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IRIS Registry Terms of Use

Requirements for IRIS Registry practices are as follows:

Ophthalmic or medical practice must have at least one active, practicing ophthalmologist who is an
Academy member and

All ophthalmologists affiliated with the practice are Academy members in a “practicing ophthalmologist”
(active fellow, active member, active member in training) category

In addition to Academy membership, integrated EHR users may need to meet certain technical requirements
(https://www.aao.org/iris-registry/ehr-systems)

Check your Academy membership status through www.aao.org/membership

Optometrists can use the IRIS Registry only if they are employed by an ophthalmologist or an ophthalmic
practice

Membership

To use the IRIS Registry, all ophthalmologists in the practice must be Academy members in good
standing (i.e., have paid their current year’s member dues — this is the reporting year for MIPS).

If even one ophthalmologist- including a part-time ophthalmologist — does not have a current Academy
membership, no one in the practice can use the IRIS Registry for the practice. The only exceptions are
neurologists who are certified by the American Board of Neurology, and not the American Board of
Ophthalmology.

An active Academy member who works part time at another practice with all member ophthalmologists
may be able to use the IRIS Registry for that practice ifthe practice has registered to use the IRIS Registry.

How to check that all ophthalmologists are active Academy members:

o If you have each ophthalmologist’s AAO.org login email and password, you can individually
check each person’s membership on the website. Note that members who have been lapsed by
more than one year may not show a current dues bill when you log in.

o Ifyou don’t have everyone’s login, contact Academy member services
(member services@aao.org) or 415 561-8581. You will need the name of each ophthalmologist
who works for the practice, both full and part time.
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Introduction:

More than a dozen years, the Board of Trustees and the then Chief Executive Officer of the
American Academy of Ophthalmology seized the initiative to lead in eye care by creating the IRIS®
Registry (Intelligent Research in Sight) for the purposes of quality improvement, providing the
abilityfor practices to quantify their performance and to compare with others in the country. For
the first time, practices could benchmark their performance and have current, actionable
feedback to be able to spot areas needing improvement, to make changes in process and
documentation, and then to re-measure their performance to see differences. The uptake from
the Academy membership was quite rapid, with 3,000 practices signing up in the firstyear.
Currently, as of January 2023, there are 17,994 ophthalmologists and their eligible clinicians in
practice with them participating in the IRIS Registry.

Another important objective of the IRIS Registry was to help practices with their quality reporting
to the Centers for Medicare & Medicaid Services (CMS) and other payers, first with the Physician
Quality Reporting System, and then with the Merit-Based Incentive Payment System (MIPS). The
MIPS program moves eligible clinicians to a performance-based paymentsystem. It would be
difficult for ophthalmologists on their own to be able to collate their electronic health record
data for quality measures over the entire year. The Academy staff, both in San Francisco and in
Washington D.C., have a wealth of expertise about the MIPS program and quality reporting. The
IRIS Registry is a CMS-approved Qualified Clinical Data Registry, with eye care measures and other
general medical measures, many of which have been created by the Academy. Over the 5 years of
MIPS reporting, ophthalmologists participating in the IRIS Registry have saved a little over $1.2
billion in avoided penalties. In addition, a majority of ophthalmologists participating in the IRIS
Registry have earned smallbonuses each year.

Another benefit of the IRIS Registry are the scientific advancements afforded by the accumulation
of de-identified data. As of January 1, 2023, 70 articles have been published from the IRIS Registry
database, and 178 presentations, either in paper or poster format, have beenprovided at scientific
meetings in the United States and around the world. The insights gleaned from the real-world
evidence in the IRIS Registry database will enhance ophthalmologists’ understanding of the
natural history of disease, risk factors for disease progression, and improvement of patient
outcomes in everyday practice. As of January 1, 2023, there are an aggregate of 78.6 million
patients in the IRIS Registry database.

This is a comprehensive reference guide for your practice to utilize the IRIS Registry for quality
improvement and MIPS reporting. This should be referred to for when and what to doduring the
year to optimize patient outcomes and performance on quality measures, and to report MIPS in a
timely and efficient manner. This can be passed on when there are staff transitions within the
practice, or to remind current staff of responsibilities over the performance year.ltis the
Academy’s sincerest hope that this guide will help youin monitoring your quality performance on a
regular basis, using the feedback to learn and make any process improvements, and seeing these
improvements in subsequent performance rates, and enhanced team communications and/or
documentation.
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IRIS Registry and MIPS 2023 Deadlines

June 15, 2023

July 1, 2023

August 1, 2023

September 1, 2023

October 3, 2023

October 31, 2023

January 31, 2024

New practices must register for EHR integration — this deadline also includes existing
practices for IRIS Registry with EHR and/or practice management (PM) system changes
that will require integration. No new EHR integrations will be accepted after this
deadline.

Practices need to submit IRIS Registry projects to the American Board of Ophthalmology
to earn Continuing Certification (MOC) MIPS credit with Improvement Project or to earn
credit for both ABO Continuing Certification (MOC) and a MIPS improvement activity
(IA_PSPA 2: Participation in MOC Part IV)

New practices and existing practices with EHR and/or PM system changes should be
integrated.

EHR-integrated practices should update clinician and location information, and make
2023 Academy membership dues payments for ophthalmologists so that they are in
good standing. Practices can contact Academy member services for invoices and dues
status (member_services@aao.org; 415 561-8581 or 866 561-8558) No new clinician
and location data can be integrated into dashboard performance if notification is not
made by this deadline.

Last day to start 90-day reporting period for Promoting Interoperability and
improvement activities

EHR-integrated practices must submit tickets for mapping refinements. No new
mapping refinement tickets will be accepted after this deadline.

All practices reporting for 2023 MIPS should sign their Data Release Consent Form,
select their quality measures for reporting or submit data for their quality measures for
reporting, enter data for the Promoting Interoperability performance category, attest to
improvement activity(ies) and click to submit all MIPS performance categories to CMS.
The last date to submit to CMS is March 31, 2024 but the lateness of the reporting will
not allow for any resubmissions or quality checks.
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Roadmaps

The Academy releases Small and Large Practice Roadmaps each year to help guide you through the decision-
making for successful MIPS reporting. Small practices have some scoring advantages over their large practice
counterparts, thus the reason for separate roadmaps. As you go through your roadmap, keep handy EyeNet MIPS
2023: Primer and Reference (posted online ahead of print).

In 2023, the threshold to avoid the penalty on 2025 reimbursements from Medicare Fee For Service is a MIPS final
score of 75 points.

How you earn those points depends upon which performance categories make up your MIPS score. The decisions
you face depend upon how high you can score in the quality performance category and whether you qualify for
the cost and Promoting Interoperability (PI) categories. For example, a practice that doesn’t perform cataract
surgery is not subject to the cost category. Refer to this table on the next page as you look through your practice’s
roadmap.

2023 IRIS® Registry (Intelligent Research in Sight) Preparation Kit



Reweighting Scenario Practice Size Weighting in MIPS Final Score
Quality | PI Improvement | Cost
Activities

No Reweighting Needed

Default weightings apply Small or 30% 25% 15% 30%
large

Reweighting One Performance Category to a Zero Weight

No cost Small or 55% 30% 15% 0%
large

No promoting interoperability (Pl) | Small 40% 0% 30% 30%
Large 55% 0% 15% 30%

No quality Small or 0% 55% 15% 30%
large

No improvement activities Small or 45% 25% 0% 30%
large

Reweighting Two Performance Categories to a Zero Weight

No cost, no PI Small 50% 0% 50% 0%
Large 85% 0% 15% 0%

No cost, no quality Small or 0% 85% 15% 0%
large

No cost, no improvement Small or 70% 30% 0% 0%

activities large

No PI, no quality Small or 0% 0% 50% 50%
large

No PI, no improvement activities Small or 70% 0% 0% 30%
large

No quality, no improvement Small or 0% 70% 0% 30%

activities large

Reweighting Three Performance Categories to a Zero Weight

If CMS can only score you on one performance category, you would be assigned a MIPS final score of
75 points, which is enough to avoid the payment penalty.

Source: 86 FR 65521 Table 63 and 86 FR 65524 2022 Final Rule
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2023 Solo and Small-Practice Roadmap for the Merit-Based Incentive Payment
System

Step 1. Are You or Your Group Required to Report MIPS?
The clinician qualifies for an automatic exemption from MIPS if they meet one or more of the following criteria:
1. New to Medicare for 2023 and hasn’t previously submitted claims under Medicare
2. Less than or equal to $90,000 in Medicare Part B service allowed charges
3. Provides covered professional services to 200 or fewer Medicare Part B patients
4. Provides 200 or fewer covered professional services to Part B patients

a. When you treat more than 200 patients you are, by definition, performing at least 200
services

5. Clinician is a qualifying participant in an Advanced Alternative Payment Model.

The low volume criteria must be met in either of the following time periods to qualify for a MIPS exemption:
1. Oct1,2021 - Sept 30, 2022 + 30-day claims run out, and/or
2. Oct1, 2022 - Sept 30, 2023

Verify your status online using the QPP Participation Status Tool (https://qpp.cms.gov/participation-lookup) (look
under 2023 tab). According to CMS, the results of the first determination period were available Dec. 2022, and the
results of the second determination period should be available Nov. or Dec. 2023.

> Note: If the clinician is reporting as a part of a group, the threshold is evaluated at the group level
If the clinician is listed as a qualifying participant of an APM, they do not need to report for MIPS — although if they
do, they will be covered in the event the APM does not report.
Step 2. Are You in a Small Practice?

