin preparation and, if ultrasound is used, sterile ultrasound techniques followed

Definition:

Maximal Sterile Barrier Technique — includes all of the following elements: Cap AND mask AND sterile
gown AND sterile gloves AND sterile full body drape.

Sterile Ultrasound Techniques - require sterile gel and sterile probe covers.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:
All Elements of Maximal Sterile Barrier Technique Followed
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Performance Met: CPT 1l 6030F: All elements of maximal sterile barrier technique
followed including: cap AND mask AND sterile gown
AND sterile gloves AND a large sterile sheet AND hand
hygiene AND 2% chlorhexidine for cutaneous antisepsis
(or acceptable alternative antiseptics, per current

guideline)
OR

All Elements of Maximal Sterile Barrier Technique not Followed for Medical Reasons

Append a modifier (1P) to CPT Category Il code 6030F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion: 6030F with 1P: Documentation of medical reason(s) for not following all
elements of maximal sterile barrier technique, hand
hygiene, skin preparation and, if ultrasound is used,
sterile ultrasound techniques during CVC insertion
(including increased risk of harm to patient if adherence
to aseptic technique would cause delay in CVC
insertion)

OR

All Elements of Maximal Sterile Barrier Technique not Followed, Reason not Otherwise Specified

Append a reporting modifier (8P) to CPT Category Il code 6030F to report circumstances when the action

described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met: 6030F with 8P: All elements of maximal sterile barrier technique not
followed including: cap AND mask AND sterile gown
AND sterile gloves AND a large sterile sheet AND hand
hygiene AND 2% chlorhexidine for cutaneous antisepsis
(or acceptable alternative antiseptics, per current
guideline), reason not otherwise specified

RATIONALE:

Catheter-related bloodstream infection is a costly complication of central venous catheter insertion, but may be
avoided with routine use of aseptic technique during catheter insertion. This measure is constructed to require that all
of the listed elements of aseptic technique are followed and documented.

CLINICAL RECOMMENDATION STATEMENTS:

Maximal sterile barrier precautions: Use maximal sterile barrier precautions, including the use of a cap, mask, sterile
gown, sterile gloves, and a sterile full body drape, for the insertion of CVCs, PICCS, or guidewire exchange (CDC)
(Category IB)

Hand hygiene: Perform hand hygiene procedures, either by washing hands with conventional soap and water or with
alcohol-based hand rubs (ABHR) (Category IB)

Skin Preparation: Prepare clean skin with a >0.5% chlorhexidine preparation with alcohol before central venous
catheter and peripheral arterial catheter insertion and during dressing changes. If there is a contraindication to
chlorhexidine, tincture of iodine, an iodophor, or 70% alcohol can be used as alternatives (Category IB)

Sterile Ultrasound: The Food and Drug Administration recommends that policies and clinical practice standards be
reviewed to ensure the use of sterile ultrasound gel. Once a container of sterile or non-sterile ultrasound gel is
opened, it is no longer sterile and contamination during ongoing use is possible

Version 9.0 CPT only copyright 2014 American Medical Association. All rights reserved.
10/10/2014 Page 144 of 593



“Measure #81 (NQF 0323): Adult Kidney Disease: Hemodialysis Adequacy: Solute — National
Quality Strategy Domain: Communication and Care Coordination

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:

Percentage of calendar months within a 12-month period during which patients aged 18 years and older with a
diagnosis of End Stage Renal Disease (ESRD) receiving hemodialysis three times a week for 2 90 days have a
spKt/V = 1.2

INSTRUCTIONS:

This measure is to be reported each calendar month the patient meets denominator criteria for End Stage Renal
Disease (ESRD) patients seen during the reporting period. It is anticipated that clinicians providing care for
patients with ESRD will submit this measure.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes CPT codes, quality-data code, and patient demographics are used to identify
patients who are included in the measure’s denominator. The listed numerator options are used to report the
numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data. There are no allowable performance exclusions for this
measure.

DENOMINATOR:
All calendar months during which patients aged 18 years and older with a diagnosis of ESRD are receiving
hemodialysis three times a week for 2 90 days

DENOMINATOR NOTE: There should be documentation in the patient’s chart that he/she is receiving
hemodialysis three times per week for 2 90 days.