A small practice is defined as having 15 or fewer eligible clinicians. You can verify your status as a small practice
through the online QPP Participation Status Tool.
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Step 3. Define Your Goal: Do You Want to Avoid the Penalty or Try for a Bonus?

Goal

Avoid the maximum 9%
Penalty

Avoids a Penalty

Very Small Bonus

Small Bonus

Effect on Reimbursement

Avoids the full 9% penalty on your 2025 Medicare Part B
services reimbursements. (Between 18.76 and 74.99 points,
the penalty is on a sliding scale, ranging from approximately
6.75% - 0.01%)

Avoids a penalty on your 2025 Medicare Part B services
reimbursements

Qualifies you for a very small bonus on your 2025 Medicare
Part B services reimbursements

(ex. The small bonus turned out to be about 0.1% for the 2021
performance year)

Quialifies you for a small bonus - there is no more exceptional
performance bonus pool but if CMS predictions of greater
penalties are correct, then there will be more money in the
budget-neutral bonus pool, which may offset loss of the
exceptional performance bonus pool

(For the 2021 performance year, the exceptional performance
bonus for a perfect final score of 100 points was 2.33%)

Step 4. How to Achieve Your Goal for the 2023 Performance Year

MIPS Final Score
Required

18.76 points

75 points

Above 75 points

Above 75 points

The MIPS final score is the weighted sum of performance category scores. For example, if a category is weighted at
40%, it contributes up to 40 MIPS final score points to the total score of up to 100 points.

MIPS Performance Category 2023 Score Weight
Quality 30%
Promoting interoperability 25%
Improvement activities 15%
Cost 30%
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L X4
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For those eligible for the cost performance category

You may be eligible for the cost performance category if you perform 10 or more cataract surgeries in the
performance year OR 10 or more melanoma resections in the performance year OR your practice reports at
the group-level and one or more colleagues are scored on cost (because, for example, they are cataract
surgeons, or you are in a multispecialty practice and a non-ophthalmology cost measure applies).

To Avoid a Penalty

This requires MIPS final score of 75 points. Do all the following:

Improvement activities category:

o

If individual reporting, complete 1 high-weighted or 2 medium-weighted improvement activities for 90+
consecutive days.

If group reporting, at least 50% of eligible clinicians in your group must complete the same 1 high-
weighted or 2 medium-weighted activities in any continuous 90-day period. The clinicians do not need to
share the same 90-day period.

Quality category:

Report on at least 6 quality measures, 1 of which must be an outcome or, if no outcome measure is available,
another type of high priority measure.

o

L X4

*

3

*

For Small Practices without EHR:

o  Fully report (on at least 70% of denominator-eligible1 patients to meet the data completeness
threshold, and providing the total eligible patient populations for the reporting period AND with at
least 20 patients in the denominator) for all 6 quality measures

e  You must average 7.75 quality measure points across all 6 measures (with the automatic Pl hardship
for small practices and assuming at least 10 points out of 30 points for the cost category)

For Small Practices with EHR (and not taking the automatic Pl hardship exception):

e  Fully report (on at least 70% of denominator-eligible1 patients to meet the data completeness
threshold and providing the total eligible patient populations if not reflective of the entire reporting
period AND with at least 20 patients in the denominator) for all 6 quality measures

e The score you need will depend on how well you do in the EHR-based PI category

Promoting Interoperability category:

All small practices will receive an automatic Pl hardship reweighting.

o

7
*

If you have a 2015 Edition Cures Update certified electronic health record technology (CEHRT), complete
the Pl required measures’ and try to maximize your performance where possible.

For those not eligible for the cost category (the category is reweighted)

For group reporting, if you are in an ophthalmic only practice that performs fewer than 10 cost category
eligible cataract surgeries, your cost category score should be reweighted to the quality and Pl categories.
The same applies for individual reporting if you perform fewer than 10 cost category eligible cataract
surgeries. Do all the following:

Improvement activities category:

o

If individual reporting, complete 1 high-weighted or 2 medium-weighted improvement activities for 90+
consecutive days within the 2023 performance year.

! The IRIS Registry reports on 100% of denominator-eligible patients for IRIS Registry-EHR integrated practices.
2 www.aao.org/medicare/promoting-interoperability
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o If group reporting, at least 50% of eligible clinicians in your group must complete the same 1 high-
weighted or 2 medium-weighted activities in any continuous 90-day period within the 2023 performance
year. The clinicians do not need to share the same 90-day period.

Quality category:

Report on at least 6 quality measures, 1 of which must be an outcome measure or, if no outcome measure is
available, another type of high priority measure.

7

% For Small Practices without EHR:

e Fully report (on at least 70% of denominator—eligible3 patients, and providing the total eligible patient
populations for the reporting period AND with at least 20 patients in the denominator) for all 6
quality measures

e  You must average at least 4.0 out of 10 points on all measures assuming you are approved for the Pl
hardship.

o

+*» For Small Practices with EHR (and not taking the automatic Pl hardship exception):

e  Fully report (on at least 70% of denominator-eligible3 patients to meet the data completeness
threshold and providing the total eligible patient populations if not reflective of the entire reporting
period AND with at least 20 patients in the denominator) for all 6 quality measures

e The score you need will depend on how well you do in the EHR-based PI category
Promoting Interoperability category:
All small practices will receive an automatic Pl hardship reweighting.
o Ifyou have a 2015 Edition Cures Update CEHRT, complete the Pl required measures” and try to maximize
your performance where possible.
Step 5: Choose your measures and/or activities.

» Note: Each MIPS category can be reported on the same or on different performance periods as the other
MIPS categories. However, within each MIPS category, typically all measures or activities must be
reported for the same period.

Improvement activities category:
Performance period: 90+ consecutive days

o To fulfill the entire improvement activities category score: complete 1 high-weighted or 2 medium-
weighted improvement activities

o  Each high-weighted improvement activity will count for 100% of the category score
o Each medium-weighted improvement activity will count for 50% of the category score

o Group Reporting: At least 50% of the group's clinicians need to perform the same IA(s) for the whole
group to get credit. The clinicians performing the IA(s) do not all need to perform it on the same 90+
consecutive day period for the group to get credit.

Note: Do not report on more activities than required to fulfill the category. CMS can audit each activity you report.

The following are improvement activities that many clinicians/practices already do routinely as well as new
activities added to the IRIS Registry for 2023. Read the activity specifications available on the Academy’s website.’

* The IRIS Registry reports on 100% of denominator-eligible patients for IRIS Registry-EHR integrated practices.
* www.aao.org/medicare/promoting-interoperability
* www.aao.org/medicare/improvement-activities
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High-Weighted

IA_EPA_1: Provide 24/7 Access

=  Evidence of urgent patients being seen in the practice on the same or next day
= No EHR required

IA_AHE_1: Enhance Engagement of Medicaid and Other Underserved Populations
=  Evidence of an analysis of trends in inequities in time to treat data

=  Documentation of implementation of plans of activities to address inadequacies in time to treat
performance and outcomes of these activities

= No EHR required
IA_AHE_6: Provide Education Opportunities for New Clinicians

=  Documentation of participation as a preceptor for clinicians-in-training and clinical rotation
assignments in community practices in small, underserved, or rural areas

= No EHR required
IA_ERP_3: COVID-19 Clinical Trials

= Evidence of treatment of patients diagnosed with COVID-19 and reporting their data to a QCDR,
such as the IRIS Registry

=  EHR required

IA_AHE_8: Create and Implement an Anti-Racism Plan — NEW

=  Evidence of a practice-wide review and implementation of an anti-racism plan
= No EHR required

IA_AHE_11: Create and Implement a Plan to Improve Care for Lesbian, Gay, Bisexual, Transgender
and Queer Patients — NEW

=  Evidence of a practice-wide review and implementation of a plan to improve care for LGBTQ+
patients

= No EHR required
IA_BE_25: Drug Cost Transparency — NEW

=  Evidence of use of the Real-Time Benefit Tool and discussion of alternative medications and
assistance programs

= No EHR required
IA_EPA_6: Create and Implement a Language Access Plan - NEW

=  Review of existing tools and practice, creation of a gap analysis memo, a plan to improve
language access and a report with results of plan implementation

= No EHR required

Medium-Weighted

IA_CC_1: Implementation of Use of Specialist Reports Back to Referring Clinician or Group to Close
the Referral Loop

=  Evidence that consultant sends report to referring clinician or that referring clinician has a
process for capturing referral information in medical records

= No EHR required
2023 IRIS® Registry (Intelligent Research in Sight) Preparation Kit



IA_CC_2: Implementation of Improvements That Contribute to More Timely Communication of Test
Results

= Evidence of a process that reduces time before communicating test results that includes the
population identified, method of communication and benchmark for timeliness and strategies for
improvement

®= No EHR required
IA_AHE_7: Comprehensive Eye Exams

=  Evidence of promotion of comprehensive eye exams and caring for underserved patients at no
cost (e.g., through the Academy's EyeCare America)

=  Promoting access to vision rehabilitation services as appropriate for individuals with chronic
vision impairment

= No EHR required

IA_PSPA_2: Participation in MOC Part IV

=  Evidence of participation in MOC Part IV

= No EHR required

IA_PSPA_7: Use of QCDR Data for Ongoing Practice Assessments and Improvements

=  Feedback reports and documentation of how QCDR data is used for quality improvement or
improvements in patient safety

=  EHR required

IA_AHE_9: Implement Food Insecurity and Nutrition Risk Identification and Treatment Protocols -
NEW

= Documentation of screening tools for identifying at-risk patients and an implementation plan to
advance support to patients and results achieved

= No EHR required

IA_AHE_10: Adopt Certified Health Information Technology for Security Tags for Electronic Health
Record Data - NEW

= Documentation of implementation of technology meeting security tags criteria in practice
systems and clinical workflows

= EHRrequired
IA_ERP-4: Implementation of a Personal Protective Equipment (PPE) Plan - NEW

=  Documentation of a PPE plan, including plans for conventional, contingency and crisis capacity,
staff training materials and procurement or existing inventory

= No EHR required
IA_ERP-6: COVID-19 Vaccine Achievement for Practice Staff - NEW

=  Evidence showing that COVID-19 vaccinations are up to date for staff according to current CDC
guidelines, including standardized approach to document vaccine status, employee education
and process for vaccine administration

=  EHRrequired
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e |A_PM_18: Provide Clinical-Community Linkages - NEW

=  Documentation of engagement with community health workers, and coordination with primary
care, and use of quality measurement and improvement processes

= No EHR required
e |A_PSPA_15: Implementation of an ASP - NEW

=  Evidence of leadership of an Antimicrobial Stewardship Program (ASP) that measures
appropriate use of antibiotics for several different conditions

= No EHR required
Quality category:
Performance period: Full calendar year

» Reminder: Unless you receive a hardship exception for the quality performance category, it is not possible
to ensure a MIPS final score of 75 points without fully reporting on 6 quality measures

General Quality Category Information:

o This category must be performed for the full calendar year on 70% of denominator-eligible patients to
meet the data completeness threshold and providing the total eligible patient populations if not reflective
of the entire calendar year AND at least 20 patients in the denominator for each measure AND a
performance rate >0 (or <100 if an inverse measure).6 CMS emphasizes that 100% of eligible patients is
desired for MIPS reporting.

o Report on at least 6 quality measures, 1 of which must be an outcome measure or, if no outcome
measure is available, another type of high priority measure

o Review the measure achievement point benchmark table to make sure your choices maximize your point
potential

o Bonus points: Small Practice Bonus (6 bonus points for the category)

= All small practices that report on at least one quality measure will receive 6 bonus points within
the quality category

Promoting Interoperability category:
This requires the use of 2015 Edition Cures Update CEHRT.
Performance period: 90+ consecutive days

> Note: You can only report data that is captured by 2015 Edition Cures Update CEHRT for this category. If
you report as a group, you will not be downgraded if not all your clinicians use 2015 Edition Cures Update
CEHRT.

How CMS Scores the Category
o Four Pl objectives are required’

o Toreceive any credit for the category, you must meet the reporting requirements--or, where available,
claim an exclusion--for all the required measures

o Some of these measures will be scored based on your performance rate

o Some measures are optional bonus measures

6

Note: CMS emphasizes that 100% of eligible patients is desired for MIPS
” The number depends on whether you report the new HIE Bi-Directional Exchange measure or the two Support Electronic Referral Loops
measures
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o

Four critical attestations - To score more than 0% for Pl, you must submit “Yes” for:
e The Security Risk Analysis attestation

e  The SAFER Guides attestation

e The Prevention of Information Blocking attestation

e The ONC Direct Review attestation

How to Report Measures

o

o

You must submit all required measures to get any Pl credit.
For each performance rate-based measure, you must have at least one patient in the numerator
Exclusion for Query of Prescription Drug Monitoring Program (PDMP)

A clinician is unable to electronically prescribe Schedule Il opioids and Schedule Ill and IV drugs, OR writes
fewer than 100 permissible prescriptions during the performance period, OR querying a PDMP would
impose an excessive workflow or cost burden prior to start of performance period

Exclusion for Support Electronic Referral Loops by Sending Health Information measure:

A clinician who transfers a patient to another setting or refers a patient fewer than 100 times during the
performance period

Exclusion for Support Electronic Referral Loops by Receiving and Reconciling Health Information measure:

A clinician who receives transitions of care or referrals or has patient encounters in which the clinician has
never before encountered the patient fewer than 100 times during the performance period

Exclusion for Immunization Registry Reporting measure:

A clinician does not administer any immunizations to any of the populations for which data is collected by
their jurisdiction, OR operates in a jurisdiction where no immunization registry is capable of accepting the
data in the specific standards required to meet the CEHRT definition OR operates in a jurisdiction where
no immunization registry has declared readiness to receive immunization data

Exclusion for Electronic Case Reporting measure:

A clinician does not treat or diagnose any reportable diseases for which data is collected by their
jurisdiction, OR operates in a jurisdiction where no public health agency is capable of accepting the data in
the specific standards required to meet the CEHRT definition OR operates in a jurisdiction where no public
health agency has declared readiness to receive electronic case reporting data
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Objective

e-Prescribing

Health-information
exchange

Provider to Patient
Exchange

Public Health and
Clinical Data
Exchange

Measures

e-Prescribing**

Query of Prescription Drug Monitoring
Program**

Support electronic referral loops by sending
health information**

Support electronic referral loops by
receiving and reconciling health
information**

OR

HIE Bi-Directional Exchange
OR
Enabling Exchange under TEFCA

Provide Patients Electronic Access to Their
Health Information

Report the following two measures:
Immunization Registry Reporting**
Electronic Case Reporting**

Optional measures:

Clinical data registry reporting, OR
Public health registry reporting, OR

Syndromic surveillance reporting

Reporting requirement

Numerator/denominator
Yes/No

Numerator/denominator

Numerator/denominator

OR
Yes/No
OR
Yes/No

Numerator/denominator

Yes/No

IRIS Registry EHR-integrated practices qualify for the Clinical Data Registry reporting bonus measure.

Maximum
points

10 points
10 points

15 points

15points

OR
30 points
OR
30 points

25 points

25 points

5 points bonus

(maximum,
even if more
than 1 registry)

**Exclusions are available for the Registry measures. Check the exclusions on the measure specifications to see if

you qualify.?

Measures that depend upon your performance rate will be scored by multiplying the performance rate (calculated
from the numerator and denominator you submit) by the available points for the measure.

8 www.aao.org/medicare/promoting-interoperability/measures and EyeNet’s MIPS 2023: A Primer and Reference
2023 IRIS® Registry (Intelligent Research in Sight) Preparation Kit
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STEP 6: Submission

The January after the end of the performance year is when the submission function is activated in the IRIS Registry.
You must press the submit button for your information to go to CMS. Watch for announcements from the
Academy.

Academy Resources:

Eye on Advocacy®: This news page is updated every Thursday evening and new stories are sent to
Members by the Washington Report Express email. It is the first place you will see any changes
discussed and explained.

Academy MIPS Webpages: www.aao.org/medicare/mips.

EyeNet’s MIPS 2023: A Primer and Reference: www.aao.org/eyenet/mips-manual-2023
Email IRIS Registry questions to: irisregistry@aao.org

Email MIPS questions to: mips@aao.org

AAOQE e-Talk For AAOE Members:

https://aao.mobilize.io/users/sign_in

° www.aao.org/advocacy/eye-on-advocacy
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2023 Large Practice Roadmap for the Merit-Based Incentive Payment System

Step 1. Are You or Your Group Required to Report MIPS?
A clinician qualifies for an automatic exemption from MIPS if they meet one or more of the following:
1. New to Medicare for 2023 and hasn’t previously submitted claims under Medicare
2. Less than or equal to $90,000 in Medicare Part B service allowed charges, and/or
3. Provides covered professional services to 200 or fewer Medicare Part B patients, and/or
4. Provides 200 or fewer covered professional services to Part B patients

a. When you treat more than 200 patients you are, by definition, performing at least 200
services

5. Clinician is a Qualified Participant in an Advanced Alternative Payment Model

The low volume criteria must be met in either of the following time periods to qualify for a MIPS exemption:
1. Oct1,2021 - Sept 30, 2022 + 30-day claims run out, and/or
2. Oct1,2022 - Sept 30, 2023

Verify your status online using the QPP Participation Status Tool (https://qpp.cms.gov/participation-lookup) (look

under 2023 tab). According to CMS, the results of the first determination period were available Dec. 2022, and th
results of the second determination period should be available Nov. or Dec. 2023.

> Note: If the clinician is reporting as a part of a group, the threshold is evaluated at the group level
If the clinician is listed as a qualified participant of an APM, they do not need to report for MIPS although if they
do, they’ll be covered in the event the APM does not report.
Step 2. Are You in a Large Practice?
A large practice is defined as 16 or more eligible clinicians.

If you are in a small practice, please refer to the Small Practice Roadmap.

2023 IRIS® Registry (Intelligent Research in Sight) Preparation Kit
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Step 3. Define Your Goal: Do You Want to Avoid the Penalty or Try for a Bonus?

Goal

Avoid the maximum 9%
Penalty

Avoids a Penalty

Very Small Bonus

Small Bonus

Effect on Reimbursement

Avoids the full 9% penalty on your 2025 Medicare Part B
services reimbursements. (Between 18.76 and 74.99 points,
the penalty is on a sliding scale, ranging from approximately
6.75% - 0.01%)

Avoids a penalty on your 2025 Medicare Part B services
reimbursements

Qualifies you for a very small bonus on your 2025 Medicare
Part B services reimbursements

(ex. The small bonus turned out to be about 0.1% for the 2021
performance year)

Quialifies you for a small bonus - there is no more exceptional
performance bonus pool but if CMS predictions of greater
penalties are correct, then there will be more money in the
budget-neutral bonus pool, which may offset loss of the
exceptional performance bonus pool

(For the 2021 performance year, the exceptional performance
bonus for a perfect final score of 100 points was 2.33%.)