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for ESRD (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 585.6

Diagnosis for ESRD (ICD-10-CM) [for use 10/01/2015-12/31/2015]: N18.6

AND

Encounter for Dialysis and Dialysis Catheter Care (ICD-9-CM) [for use 1/1/2015-9/30/2015]: V56.0,
V56.1, V56.32

Encounter for Dialysis and Dialysis Catheter Care (ICD-10-CM) [for use 10/01/2015-12/31/2015]:
Z49.01, Z49.31, Z49.32

AND

Hemodialysis treatment performed exactly three times per week for 2 90 days: G8714

AND

Patient encounter during the reporting period (CPT): 90957, 90958, 90959, 90960, 90961, 90962,
90965, 90966, 90969, 90970

NUMERATOR:
Calendar months during which patients have a spKt/V = 1.2
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NUMERATOR NOTE: Urea kinetic modeling (UKM) or the second generation Daugirdas formula (simplified
multivariable equation) are the most appropriate ways to calculate spKt/V, and the two accepted methods
for calculating spKt/V per the KDOQI guidelines. For more information on these methods, please refer to
National Kidney Foundation’s KDOQI Clinical Practice Guidelines and Clinical Practice Recommendations
for 2006 Updates: Hemodialysis Adequacy, Peritoneal Dialysis Adequacy and Vascular Access. Am J
Kidney Dis 48:S1-S322, 2006 (suppl 1).

Numerator Options:
Performance Met: spKt/V greater than or equal to 1.2 (single-pool
clearance of urea [Kt] / volume [V]) (G8713)

Performance Not Met: spKt/V less than 1.2 (single-pool clearance of urea [Kt] /
volume [V]), reason not given (G8717)

RATIONALE:

Adequate dialysis dose (Kt/V = 1.2), is strongly associated with better outcomes, including decreased mortality, fewer
hospitalizations, decreased length of hospitalizations, and decreased hospital costs. (Plantinga et al, 2007 and
Sehgal et al, 2001)

CLINICAL RECOMMENDATION STATEMENTS:
The following evidence statements are quoted verbatim from the referenced clinical guidelines. Only selected
portions of the clinical guidelines are quoted here; for more details, please refer to the full guideline.

The minimally adequate dose of HD given 3 times per week to patients with Kr less than 2 mL/min/1.73m2 should be
an spKt/V (excluding RKF) of 1.2 per dialysis. For treatment times less than 5 hours, an alternative minimum dose is
a URR of 65% (A). The target dose for HD given 3 times per week with Kr less than 2mL/min/1.73m2 should be an
spKt/V of 1.4 per dialysis not including RKF, or URR of 70% (A). (KDOQI, 2006)
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“*Measure #82 (NQF 0321): Adult Kidney Disease: Peritoneal Dialysis Adequacy: Solute — National
Quality Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:
Percentage of patients aged 18 years and older with a diagnosis of End Stage Renal Disease (ESRD) receiving
peritoneal dialysis that have a total Kt/V = 1.7 per week measured once every 4 months

INSTRUCTIONS:

This measure is to be reported up to three times per reporting year for ESRD patients receiving peritoneal
dialysis during the entire reporting period and seen during the reporting period. This measure should be reported
according to the following frequency depending on the number of months during the reporting period a patient is
receiving peritoneal dialysis:

o 1104 consecutive months of treatment — report once during the reporting year
o 510 8 consecutive months of treatment — report twice during the reporting year
e 910 12 consecutive months of treatment — report three times during the reporting year

It is anticipated that clinicians providing care for patients with ESRD will submit this measure.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data. There are no allowable performance exclusions for this
measure.

DENOMINATOR:
All patients aged 18 years and older with a diagnosis of ESRD receiving peritoneal dialysis

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for ESRD (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 585.6

Diagnosis for ESRD (ICD-10-CM) [for use 10/01/2015-12/31/2015]: N18.6

AND

Encounter for Dialysis and Dialysis Catheter Care (ICD-9-CM) [for use 1/1/2015-9/30/2015]: V/56.2,
V56.32, V56.8

Encounter for Dialysis and Dialysis Catheter Care (ICD-10-CM) [for use 10/01/2015-12/31/2015]:
749.02, 749.32

AND

Patient encounter during the reporting period (CPT): 90945, 90947, 90957, 90958, 90959, 90960,
90961, 90962, 90965, 90966, 90969, 90970

NUMERATOR:
Patients who have a total Kt/V = 1.7 per week measured once every 4 months
Definition:
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Total Kt/V — Total Kt/V includes residual kidney function and equals peritoneal dialysate Kt/V plus renal
Kt/V.