Step 4. How to Achieve Your Goal for the 2023 Performance Year

MIPS Final Score
Required

18.76 points

75 points

Above 75 points

Above 75 points

The MIPS final score is the weighted sum of performance category scores. For example, if a category is weighted at
40%, it contributes up to 40 MIPS final score points to the total score of up to 100 points.

MIPS Performance Category 2023 Score Weight
Quality 30%
Promoting interoperability 25%
Improvement activities 15%
Cost 30%

2023 IRIS® Registry (Intelligent Research in Sight) Preparation Kit
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To Avoid a Penalty
This requires MIPS final score of 75 points. Do all the following:
Improvement activities category:

o Complete 2 high-weighted OR 4 medium-weighted OR 1 high-weighted and 2 medium-weighted
improvement activities for 90+ consecutive days.

o If group reporting, at least 50% of eligible clinicians in your group must Complete 2 high-weighted OR 4
medium-weighted OR 1 high-weighted and 2 medium-weighted improvement activities in any continuous
90-day period. The clinicians do not need to share the same 90-day period.

Quality category:

Report on at least 6 quality measures, 1 of which must be an outcome or, if no outcome measure is available,
another type of high priority measure.

Report each quality measure:
o For the full calendar yearlo; and

o On atleast 70% of denominator-eligible patients to meet the data completeness threshold and providing
the total eligible patient populations if not reflective of the entire reporting period; and

o  With at least 20 patients in the denominator
Promoting interoperability category:
o With 2015 Edition Cures Update CEHRT, complete the Pl required measures and try to maximize your
performance where possible
Step 5: Choose your measures and/or activities.

» Note: Each MIPS category can be reported on the same or on different performance periods as the other
MIPS categories. However, within each MIPS category, typically all measures or activities must be
reported for the same period.

Improvement activities category:
Performance period: 90+ consecutive days

o To fulfill the entire improvement activities category score: complete 1 high-weighted or 2 medium-
weighted improvement activities

o Each high-weighted improvement activity will count for 100% of the category score
o Each medium-weighted improvement activity will count for 50% of the category score

o Group Reporting: At least 50% of the group's clinicians need to perform the same IA(s) for the whole
group to get credit. The clinicians performing the IA(s) do not all need to perform it on the same 90+
consecutive day period for the group to get credit.

Note: Do not report on more activities than required to fulfill the category. CMS can audit each activity you report.

The following are improvement activities that many clinicians/practices already do routinely as well as new
activities added to the IRIS Registry for 2023. Read the activity specifications available on the Academy’s website. ™

High-Weighted
e |A_EPA_1: Provide 24/7 Access

=  Evidence of urgent patientsA being seen in the practice on the same or next day

'° The IRIS Registry allows you to report from the beginning of the year.
" www.aao.org/medicare/improvement-activities
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https://www.aao.org/medicare/promoting-interoperability/measures

= No EHR required
e |A_AHE_1: Enhance Engagement of Medicaid and Other Underserved Populations
=  Evidence of an analysis of trends in inequities in time to treat data

=  Documentation of implementation of plans of activities to address inadequacies in time to treat
performance and outcomes of these activities

= No EHR required
e |A_AHE_6: Provide Education Opportunities for New Clinicians

=  Documentation of participation as a preceptor for clinicians-in-training and clinical rotation
assignments in community practices in small, underserved, or rural areas

= No EHR required
e |A_ERP_3: COVID-19 Clinical Trials

=  Evidence of treatment of patients diagnosed with COVID-19 and reporting their data to a QCDR,
such as the IRIS Registry

= EHRrequired

e |A_AHE_8: Create and Implement an Anti-Racism Plan — NEW
=  Evidence of a practice-wide review and implementation of an anti-racism plan
= No EHR required

e |A_AHE_11: Create and Implement a Plan to Improve Care for Lesbian, Gay, Bisexual, Transgender
and Queer Patients — NEW

=  Evidence of a practice-wide review and implementation of a plan to improve care for LGBTQ+
patients

= No EHR required
e |A_BE_25: Drug Cost Transparency — NEW

=  Evidence of use of the Real-Time Benefit Tool and discussion of alternative medications and
assistance programs

= No EHR required
e |A_EPA_6: Create and Implement a Language Access Plan - NEW

=  Review of existing tools and practice, creation of a gap analysis memo, a plan to improve
language access and a report with results of plan implementation

= No EHR required

Medium-Weighted

e |A _CC_1: Implementation of Use of Specialist Reports Back to Referring Clinician or Group to Close
the Referral Loop

= Evidence that consultant sends report to referring clinician or that referring clinician has a
process for capturing referral information in medical records

=  No EHR required
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IA_CC_2: Implementation of Improvements That Contribute to More Timely Communication of Test
Results

= Evidence of a process that reduces time before communicating test results that includes the
population identified, method of communication and benchmark for timeliness and strategies for
improvement

®= No EHR required
IA_AHE_7: Comprehensive Eye Exams

=  Evidence of promotion of comprehensive eye exams and caring for underserved patients at no
cost (e.g., through the Academy's EyeCare America)

=  Promoting access to vision rehabilitation services as appropriate for individuals with chronic
vision impairment

= No EHR required

IA_PSPA_2: Participation in MOC Part IV

=  Evidence of participation in MOC Part IV

= No EHR required

IA_PSPA_7: Use of QCDR Data for Ongoing Practice Assessments and Improvements

=  Feedback reports and documentation of how QCDR data is used for quality improvement or
improvements in patient safety

=  EHR required

IA_AHE_9: Implement Food Insecurity and Nutrition Risk Identification and Treatment Protocols -
NEW

= Documentation of screening tools for identifying at-risk patients and an implementation plan to
advance support to patients and results achieved

= No EHR required

IA_AHE_10: Adopt Certified Health Information Technology for Security Tags for Electronic Health
Record Data - NEW

= Documentation of implementation of technology meeting security tags criteria in practice
systems and clinical workflows

= EHRrequired
IA_ERP-4: Implementation of a Personal Protective Equipment (PPE) Plan - NEW

=  Documentation of a PPE plan, including plans for conventional, contingency and crisis capacity,
staff training materials and procurement or existing inventory

= No EHR required
IA_ERP-6: COVID-19 Vaccine Achievement for Practice Staff - NEW

= Evidence showing that COVID-19 vaccinations are up to date for staff according to current CDC
guidelines, including standardized approach to document vaccine status, employee education
and process for vaccine administration

=  EHRrequired
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e |A_PM_18: Provide Clinical-Community Linkages - NEW

=  Documentation of engagement with community health workers, and coordination with primary
care, and use of quality measurement and improvement processes

= No EHR required
e |A_PSPA_15: Implementation of an ASP - NEW

=  Evidence of leadership of an Antimicrobial Stewardship Program (ASP) that measures
appropriate use of antibiotics for several different conditions

= No EHR required

Quality category:
Performance period: Full calendar year

» Reminder: Unless you receive a hardship exception for the quality performance category, it is not possible
to ensure a MIPS final score of 75 points without fully reporting on 6 quality measures

General Quality Category Information:

o This category must be performed for the full calendar year on 70% of denominator-eligible patients to
meet the data completeness threshold and providing the total eligible patient populations if not reflective

of the entire calendar year AND at least 20 patients in the denominator for each measure AND a
performance rate >0 (or <100 if an inverse measure).12 CMS emphasizes that 100% of eligible patients is
desired for MIPS reporting.

o Report on at least 6 quality measures, 1 of which must be an outcome measure or, if no outcome
measure is available, another type of high priority measure

o Review the measure achievement point benchmark table to make sure your choices maximize your point
potential

Promoting interoperability category:
This requires the use of 2015 Edition Cures Update CEHRT.
Performance period: 90+ consecutive days

> Note: You can only report data that is captured by 2015 Edition Cures Update CEHRT for this category. If
you report as a group, you will not be downgraded if not all your clinicians use 2015 Edition Cures Update
CEHRT.

How CMS Scores the Category
o  Four Pl objectives are required13

o Toreceive any credit for the category, you must meet the reporting requirements--or, where available,
claim an exclusion--for all the required measures

o Some of these measures will be scored based on your performance rate
o Some measures are optional bonus measures
o  Four critical attestations - To score more than 0% for PI, you must submit “Yes” for:

e The Security Risk Analysis attestation

12

Note: CMS emphasizes that 100% of eligible patients is desired for MIPS
 The number depends on whether you report the new HIE Bi-Directional Exchange measure or the two Support Electronic Referral Loops
measures
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e The SAFER Guides attestation
e The Prevention of Information Blocking attestation

e The ONC Direct Review attestation

How to Report Measures

o

o

You must submit all required measures to get any PI credit.
For each performance rate-based measure, you must have at least one patient in the numerator
Exclusion for Query of Prescription Drug Monitoring Program (PDMP)

A clinician is unable to electronically prescribe Schedule Il opioids and Schedule Ill and IV drugs, OR writes
fewer than 100 permissible prescriptions during the performance period, OR querying a PDMP would
impose an excessive workflow or cost burden prior to start of performance period

Exclusion for Support Electronic Referral Loops by Sending Health Information measure:

A clinician who transfers a patient to another setting or refers a patient fewer than 100 times during the
performance period

Exclusion for Support Electronic Referral Loops by Receiving and Reconciling Health Information measure:

A clinician who receives transitions of care or referrals or has patient encounters in which the clinician has
never before encountered the patient fewer than 100 times during the performance period

Exclusion for Immunization Registry Reporting measure:

A clinician does not administer any immunizations to any of the populations for which data is collected by
their jurisdiction, OR operates in a jurisdiction where no immunization registry is capable of accepting the
data in the specific standards required to meet the CEHRT definition OR operates in a jurisdiction where
no immunization registry has declared readiness to receive immunization data

Exclusion for Electronic Case Reporting measure:

A clinician does not treat or diagnose any reportable diseases for which data is collected by their
jurisdiction, OR operates in a jurisdiction where no public health agency is capable of accepting the data in
the specific standards required to meet the CEHRT definition OR operates in a jurisdiction where no public
health agency has declared readiness to receive electronic case reporting data
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Objective

e-Prescribing

Health-information
exchange

Provider to Patient
Exchange

Public Health and
Clinical Data
Exchange

Measures

e-Prescribing**

Query of Prescription Drug Monitoring
Program**

Support electronic referral loops by sending
health information**

Support electronic referral loops by
receiving and reconciling health
information**

OR

HIE Bi-Directional Exchange
OR
Enabling Exchange under TEFCA

Provide Patients Electronic Access to Their

Health Information

Report the following two measures:
Immunization Registry Reporting**
Electronic Case Reporting**

Optional measures:
Clinical data registry reporting, OR
Public health registry reporting, OR

Syndromic surveillance reporting

Reporting requirement

Numerator/denominator
Yes/No

Numerator/denominator

Numerator/denominator

OR
Yes/No
OR
Yes/No

Numerator/denominator

Yes/No

IRIS Registry EHR-integrated practices qualify for the Clinical Data Registry reporting bonus measure.

Maximum
points

10 points
10 points

15 points

15points

OR
30 points
OR
30 points

25 points

25 points

5 points bonus

(maximum,
even if more
than 1 registry)

**Exclusions are available for the Registry measures. Check the exclusions on the measure specifications to see if

you qualify.™

Measures that depend upon your performance rate will be scored by multiplying the performance rate (calculated
from the numerator and denominator you submit) by the available points for the measure.

1 www.aao.org/medicare/promoting-interoperability/measures and EyeNet’s MIPS 2023: A Primer and Reference
2023 IRIS® Registry (Intelligent Research in Sight) Preparation Kit
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STEP 6: Submission

The January after the end of the performance year is when the submission function is activated in the IRIS Registry.
You must press the submit button for your information to go to CMS. Watch for announcements from the
Academy.

Academy Resources:

Eye on Advocacy?®®: This news page is updated every Thursday evening and new stories are sent to
Members by the Washington Report Express email. It is the first place you will see any changes
discussed and explained.

Academy MIPS Webpages: www.aao.org/medicare/mips.

EyeNet’s MIPS 2023: A Primer and Reference: www.aao.org/eyenet/mips-manual-2023
Email IRIS Registry questions to: irisregistry@aao.org

Email MIPS questions to: mips@aao.org

AAOE e-Talk For AAOE Members:

https://aao.mobilize.io/users/sign_in

> www.aao.org/advocacy/eye-on-advocacy
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2015-Edition Cures Update CEHRT for Integrated Practices: Roles, Responsibilities,
and Schedule

Read this section if you are an EHR integrated practice with the IRIS Registry.

Integration Benefits

o The IRIS Registry remains the best option for ophthalmology practices to comply with MIPS requirements.
Integrating your practice’s EHR with the IRIS Registry simplifies the most burdensome part of MIPS
reporting: the quality performance category.

Your Role

o The Academy hears repeatedly from practices that they thought “the IRIS Registry took care of
everything.” It’s important to emphasize that the only automated aspect of integration is bringing over
the patient quality measure performance information. A practice must still regularly monitor the data as it
appears in the IRIS Registry against what is appearing in the EHR. Discrepancies found during monitoring
usually have four possible causes:

1.

Mapping Issue: If the IRIS Registry shows a patient does not meet a particular measure, but the
EHR system shows they do, that is a mapping issue. A request or ticket should be entered in the
Zendesk for Verana Support to report the discrepancy.

Data Entry Error: It is possible that the IRIS Registry and the EHR show the same outcome for a
patient, but you suspect the outcome to be different. If you verify that suspicion, then there may
have been a data entry error in the EHR and additional training of staff may be required. When
caught early, the EHR entry can be corrected and the data repulled for the IRIS Registry.

Lack of Clinician Awareness: It is also possible that you may need to review with the clinician
which quality measures are being reported and what information is needed to ensure the correct
outcome is recorded correctly in the EHR.

Failing to Add New Clinicians: Have you notified the IRIS Registry through your
datalink@veranahealth.com and your Practice Portal of any new clinicians joining the practice? If
not, then it will not know to pull data for them. The performance you see would not be
representative of the entire practice.

o Regardless of the cause, nothing can be done unless you catch it early. The Academy believes the data
should be checked no less than quarterly.

o Integration does not take care of the Promoting Interoperability (Pl) nor the improvement activity (1A)
reporting. These require you to perform some (minimal) manual data entry - outlined later in this guide —
in addition to the tasks necessary to report the quality category’s measures.
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o “Housekeeping” tasks are performed by you each year on the Verana Quality Measures (VQM)
Dashboard. These consist of:

Verifying your tax ID number (TIN) (Q1 2023)

Confirming Academy Member ID numbers for each ophthalmologist (Q1-Q2 2023)
Signing the Data Release Consent Form (DRCF) (January 2024)

Answering the “Validation” questions (January 2024)

Submitting your data to CMS after the performance period ends (before 3/31/2024)

Selecting Your Quality Measures

» Note: Using the data from your EHR to record the quality measure performance of your clinicians in the
IRIS Registry requires mapping. It cannot happen without your involvement. You must check the accuracy
of the mapping, and communicate performance to the clinicians for continued improvement over the

year.

The first thing to do at the beginning of the reporting period is look at your quality measures and select the quality
measures you would like to improve upon or focus on.

o Each yearitis prudent to review your group of quality measures. Some reasons are:

A quality measure may no longer be offered for the reporting method that you use
A quality measure may now offer fewer achievement points towards your MIPS score
Other measures may offer a better opportunity to earn more points

Adding measures without benchmarks offers a hedge against capped and stalled measures for the
future and even for the same reporting year if at least 20 practices submit eligible data.

o Benchmark Resources:

A benchmark table shows how many measure achievement points are possible for the performance
rate you reach on that measure. Each measure will have its own benchmarks for performance.

Check out the benchmark table in this prep kit.

There is also a comprehensive list of the measures by reporting pathway in this prep kit.

o Considerations in Making Your Selection for MIPS Submission:

You should pick at least six quality measures to submit for MIPS. These are the measures you expect
will give you the highest score. Let’s call them your core quality measures.

= At least one of the six should be classified as an outcome or, if none are available, another type
of high priority measure.

The Academy encourages you to report on more than six measures with special emphasis on the IRIS
Registry QCDR measures. Remember, you need to monitor the mapping on all measures you’d like to
report on regularly throughout the reporting year. More measures equal more monitoring.

There may be a restriction on the number of achievement points you can earn due to the measure’s
benchmarks (e.g. a 7-point cap).

Some are not benchmarked. (This means there is typically no guarantee of earning achievement
points when the 20-patient case minimum and 70% patient data completeness thresholds are met,
except for small practices are guaranteed at least 3 achievement points). See Some Benchmarks are
Subject to Scoring Limitations in EyeNet's MIPS 2023: A Primer and Reference for a full explanation.
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e In 2023, there is one measure (QPP130) that is capped at 7.0 achievement points — meaning, even
with a perfect performance, you can earn only 7.0 and not 10.0 achievement points. QPP128 does
not have a 2023 benchmark because of changes in the specifications or insufficient data, though CMS
could add benchmarks later if there is sufficient data submitted for the performance period. Two
other measures, QPP14 and QPP384, can also be reported by EHR-integrated practices, and these are
capped at 7.0 achievement points.

e  Five measures are stalled (QPP238, QPP141, QPP384, QPP389 and IRIS54), meaning some range of
points from 7.9 through 9.9 are not available. See Some Benchmarks are Subject to Scoring
Limitations of EyeNet's MIPS 2023: A Primer and Reference for a full explanation.

e For 2023, 11 IRIS Registry QCDR measures (only available through the IRIS Registry) have a full range
of achievement points: IRIS2, IRIS13, IRIS17, IRIS23, IRIS43, IRIS44, IRIS46, IRIS51, IRIS53, IRIS55, and
IRIS59. IRIS54 stalls at the 8™ decile, but otherwise has a fairly large range of achievement points.
CMS could add benchmarks later for the other IRIS Registry QCDR measures if there is sufficient data
submitted for the performance period.

e Look at the benchmark table for those that are of interest

= Onvyour first pass, pick measures that allow you to earn between up to 10.0 achievement points
without any gaps (no stalled measures and no capped measures).

> Note: Make sure at least one of them is classified as an outcome measure or, if none are
available, another type of high priority measure.

o Consider reporting IRIS Registry QCDR measures that are without benchmarks in addition to your core
selection. If you choose to report them, you will be assisting with the benchmarking for future years. This
will give ophthalmic practices a greater selection of measures that reflect their everyday practice and can
provide potentially more points than many other MIPS measures that are subject to scoring restrictions.