Numerator Options:
Performance Met: Total Kt/V greater than or equal to 1.7 per week (Total
clearance of urea [Kt]/volume [V]) (G8718)

Performance Not Met: Total Kt/V less than 1.7 per week (Total clearance of
urea [Kt])/volume [V] (G8720)

RATIONALE:
Adequate dialysis dose is strongly associated with better outcomes, including decreased mortality, fewer
hospitalizations, fewer days in the hospital, and decreased hospital costs. (Plantinga et al, 2007)

CLINICAL RECOMMENDATION STATEMENTS:
The following evidence statements are quoted verbatim from the referenced clinical guidelines. Only selected
portions of the clinical guidelines are quoted here; for more details, please refer to the full guideline.

Total solute clearance (residual kidney and peritoneal, in terms of Kt/V urea) should be measured within the first
month after initiating dialysis therapy and at least once every 4 months thereafter (B). (KDOQI, 2006)

For patients with residual kidney function (considered to be significant when urine volume is > 100 mL/d): The
minimal “delivered” dose of total small-solute clearance should be a total (peritoneal and kidney) Kt/V urea of at least
1.7 per week (B). For patients without RKF (considered insignificant when urine volume is < 100 mL/d): The minimal
“delivered” dose of total small-solute clearance should be a peritoneal Kt/V urea of at least 1.7 per week measured
within the first month after starting dialysis therapy and at least once every 4 months thereafter (B). (KDOQI, 2006)
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® Measure #91 (NQF 0653): Acute Otitis Externa (AOE): Topical Therapy - National Quality Strategy
Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of patients aged 2 years and older with a diagnosis of AOE who were prescribed topical preparations

INSTRUCTIONS:

This measure is to be reported once for each occurrence of AOE during the reporting period. Each unique
occurrence is defined as a 30-day period from onset of AOE. Claims data will be analyzed to determine unique
occurrences. If multiple claims are submitted within that 30-day period, only one instance of reporting will be counted.
This measure may be reported by clinicians who perform the quality actions described in the measure based on the
services provided and the measure-specific denominator coding.

Measure Reporting via Claims:
ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. CPT Category |l codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the appropriate ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes,
and the appropriate CPT Category Il code OR the CPT Category Il code with the modifier. The modifiers allowed for
this measure are: 1P- medical reasons, 2P- patient reasons, 8P- reason not otherwise specified. All measure-specific
coding should be reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 2 years and older with a diagnosis of AOE

Denominator Criteria (Eligible Cases):

Patients aged = 2 years on date of encounter

AND

Diagnosis for AOE (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 380.10, 380.11, 380.12, 380.13, 380.22
Diagnosis for AOE (ICD-10-CM) [for use 10/01/2015-12/31/2015]: H60.00, H60.01, H60.02, H60.03,
H60.10, H60.11, H60.12, H60.13, H60.311, H60.312, H60.313, H60.319, H60.321, H60.322, H60.323,
H60.329, H60.331, H60.332, H60.333, H60.339, H60.391, H60.392, H60.393, H60.399, H60.501, H60.502,
H60.503, H60.509, H60.511, H60.512, H60.513, H60.519, H60.521, H60.522, H60.523, H60.529, H60.531,
H60.532, H60.533, H60.539, H60.541, H60.542, H60.543, H60.549, H60.551, H60.552, H60.553, H60.559,
H60.591, H60.592, H60.593, H60.599, H61.90, H61.91, H61.92, H61.93, H62.40, H62.41, H62.42, H62.43,
H62.8X1, H62.8X2, H62.8X3, H62.8X9

AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215, 99281, 99282, 99283, 99284, 99285,99304, 99305, 99306, 99307, 99308, 99309,
99310, 99324, 99325, 99326, 99327, 99328, 99334, 99335, 99336, 99341, 99342, 99343, 99344, 99345,
99347, 99348, 99349, 99350
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NUMERATOR:

Patients who were prescribed topical preparations

Definition:

Prescribed — May include prescription given to the patient for topical preparations at one or more visits
during the episode of AOE OR patient already receiving topical preparations as documented in the current

medication list.

Numerator Quality-Data Coding Options for Reporting Satisfactorily:

Performance Met:
OR

Medical Performance Exclusion:

OR

Patient Performance Exclusion:
OR

Performance Not Met:
RATIONALE:

Topical preparations (including OTC) prescribed for
acute ofitis externa (4130F)

Documentation of medical reason(s) for not prescribing
topical preparations (including OTC) for acute otitis
externa (eg, coexisting acute otitis media, tympanic
membrane perforation) (4130F with 1P)

Documentation of patient reason(s) for not prescribing
topical preparations (including OTC) for acute otitis
externa (4130F with 2P)

Topical preparations (including OTC) for acute otitis
externa (AOE) not prescribed, reason not otherwise
specified (4130F with 8P)

Topical preparations should be used to treat AOE as they are active against the most common bacterial pathogens in
AOQE, Pseudomonas aeruginosa and Staphylococcus aureus. Topical preparations have demonstrated efficacy in the
treatment of AOE with resolution in about 65-90% of patients.

CLINICAL RECOMMENDATION STATEMENTS:

Clinicians should prescribe topical preparations for initial therapy of diffuse, uncomplicated AOE. (Recommendation
based on randomized trials with some heterogeneity and a preponderance of benefit over harm. [Aggregate evidence

quality — Grade B]) (AAO-HNSF, 2014)
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® Measure #93 (NQF 0654): Acute Otitis Externa (AOE): Systemic Antimicrobial Therapy -
Avoidance of Inappropriate Use — National Quality Strategy Domain: Efficiency and Cost Reduction

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of patients aged 2 years and older with a diagnosis of AOE who were not prescribed systemic
antimicrobial therapy

INSTRUCTIONS:

This measure is to be reported once for each occurrence of AOE during the reporting period. Each unique
occurrence is defined as a 30-day period from onset of AOE. Claims data will be analyzed to determine unique
occurrences. If multiple claims are submitted within that 30-day period, only one instance of reporting will be counted.
This measure may be reported by clinicians who perform the quality actions described in the measure based on the
services provided and the measure-specific denominator coding.

Measure Reporting via Claims:
ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. CPT Category |l codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the appropriate ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes,
and the appropriate CPT Category Il code OR the CPT Category Il code with the modifier. The modifier allowed for
this measure is: 1P- medical reasons. All measure-specific coding should be reported on the claim(s) representing
the eligible encounter.

Measure Reporting via Registry:

ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient demographics are used to identify patients who are
included in the measure’s denominator. The listed numerator options are used to report the numerator of the
measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients aged 2 years and older with a diagnosis of AOE

Denominator Criteria (Eligible Cases):

Patients aged = 2 years on date of encounter

AND

Diagnosis for AOE (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 380.10, 380.11, 380.12, 380.13, 380.22
Diagnosis for AOE (ICD-10-CM) [for use 10/01/2015-12/31/2015]: H60.00, H60.01, H60.02, H60.03,
H60.10, H60.11, H60.12, H60.13, H60.311, H60.312, H60.313, H60.319, H60.321, H60.322, H60.323,
H60.329, H60.331, H60.332, H60.333, H60.339, H60.391, H60.392, H60.393, H60.399, H60.501, H60.502,
H60.503, H60.509, H60.511, H60.512, H60.513, H60.519, H60.521, H60.522, H60.523, H60.529, H60.531,
H60.532, H60.533, H60.539, H60.541, H60.542, H60.543, H60.549, H60.551, H60.552, H60.553, H60.559,
H60.591, H60.592, H60.593, H60.599, H61.90, H61.91, H61.92, H61.93, H62.40, H62.41, H62.42, H62.43,
H62.8X1, H62.8X2, H62.8X3, H62.8X9

AND

Patient encounter during the reporting period (CPT): 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215, 99281, 99282, 99283, 99284, 99285, 99304, 99305, 99306, 99307, 99308, 99309,
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99310, 99324, 99325, 99326, 99327, 99328, 99334, 99335, 99336, 99334, 99341, 99342, 99343, 99344,
99345, 99347, 99348, 99349, 99350

NUMERATOR:
Patients who were not prescribed systemic antimicrobial therapy

Numerator Instructions: For performance, the measure will be calculated as the number of patients for
whom systemic antimicrobial therapy was not prescribed over the number of patients in the denominator
(patients aged 2 years and older with acute otitis externa). A higher score indicates appropriate treatment of
patients with AOE (eg, the proportion for whom systemic antimicrobials were not prescribed).