» Note: If enough practices report on the IRIS Registry QCDR measures then CMS may benchmark
them before your final score is released. It is possible that these could end up raising your score.
You have nothing to lose in reporting them in addition to your six core measures.

o Enter arequest or ticket in the Zendesk of Verana Support if you think that there are missing patients in
the numerator or denominator of the measures you wish to use for the current MIPS reporting period.
The vendor administering the IRIS Registry, Verana Health, will then proceed to refine the measure
calculations. Remember:

e Do it early rather than late in the year — the deadline to submit requests or tickets is October 31, 2023
e It's always prudent to watch the status of your service requests or tickets

e It’s your responsibility to check the mapping after each data pull and investigate

Staying on Schedule:

o Once you've picked your measures, it’s time to plan your schedule of events for the reporting period
o Staffing changes — after you've submitted MIPS IRIS Registry data for the previous year:

e Make sure your clinicians list is up to date in the IRIS Registry. This means making sure that new
clinicians are added and ones who departed during the prior reporting year are inactivated for the
current year. If clinicians leave during the current reporting period, you want to keep them active in
the IRIS Registry since their patients are included in the group’s performance for the year (assuming
you are reporting as a group). The vendor overseeing the IRIS Registry has the deadline of September
1, 2023 to add any new clinicians in your for mapping. You can update this information by emailing
datalink@veranahealth.com and in your Practice Portal.
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e Have there been changes to the administrative staff? If more people need IRIS Registry access, you
can take care of that in the Practice Portal section. If staff need to be inactivated, you can do that as
well. You can also add additional practice locations or inactivate those that were closed the prior
year.

January of the Current Reporting Year:

o

Choose your quality measures for MIPS submission. You should remain vigilant in checking the accuracy of
your VQM Dashboard.

Make sure all your clinicians are reported through the integration. If someone just joined your practice,
now is the time to submit a request or ticket in Zendesk of Verana Support asking that they be added or
email irisdatalink@veranahealth.com. Provide the individual NPl number. You will need to include
whether the individual is an ophthalmologist. If so, then include their Academy Member ID number in the
request or ticket.

» Note: Adding clinicians to the Practice Portal section of the VQM Dashboard, while necessary, is
not sufficient. You must still enter a request or ticket or email datalink@veranahealth.com to add
them to the VQM Dashboard.

Check to make sure your EHR is configured so your Pl performance is optimized. Make sure to review the
Pl measure requirements with the staff inputting the data into the EHR.

e Providing patients electronic access to their health information is a key measure in the PI category.
For specific steps on maximizing your score read the corresponding MIPS Tip?.

One way to improve your Pl score is to make sure your electronic contact information is recorded
with CMS.

e The Centers for Medicare & Medicaid Services asks you to add your secure electronic contact
information, also known as an electronic end point or "Direct address"? to your National Plan and
Provider Enumeration System (NPPES) profile.

= |f you do not know your exact electronic end point or Direct email address, contact your
electronic health record (EHR) vendor for this information. Go to the NPPES® website and update
your provider profile. You can add your electronic address under the “Health Information
Exchange” section. A CMS' Medicare Learn Network Matters* newsletter from April 16, 2019
(page four) provides more information on the necessary steps.

= Taking this step will help you and your colleagues succeed at Pl health information exchange
(HIE) measures by ensuring you, and physicians referring to you, can send referral information
electronically.

=  Completing this update connects the unique Direct address to a specific physician NPl number. It
will help ophthalmologists succeed in the PI HIE measures that are worth 30% of the overall Pl
score.

=  Along with entering your Direct addresses in NPPES, your practice may want to proactively
request Direct addresses from their referring physicians and update their EHR/PM system with
that information. Review PI reports for HIE sending referrals and confirm Direct addresses are
entered for all referring (out) physicians as well.

! www.aao.org/practice-management/article/mips-tips-provide-patients-electronic-access
2 www.healthit.gov/sites/default/files/directbasicsforprovidersqa_05092014.pdf

3 nppes.cms.hhs.gov/#/
4 www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/MM11003.pdf
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o Pick your IAs® and make sure your clinicians know that they are participating. Ensure that the
documentation outlined on the IA specification is collected in the event you are audited.

End of First Quarter:

o Review your quality measure mapping:

o If you find a mapping issue, enter a request or ticket as soon as possible
o Ifyou find a data entry issue, address the training issue

o If the quality measure performance is correct, then engage your clinicians

o Print out their individual VQM Dashboard reports on each measure for the first quarter. Let them see how
their work is contributing to the group’s performance.

o Begin the housekeeping tasks. These are necessary as they tell the IRIS Registry how to estimate your
MIPS score.

» Hint: You will need your EHR’s Certified IT Product List (CHPL) number. The easiest way to
obtain this number is to contact your EHR.

o Runyour Pl report from your EHR and review the results. The Pl reporting period is 90 consecutive days,
so you have time to improve your score. Of course, as soon as you get a great score in a 90-day period,
then you can consider yourself done with the performance category that much earlier.

» Hint: Plug your Pl measure performance report data into the VQM Dashboard Pl screen and you
can see what your estimated MIPS score will be for that 90-day period. You're not committing to
what you’ve entered and can key in values for a different 90-day period later.®

o It’s time to check the status of the IA(s) your practice has been doing. If you’ve not made the selection,
then now is the time to do it. If reporting as a group, at least half of your clinicians must have performed
the agreed upon activities during a minimum 90 consecutive day period. Each clinician participating
should have the appropriate documentation recorded or accessible. For example: Measure IA_AHE_1:
Engagement of New Medicaid Patients and Follow-Up states that the documentation should:

e Report analysis of trends in inequities in time to treat data

e Document plans of activities to address inadequacies in time to treat performance and the outcomes
of these activities’

e In other words, doing the activity successfully means you can prove you not only analyzed time to
treat data in terms of Medicaid patients and other underserved populations, but also you’ve
documented the practice’s analysis of its performance, identified steps to improve it, and
implemented and monitored the success of those steps. Demonstrating that you see new patients in
10 days is not sufficient to prove you completed the activity.

End of Second Quarter:

o Review your VQM Dashboard.

o Does the measure performance match your expectation?

5 https://www.aao.org/medicare/improvement-activities

6 Under no circumstances do you report Pl through more than one mechanism (e.g. the IRIS Registry and CMS portal) because you will be
assigned zero points in the category.

71n 2021 this “And” was changed to “Or” per the 2021 Data Validation Spreadsheet released by CMS. The reason for this change isn’t known, so
itis prudent to consider both requirements still necessary.
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o Do a spot check to make sure the mapping remains in order. Enter a request or ticket if needed. The final
deadline for requesting mapping changes is October 31, 2023. Make sure your request or ticket is
entered by then.

o If the quality measure performance is correct, then engage your clinicians

o  Print out their individual VQM Dashboard reports on each measure for the second quarter. Let them see
how their work is contributing to the group’s performance.

o Have you added any clinicians?
e Add them to your list of clinicians in your Practice Portal area of the VQM Dashboard.

e Putin arequest or ticket to have them mapped — otherwise their data will not be included. You’ll
need their NPl and, if an ophthalmologist, the Academy Member ID Number. Verana Health has the
deadline of September 1, 2023 to add any new clinicians for mapping. Your request or ticket must be
entered by then.

o Runyour Pl reports from your EHR
e Areyou seeing an improvement? If not, there’s time to take corrective action.

o Check that the documentation for the selected IAs is adequate for at least half your clinicians (if reporting
as a group).

e If so, you can attest to the completion in the IRIS Registry
e If not, implement changes for the third Quarter
End of Third Quarter:
o If you have not yet completed your housekeeping tasks, go ahead and do so. You will need your CHPL
number.
o Review your VOQM Dashboard
e Does the measure performance look good?
e Do aspot check to make sure the mapping remains in order. Enter a request or ticket if needed.
o Runyour Pl reports

e You are beginning the fourth quarter which is the last chance to get the Pl measures to their highest
performance.

o Check that the documentation for the selected |As is adequate for your clinicians — if you are attesting to
this activity during all or part of the quarter.

o Have you checked the status of any requests or tickets you’ve entered? You will want to be sure the issue
reported is resolved.

End of Fourth Quarter:

o The final quality measure data pull may not happen right away in the new year. Since you've been
reviewing your VQM Dashboard regularly throughout the year, your quality measure performance should
be accurate, once your final pull is completed. Double check one last time as soon as you can.

e Do a spot check to make sure the mapping remains in order. If you find an issue reported in an earlier
request or ticket, contact Verana Health at datalink@veranahealth.com.

o If the quality measure performance is correct, then engage your clinicians.

e  Print out their individual VQM Dashboard reports on each measure for the year. Let them see how
their work is contributing to the group’s performance.
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Since the performance year is over, it is time to finalize your data in each of the performance categories.
These tasks are done in the VQM Dashboard MIPS Submission tab.

Select which quality measures you wish to submit

» Hint: Select all measures you have good performance data on. The IRIS Registry will calculate the
quality score as you add and subtract measures.

e Inthe Pl area, enter which 90 consecutive day period gives you the best results and enter the PI
values for the measures

e Inthe IA section, enter the date range of the performance period, which can range in length from 90
consecutive days to the full calendar year, then select the activities.