Numerator Quality-Data Coding Options for Reporting Satisfactorily:
Systemic Antimicrobial Therapy not Prescribed
Performance Met: CPT Il 4132F: Systemic antimicrobial therapy not prescribed

Systemic Antimicrobial Therapy Prescribed for Medical Reasons

Append a modifier (1P) to CPT Category Il code 4131F to report documented circumstances that

appropriately exclude patients from the denominator

Medical Performance Exclusion: 4131F with 1P: Documentation of medical reason(s) for prescribing
systemic antimicrobial therapy (eg, coexisting diabetes,
immune deficiency)

Systemic Antimicrobial Therapy Prescribed
Performance Not Met: CPT Il 4131F: Systemic antimicrobial therapy prescribed

RATIONALE:

Despite their limited utility, many patients with AOE receive systemic antimicrobial therapy, often in addition to topical
therapy. “There are no data on the efficacy of systemic therapy with the use of appropriate antibacterials and
stratified by severity of the infection. Moreover, orally administered antibiotics have significant adverse effects that
include rashes, vomiting, diarrhea, allergic reactions, altered nasopharyngeal flora, and development of bacterial
resistance”. The use of systemic antimicrobial therapy to treat AOE should be limited only to those clinical situations
in which it is indicated.

CLINICAL RECOMMENDATION STATEMENTS:

Clinicians should not prescribe systemic antimicrobials as initial therapy for diffuse, uncomplicated AOE unless there
is extension outside the ear canal or the presence of specific host factors that would indicate a need for systemic
therapy. (Strong recommendation based on randomized controlled trials with minor limitations and a preponderance
of benefit over harm. [Aggregate evidence quality — Grade B]) (AAO-HNSF, 2014)
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! Measure #99 (NQF 0391): Breast Cancer Resection Pathology Reporting: pT Category (Primary
Tumor) and pN Category (Regional Lymph Nodes) with Histologic Grade — National Quality Clinical
Strategy: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of breast cancer resection pathology reports that include the pT category (primary tumor), the pN
category (regional lymph nodes), and the histologic grade

INSTRUCTIONS:

This measure is to be reported each time a breast cancer resection surgical pathology examination is performed
during the reporting period for breast cancer patients. Each unique CPT Category | code submitted on the claim will
be counted for denominator inclusion. It is anticipated that clinicians who examine breast tissue specimens
following resection in a laboratory or institution will submit this measure. Independent laboratories (ILs) and
independent diagnostic testing facilities (IDTFs), using indicator Place of Service 81, are not included in PQRS. If the
specimen is not primary breast tissue (eg, liver, lung), report only CPT Il code 3250F.

Measure Reporting via Claims:
|CD-9-CM/ICD-10-CM diagnosis codes and CPT codes are used to identify patients who are included in the
measure’s denominator. CPT Category Il codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the appropriate ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes,
and the appropriate CPT Category Il code OR the CPT Category Il code with the modifier. The modifiers allowed for
this measure are: 1P- medical reasons, 8P- reason not otherwise specified. All measure-specific coding should be
reported on the claim(s) representing the eligible encounter.

Measure Reporting via Registry:
ICD-9-CM/ICD-10-CM diagnosis codes and CPT codes are used to identify patients who are included in the
measure’s denominator. The listed numerator options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All breast cancer resection pathology reports (excluding biopsies)

Denominator Criteria (Eligible Cases):

Diagnosis for breast cancer (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 174.0, 174.1,174.2, 174.3, 174 4,
174.5,174.6, 174.8,174.9, 175.0, 175.9

Diagnosis for breast cancer (ICD-10-CM) [for use 10/01/2015-12/31/2015]: C50.011, C50.012, C50.019,
C50.021, C50.022, C50.029, C50.111, C50.112, C50.119, C50.121, C50.122, C50.129, C50.211, C50.212,
C50.219, C50.221, C50.222, C50.229, C50.311, C50.312, C50.319, C50.321, C50.322, C50.329, C50.411,
C50.412, C50.419, C50.421, C50.422, C50.429, C50.511, C50.512, C50.519, C50.521, C50.522, C50.529,
C50.611, C50.612, C50.619, C50.621, C50.622, C50.629, C50.811, C50.812, C50.819, C50.821, C50.822,
C50.829, C50.911, C50.912, C50.919, C50.921, C50.922, C50.929

AND

Patient encounter during the reporting period (CPT): 88307, 88309

NUMERATOR:
Reports that include the pT category, the pN category and the histologic grade
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Numerator Quality-Data Coding Options for Reporting Satisfactorily:
pT Category, pN Category and Histologic Grade Documented

Performance Met: CPT Il 3260F: pT category (primary tumor), pN category (regional
lymph nodes), and histologic grade documented in
pathology report

OR

pT Category, pN Category and Histologic Grade not Documented for Medical Reasons

Append a modifier (1P) to CPT Category Il code 3260F to report documented circumstances that

appropriately exclude patients from the denominator.

Medical Performance Exclusion: 3260F with 1P: Documentation of medical reason(s) for not including
the pT category, the pN category, or the histologic
grade in the pathology report (eg, re-excision without
residual tumor, non-carcinomas)

OR

If patient is not eligible for this measure because the specimen is not primary breast tissue (eg, liver,

lung) report:

Other Performance Exclusion: CPT Il 3250F:  Specimen site other than anatomic location of primary
tumor

OR

pT Category, pN Category and Histologic Grade not Documented, Reason not Otherwise Specified

Append a reporting modifier (8P) to CPT Category Il code 3260F to report circumstances when the action

described in the numerator is not performed and the reason is not otherwise specified.

Performance Not Met: 3260F with 8P: pT category, pN category, and histologic grade were
not documented in pathology report, reason not
otherwise specified

RATIONALE:

Therapeutic decisions for breast cancer management are stage driven and cannot be made without a complete set of
pathology descriptors. Incomplete cancer resection pathology reports may result in misclassification of patients,
rework and delays, and suboptimal management. The College of American Pathologists (CAP) has produced
evidence-based checklists of essential pathologic parameters that are recommended to be included in cancer
resection pathology reports. These checklists have been endorsed as a voluntary standard by National Quality
Forum (NQF) and are considered the reporting standard by the Commission on Cancer (CoC) of the American
College of Surgeons (ACS).

The CAP recently conducted a structured audit of breast cancer pathology report adequacy at 86 institutions. Overall,
35% of eligible reports were missing at least one of the ten CAP-recommended breast cancer elements. Cancer Care
Ontario (CCO) conducted a similar study in 2005 and found that 25% of breast cancer pathology reports did not
include all of the information required by the CAP standards. While the exact percentage of breast cancer resection
pathology reports that are missing the pT category, the pN category and the histologic grade is unknown, these are
essential elements in breast cancer treatment decisions and should be included in every pathology report when
possible.

The CAP recently conducted a structured audit of breast cancer pathology report adequacy at 86 institutions. Overall,
32% of eligible reports were missing at least one of the ten CAP-recommended breast cancer elements (Idowu MO,
et al).

CLINICAL RECOMMENDATION STATEMENTS:
All invasive breast carcinomas, with the exception of medullary carcinoma should be graded. The grading system
used must be specified in the report; the Nottingham combined histologic grade (Elston-Ellis modification of Scarff-
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Bloom-Richardson grading system) is recommended. Within each stage grouping there is a relation between
histologic grade and outcome. (CAP, 2010)

All patients with breast cancer should be assigned a clinical stage of disease, and if appropriate evaluation is
available, a pathologic stage of disease. The routine use of staging allows for efficient identification of local treatment
options, assists in identifying systemic treatment options, allows the comparison of outcomes results across
institutions and clinical trials, and provides baseline prognostic information. (NCCN, 2012)
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! Measure #100 (NQF 0392): Colorectal Cancer Resection Pathology Reporting: pT Category
(Primary Tumor) and pN Category (Regional Lymph Nodes) with Histologic Grade - National Quality
Strategy Domain: Effective Clinical Care

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
CLAIMS, REGISTRY

DESCRIPTION:
Percentage of colon and rectum cancer resection pathology reports that include the pT category (primary tumor), the
pN category (regional lymph nodes) and the histologic grade

INSTRUCTIONS:

This measure is to be reported each time a colorectal cancer resection surgical pathology examination is performed
during the reporting period for colorectal cancer patients. Each unique CPT Category | code submitted on the claim
will be counted for denominator inclusion. It is anticipated that clinicians who examine colorectal tissue
specimens following resection in a laboratory or institution will submit this measure. Independent Laboratories
(ILs) and Independent Diagnostic Testing Facilities (IDTFs), using indicator Place of Service 81, are not included in
PQRS. If the specimen is not primary colorectal tissue (eg, liver, lung), report only G8723.