Once the submit button is active, you should proceed through that process

Common Pitfalls:

Here are some of the reasons why practices find themselves with a lower MIPS score than anticipated.

o

Not checking their junk folder for communications from Verana Health — the vendor that is the Academy’s
end to end partner for the IRIS Registry

Not watching their quality measure performance regularly

Not reviewing and updating their quality measure choices each year, if needed

Not notifying the IRIS Registry if:

e EHR/PMS vendor change or upgrade

e EHR network server upgrade, or transition to cloud-based

e  Server changes.

e IT personnel or MIPS administrator change at the practice

e  Physician has joined or left the group

Not acting when there are changes to their EHR. Remember:

e Notify the IRIS Registry immediately of changes to your EHR

e  Monitor the VQM Dashboard and keep following up on unresolved requests or tickets
e Resolve any mapping issues with Verana Health

e Update internal workflows related to measure reporting (quality, Pl and 1A)

e Test workflows and confirm reporting appropriately (ex. Pl Health Information Exchange)
e Train employees on any new MIPS protocols

Not submitting in the IA category

Submitting the PI performance category data to CMS through more than one pathway that differs (which
results in a score of zero in the Pl category)

Not knowing this information on a Pl measure: www.aao.org/practice-management/article/mips-tips-
provide-patients-electronic-access

Assuming that there aren’t any IAs suited to ophthalmology (there are lots!)

Answering the VQM Dashboard Validation questions incorrectly (thus preventing the submission of data
in some performance categories)

Not checking all the applicable performance category boxes during the submission process
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Web Portal Manually Reporting Practices: Roles, Responsibilities, and
Schedule

What the Future Holds

While the Academy can’t foresee what will happen with MIPS in the next few years, it can
certainly point to some trends. The number of MIPS points necessary to avoid the penalty will
probably increase. More of the quality measures that are reported manually will be topped out,
cappedat 7 measure achievement points, or become stalled in the achievement points
available. The cost category could begin to apply to non-cataract surgeons. The exceptional
performance bonus was discontinued after the 2022 performance year. Because CMS made
the small practice promoting interoperability (Pl) hardship exception automatic, avoiding the
penalty is easier than originally thought for small practices without an EHR or not reporting
Pl. However, CMS has stated that they expect only to accept electronic reporting (via
EHRSs) in the future for the MIPS program.

To make a long story short, practices that do not transition to EHRs soon will find
themselves subject to a penalty, according to CMS’ statement (see above). With that being
said, it's time for your practice to re-examine the benefits, risks and costs of moving to an
EHR, if you haven’t already.?®

Benefits of Manual Reporting via the IRIS Registry vs Claims-Based Reporting.

Reporting manually through the IRIS Registry for those not on a 2015-edition CURES Update
certified EHR, allows you to score higher than reporting through claims. Not only are the
stalled and capped quality measures less frequent, but the number of available measures
relevant to ophthalmology is greater. The Academy develops its own QCDR measures that are
ophthalmology specific. These measures are only available to those reporting through the IRIS
Registry. A copy of the Academy’s quality measure benchmark table is included in this
Preparation Kit.

IRIS Registry manual web portal reporting offers seven times the number of ophthalmology
relevant measures than claims-based reporting. IRIS Registry manual reporting has twelve
times the number of measures available that allow achievement scores above 7.0 without
requiring a perfect performance. And claims-based reporting has 4 out of 7 total measures
that stalled measures at 6.9 or lower achievement points. Simply put, manual web portal
reporting through the IRIS Registry, and even more so, IRIS Registry EHR integration offers
a greater opportunity to score higher in the quality performance category than claims-based
reporting.

Reporting Method Available Advantageous Restricted Not

Measures Measures PointsMeasures Benchmarked
WEEETIGE]

Claims-Based 7 2 4 1

IRIS Registry Web Portal 50 24 10 16

IRIS Registry EHR Integration 44 27 1 16

(includes QCDR and other MIPS

measures that can be reported via

EHR but have manual benchmarks)

Advantageous measures allow more than 7.0 achievement points without a perfect performance
rate. Restricted points measures are stalled at or below 6.9 or lower achievement points without a
perfect performance score.

35 www.aao.org/practice-management/multimedia-detail/think-twice-why-you-should-implement-ehr-now
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Your Role

Reporting manually through the IRIS Registry requires a significant amount of time to perform
the quality measure entry on the patient level. With the minimum MIPS final score to avoid the
penalty in 2023 raised to 75 MIPS points, there’s no way to avoid doing large quantities of
data entry. This is one reason why transitioning to an EHR integrated with the IRIS Registry
should be part of the practice’s strategic plan. It removes this most burdensome part of MIPS
reporting.

If you are on a 2015-edition CURES Update CEHRT and you don’t take advantage of the
automatic Pl exception for small practices, then you’ll also be responsible for reporting the
promoting interoperability performance category.

If your practice is reporting as a group, you’ll want to ensure that at least half your clinicians
complete the improvement activity category requirements in a 90 consecutive day period. In
the IRIS Registry this is a simple attestation, where boxes are checked and a date range
entered. You would be responsible for maintaining the documentation proving that the
activities were performed in the event you are audited.?’

Lastly, there are housekeeping tasks that must be performed in the IRIS Registry annually.
Here’s what you should do each quarter of the calendar year. These are performed in the
MIPS Dashboard of the IRIS Registry.

« Verifying your tax ID number (TIN) (Q1 2023)

+ Confirming Academy Member numbers for each ophthalmologist (Q1-Q2 2023)

» Signing the Data Release Consent Form (DRCF) (January 2024)

< Answering up to 8 “Settings” question (January 2024)

« Submitting your data to CMS after the performance period end (before 3/31/2024)

The first step however is to choose your quality measures.

Selecting Your Quality Measures.

o Eachyearitis prudent to review your selection of quality measures and update them as
warranted. Some reasons are:

+ A quality measure may no longer be offered for the reporting method

+ A quality measure may now offer fewer achievement points towards your MIPS score

« Other measures offer a better opportunity to earn more points

« Adding un-benchmarked measures offer a hedge against capped and stalled measures
o Benchmark resources:

< Abenchmark table shows how many measure achievement points are possible for the
performance rate on that measure. Each measure in the table will have its own
benchmark entry or special scoring notation.

< Reference the benchmark tables from the EyeNet's MIPS 2023: A Primer and Reference

36 EyeNet's MIPS 2023: A Primer and Reference
37 EyeNet's MIPS 2023: A Primer and Reference and aao.org/medicare/improvement-activities
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« Thereis also a benchmark table in the measure specification section of this
Preparation Kit. The measure specifications themselves follow.

o Considerations in Making Your Selection:

+ You should pick at least six quality measures. These are the measures you expect will
give you the highest score. Let’s call them your core quality measures.

» Atleast one of the six should be classified as an outcome or, if none are available,
another type of high priority measure.

< The Academy encourages you to report on more than six measures with special
emphasis on the IRIS Registry QCDR measures.

< There may be restrictions on the number of achievement points you can earn on
measures.

= Sixteen measures are not benchmarked. This means there is no guarantee of
earning more than 3.0 achievement points when case minimum and data
completeness are met.See "Some Benchmarks Are Subject to Scoring Limitations”
in EyeNet's MIPS 2023: A Primer and Reference for a full explanation.

= Ten measures are capped at 7 achievement points. Even with a perfect
performance rate, you can’t earn more than 7 measure achievement points.

=  Twenty-four measures allow you to earn more than 7.0 achievement points
withouta perfect performance rate.

e Look at the measures for those that are of interest.

= Try to pick measures that allow you to earn between 3.0 and 10.0
achievement points without any gaps (no stalled measures and no capped
measures).

* Note: Make sure at least one of them is classified as outcome or, if none
areavailable, another type of high priority measure.

= Consider reporting IRIS Registry QCDR measures that are without benchmarks in
addition to your core selection. You will be assisting with the benchmarking for
future years. This will give ophthalmic practices a greater selection of measures
that reflect their everyday practice and can provide potentially more points than
many other MIPS measures that are topped out.

» Note: If enough practices report on the un-benchmarked IRIS Registry QCDR
measures then CMS may benchmark them before your final score is released. It
is possible that these could end up raising your score. You have nothing to lose
in reporting them in addition to your six core measures.

38 Download the benchmark table found on aao.org/medicare/quality-reporting-measures
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Staying on Schedule

At the beginning of the current reporting year:

o Choose your quality measures

o Add any new clinicians, administrators, and locations to your IRIS Registry account

o In the Patient Visit screen, assign the measures to each of your clinicians

o Begin your patient visit and quality measure reporting. Consider setting up a worksheet to
help track the clinicians’ and your colleagues’ quality measure performance.3®

» Remember you must track the eligible population for each quality measure. Where
exceptions exist on the quality measure specifications, they need to be tracked as
well. 40

o Pick the improvement activities the providers will perform for a 90 consecutive day
period. Distribute the improvement activities’ measure specifications to the clinicians.*
Establish workflow that allows you to retain the suggested documentation.

o Get in the habit of checking for MIPS announcements on www.aao.org/medicare/mips.

o Make sure your spam/junk email filter does not prevent emails sent by
veranahealth.com from getting through to you.

o Are your ophthalmologists’ dues paid for the reporting year? Every ophthalmologist in the
practice must be a member in good standing with the Academy for all the practice’s
clinicians to report through the IRIS Registry.

o Is an Academy Member forwarding to you the Washington Report emails that are sent
each Thursday? MIPS-related information will more than likely be announced there first.
Otherwise, as the administrator, consider joining the AAOE if you aren’t a Member
already. AAOE Members receive MIPS updates in the weekly Practice Management
Express and have access to their very own ophthalmic community on www.aao.org. The
AAOE community is very supportive and helpful — and that includes with MIPS. An email
titled “IRIS Registry” is also sent out to the membership monthly.