Measure Reporting via Claims:
|CD-9-CM/ICD-10-CM diagnosis codes and CPT codes are used to identify patients who are included in the
measure’s denominator. Quality-data codes are used to report the numerator of the measure.

When reporting the measure via claims, submit the appropriate ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes,
and the appropriate quality-data code. All measure-specific coding should be reported on the claim(s) representing
the eligible encounter.

Measure Reporting via Registry:
|CD-9-CM/ICD-10-CM diagnosis codes and CPT codes are used to identify patients who are included in the
measure’s denominator. The listed numerator options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All colon and rectum cancer resection pathology reports

Denominator Criteria (Eligible Cases):

Diagnosis for colon or rectum cancer (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 153.0, 153.1, 153.2,
153.3, 153.4, 153.5, 153.6, 153.7, 153.8, 153.9, 154.0, 154.1, 154.8

Diagnosis for colon or rectum cancer (ICD-10-CM) [for use 10/1/2015-12/31/2015]: C18.0, C18.1,
C18.2,C18.3,C18.4, C18.5,C18.6, C18.7, C18.8, C18.9, C19, C20, C21.2, C21.8

AND

Patient encounter during the reporting period (CPT): 88309

NUMERATOR:
Reports that include the pT category, the pN category and the histologic grade

Numerator Quality-Data Coding Options for Reporting Satisfactorily:
pT Category, pN Category and Histologic Grade Documented
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Performance Met: G8721: pT category (primary tumor), pN category (regional
lymph nodes), and histologic grade were documented in

pathology report
OR

pT Category, pN Category and Histologic Grade not Documented for Medical Reasons:

Other Performance Exclusion: G8722: Documentation of medical reason(s) for not including
the pT category, the pN category or the histologic grade
in the pathology report (eg, re-excision without residual
tumor; non-carcinomas, anal canal)

OR

If patient is not eligible for this measure because the specimen is not primary colorectal tissue (eg,

liver, lung) report:

Other Performance Exclusion: G8723: Specimen site is other than anatomic location of primary
tumor

OR

pT Category, pN Category and Histologic Grade not Documented, Reason not Given

Performance Not Met: G8724: pT category, pN category and histologic grade were not
documented in the pathology report, reason not given

RATIONALE:

Therapeutic decisions for colorectal cancer management are stage driven and cannot be made without a complete
set of pathology descriptors. Incomplete cancer resection pathology reports may result in misclassification of
patients, rework and delays, and suboptimal management. The College of American Pathologists (CAP) has
produced evidence-based checklists of essential pathologic parameters that are recommended to be included in
cancer resection pathology reports. These checklists have been endorsed as a voluntary standard by National
Quality Forum (NQF) and are considered the reporting standard by the Commission on Cancer (CoC) of the
American College of Surgeons (ACS).

The CAP conducted a structured audit of colorectal cancer pathology report adequacy at 86 institutions. Overall, 21%
of eligible reports were missing at least one of the ten CAP-recommended colorectal cancer elements. (Idowu MO, et
al, 2010) Cancer Care Ontario (CCO) conducted a similar study in 2005 and found that 31% of colorectal cancer
pathology reports did not include all of the information required by the CAP standards.

While the exact percentage of colorectal cancer resection pathology reports that are missing the pT category, the pN
category and the histologic grade is unknown, these are essential elements in colorectal cancer treatment decisions
and should be included in every pathology report when possible.

CLINICAL RECOMMENDATION STATEMENTS:

Surgical resection remains the most effective therapy for colorectal carcinoma, and the best estimation of prognosis
is derived from the pathologic findings on the resection specimen. The anatomic extent of disease is by far the most
important prognostic factor in colorectal cancer. The protocol recommends the TNM staging system of the American
Joint Committee on Cancer (AJCC) and the International Union Against Cancer (UICC)1 but does not preclude the
use of other staging systems. By AJCC/UICC convention, the designation “T” refers to a primary tumor that has not
been previously treated. The symbol “p” refers to the pathologic classification of the TNM, as opposed to the clinical
classification, and is based on gross and microscopic examination. pT entails a resection of the primary tumor or
biopsy adequate to evaluate the highest pT category, pN entails removal or biopsy of nodes adequate to validate
lymph node metastasis, and pM implies microscopic examination of distant lesions. (CAP, 2011)

Colorectal cancers are usually staged after surgical exploration of the abdomen and pathologic examination of the
surgical specimen. Some of the criteria that should be included in the report of the pathologic evaluation include the
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following: grade of the cancer; depth of penetration and extension to adjacent structures (T); number of regional
lymph nodes evaluated; number of positive regional lymph nodes (N); an assessment of the presence of distant
metastasis to other organs, the peritoneum of an abdominal structure, or in non-regional lymph nodes (M); the status

of proximal, distal and radial margins; lymphovascular invasion, perineurial invasion and extra-nodal tumor deposits.
(NCCN, 2012)
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A Measure #102 (NQF 0389): Prostate Cancer: Avoidance of Overuse of Bone Scan for Staging Low
Risk Prostate Cancer Patients — National Quality Strategy Domain: Efficiency and Cost Reduction

2015 PQRS OPTIONS FOR INDIVIDUAL MEASURES:
REGISTRY ONLY

DESCRIPTION:

Percentage of patients, regardless of age, with a diagnosis of prostate cancer at low risk of recurrence receiving
interstitial prostate brachytherapy, OR external beam radiotherapy to the prostate, OR radical prostatectomy, OR
cryotherapy who did not have a bone scan performed at any time since diagnosis of prostate cancer

INSTRUCTIONS:

This measure is to be reported once per episode of treatment (ie, interstitial prostate brachytherapy, OR external
beam radiotherapy to the prostate, OR radical prostatectomy, OR cryotherapy) for all male patients with prostate
cancer who receive interstitial prostate brachytherapy, external beam radiotherapy to the prostate, radical
prostatectomy, or cryotherapy during the reporting period. Each episode of radiation therapy in an eligible patient
receiving external beam radiotherapy to the prostate occurring during the reporting period will be counted when
calculating the reporting and performance rates. The PQRS quality-data code or equivalent needs to be submitted
only once during the episode of radiation therapy (eg, 8 weeks of therapy). It is anticipated that clinicians who
perform the listed procedures as specified in the denominator coding will submit this measure.

Measure Reporting via Registry:
|CD-9-CM/ICD-10-CM diagnosis codes and CPT codes and QDC code are used to identify patients who are included
in the measure’s denominator. The listed numerator options are used to report the numerator of the measure.

The quality-data codes listed do not need to be submitted for registry-based submissions; however, these codes may
be submitted for those registries that utilize claims data.

DENOMINATOR:
All patients, regardless of age, with a diagnosis of prostate cancer at low risk of recurrence receiving interstitial
prostate brachytherapy, OR external beam radiotherapy to the prostate, OR radical prostatectomy, OR cryotherapy

Definitions:

Risk Strata: Low, Intermediate, or High -

Low Risk — PSA < 10 ng/mL; AND Gleason score 6 or less; AND clinical stage T1c or T2a. (AUA, 2007)
Intermediate Risk — PSA > 10 to 20 ng/mL; OR Gleason score 7; OR clinical stage T2b, and not qualifying
for high risk. (AUA, 2007)

High Risk — PSA > 20 ng/mL; OR Gleason score 8 to 10; OR clinically localized stage T3a. (NCCN, 2011)

Denominator Criteria (Eligible Cases):

Any male patient, regardless of age

AND

Diagnosis for prostate cancer (ICD-9-CM) [for use 1/1/2015-9/30/2015]: 185

Diagnosis for prostate cancer (ICD-10-CM) [for use 10/01/2015-12/31/2015]: C61

AND

Patient encounter during the reporting period (CPT): 55810, 55812, 55815, 55840, 55842, 55845,
55866, 55873, 55875, 55876, 77427, 77776, 77777, 77778, 77787

AND

Low risk of recurrence, prostate cancer: 3271F

NUMERATOR:
Patients who did not have a bone scan performed at any time since diagnosis of prostate cancer
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