Monthly

o Keep up with the quality measure reporting.

o Check your IRIS Registry account information for accuracy.

o Have there been any reorganizations at your practice? If you’re using a different

taxpayer ID number, you’ll need to get that updated. If the practice is going to be
dissolved, make sure you decide which provider will keep the IRIS Registry account and
which will need to sign up new. Be aware of the deadlines listed on www.aao.org/iris-
registry.

39 EyeNet's MIPS 2023: A Primer and Reference

40 EyeNet's MIPS 2023: A Primer and Reference

41

www.aao.org/medicare/improvement-activities
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End of the First Quarter

Review the EyeNet MIPS 2023: A Primer and Reference (aao.org/eyenet/mips-manual-2023)
Add any new clinicians, administrators, and locations to your IRIS Registry account

If you haven’t started your quality measure reporting, don’t put it off any longer. Get your
workflow established, and make sure your eligible population and exception totals are
captured.

Review your Quality Performance Dashboard.
< Does the measure performance look good?
+ Audit the data entry by pulling some charts to double check.

< Do you still like the measures you’ve selected? If not, there’s time to change before
more of the year goes by.

» Hint: you’re not limited to six quality measures. In fact, you can help
develop benchmarks for the IRIS Registry QCDR measures by reporting on
them.

- If the quality measure performance data entry is correct, then engage your
clinicians. The IRIS Registry allows you to generate reports for each clinician
showing how their work impacts quality performance.

With three months behind you, check how your providers are doing with their
improvement activity documentation. Make adjustments as needed. Remember, if
reporting at the group level, 50% of your clinicians must perform the same activities for
90 consecutive days — and be able to show documentation in case of an audit.

If you are on a 2015-edition CURES Update CEHRT, yet reporting quality measures
manually, run your first quarter’s promoting interoperability report. See how well you
are doing and make changes to maximize your score.*? Contact your vendor to iron out
any discrepancies. While you’re at it, get your EHR’s 2015 Certified Health IT Product
List (CHPL) number from your vendor. You’ll need to enter it into the IRIS Registry.

End of the Second Quarter

o

Add any new clinicians, administrators, and locations to your IRIS Registry account.
Remember any newly arrived ophthalmologists must have Academy dues paid for the
reporting year.

Take care of the IRIS Registry’s annual housekeeping tasks. These are necessary as they
tell the IRIS Registry how to estimate your score.

You should be entering your quality measure data for your patients. If you aren’t, it's
better to catch up now rather than wait until the last minute. Remember, to score enough

42 EyeNet's MIPS 2023: A Primer and Reference

43

aao.org/medicare/promoting-interoperability/exceptions.
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o

points in the category to avoid a penalty, you’'ll be reporting on at least 70% of the eligible
patients, across all payors, seen in the year, for which the measure applies.**

Don’t forget that you’ll need your eligible population totals and the totals of excepted
patients (if applicable) by the end of the year.

Review your measure performance.
< Does the measure performance look good?
+ Audit the data entry by pulling some charts to double check

Do you still like the measures you've selected? If not, there’s still time to change
before more of the year goes by.

» Hint: You’re not limited to six quality measures. In fact, you can help develop
benchmarks for the IRIS Registry QCDR Measures by reporting on them.

- If the quality measure performance data entry is correct, then engage your
clinicians. The IRIS Registry allows you to generate reports for each clinician
showing how their work is contributing to the group’s performance.

If you are reporting the promoting interoperability category, run your second quarter
reports. Are you seeing an improvement? There’s still time to work with your EHR vendor
to get things corrected.

If your providers have met the improvement activities’ requirements for 90 consecutive
days (make sure there’s documentation) then you can attest to that category’s
completion.

If you entered any tickets into Zendesk, it’s best you check their status

End of the Third Quarter

o

O

o

Add any new clinicians, administrators, and locations to your IRIS Registry account

If you’'ve not done so, take care of your housekeeping tasks in the MIPS Dashboard. This
includes validating NPIs, taxpayer ID numbers, Academy Member numbers, signing the
Data Release Consent Form and answering the settings questions.

Review your measure performance.
< Does the measure performance look good?
* Isthe data entry correct? Pull some charts to double check.

Do you still like the measures you've selected? If not, there’s still time to change
before more of the year goes by.

« Run your clinicians’ individual quality performance reports and send them their
copies.

If you are reporting the promoting interoperability category, then run your third quarter
report. Compare it against your other two quarters.

44 This assumes you’ll also meet the case minimum of 20. See “Meet Quality’s Submission Thresholds” in
EyeNet's MIPS 2023: A Primer and Reference.

2023 IRIS® Registry (Intelligent Research in Sight) Preparation Kit 36



o If your providers have not yet begun their improvement activities, time is now running
out

o Make sure you get any outstanding tickets resolved

End of the Fourth Quarter

Time to assemble your eligible population totals for each quality measure you’re reporting. If
there are exceptions on the quality measure specifications, then you’ll need a total on those
as well.

< When you have these numbers, then go to the MIPS Dashboard, check the
applicable quality measures, enter the totals and see your quality score.

- If you question the number of measure achievement points, check the benchmark
table for insight. If you think something isn’t calculating correctly, enter a Service
Desk ticket right away.

o You should attest to your practice’s improvement activities in the MIPS Dashboard if
you’ve not yet done it.

0 You’re ready to submit your data to CMS. You can do so as soon as the Submit button
becomes available.

Common Pitfalls

Here are some of the reasons why practices get a lower score than anticipated.

o Staff turnover occurred and no one was assigned to be the practice’s new MIPS
administrator

o Waiting until the end of the year to begin quality measure reporting
o Not choosing the improvement activities soon enough

o Not getting access to the Academy’s MIPS and IRIS Registry reference materials and
communications

o Not checking your spam/junk folders for emails from Verana Health. Many are sent
throughout the year.

o Waiting until the end of the performance year to ask for help from the Academy
o Notregularly sharing with the clinicians’ their quality measure performance rates

o Not reporting IRIS Registry QCDR Measures to earn bonus points in the quality
category

o Not submitting in the improvement activities category

o Assuming that there aren’t any improvement activities suited to ophthalmology (there are
lots!)

o Answering the IRIS Registry Settfings questions incorrectly (preventing the submission in
some performance categories)

o Not checking all the performance category boxes during the submission process
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American Academy of Ophthalmology IRIS® Registry (Intelligent Research in Sight)

2023 Electronic Clinical Quality Measures for Reporting for MIPS and Quality Improvement

eMeasure Outcome Domain Meaningful
QPP # ID NQF # Measure Title or High Measure Area
Priority
374 | CMS50v11 Closing the Referral Loop: Receipt of Specialist|High Priority| Communication and Care | Transfer of Health
Report Coordination Information and
Interoperability
130 CMS68v12 [ 0419 | pocumentation of Current Medications in the |High Priority Patient Safety Medication
Medical Record Management
128 CMS69v11 0421e [preventive Care and Screening: Body Mass Community/Population Preventive Care
Index (BMI) Screening and Follow-Up Plan Health
1 | cMs122vil Diabetes: Hemoglobin Alc (HbAlc) Poor Inter. Effective Clinical Care Management of
Control (> 9%) Outcome Chronic Conditions
117 CMS131v1l Diabetes: Eye Exam Effective Clinical Care Management of
Chronic Conditions
191 | CMS133v11 | 0565e |cataracts: 20/40 or Better Visual Acuity within Outcome Effective Clinical Care Management of
90 Days Following Cataract Surgery Chronic Conditions
226 | CMS138v1l [ 0028e | preyentive Care and Screening Tobacco Community/Population Prevention and
Use: Screening and Cessation Intervention Health Treatment of Opioid
and Substance Use
Disorders
318 CMS139v11 Falls: Screening for Future Fall Risk High Priority Patient Safety Preventable
Healthcare Harm
19 CMS142v11 | 0089 |pigbetic Retinopathy: Communication with the High Priority] Communication and Care | Transfer of Health
Physician Managing Ongoing Diabetes Care Coordination Information and
Interoperability
12 CMS143v11 | 0086e | Primary Open Angle Glaucoma (POAG): Optic Effective Clinical Care Management of
Nerve Evaluation Chronic Conditions
238 | CMS156v1l Use of High-Risk Medications in the Elderly |High Priority Patient Safety Medication
Management
236 | CMS165vil Controlling High Blood Pressure Inter. Effective Clinical Care Management of
Outcome Chronic Conditions
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American Academy of Ophthalmology IRIS® Registry
(Intelligent Research in Sight)
Qualified Clinical Data Registry Measures for 2023 Reporting Year
Copyright, American Academy of Ophthalmology 2023

Cataract: 2
IRIS54*: Complications after Cataract Surgery

IRIS59: Regaining Vision After Cataract Surgery

See also IRIS55 and IRIS60 under Glaucoma

Cornea: 2

IRIS1: Endothelial Keratoplasty- Post-operative improvement in best corrected visual acuity to 20/40 or
better

IRIS38*: Endothelial Keratoplasty - Dislocation Requiring Surgical Intervention
Glaucoma: 6
IRIS2: Glaucoma - Intraocular Pressure Reduction
IRIS44%*: Visual Field Progression in Glaucoma
IRIS43: Intraocular Pressure Reduction following Laser Trabeculoplasty
IRIS39: Intraocular Pressure Reduction following Trabeculectomy or an Aqueous Shunt Procedure
IRIS55: Visual Acuity Improvement Following Cataract Surgery and Minimally Invasive Glaucoma Surgery

IRIS60: Visual Acuity Improvement Following Cataract Surgery Combined with a Trabeculectomy or an
Aqueous Shunt Procedure

Neuro-Ophthalmology: 2

IRIS56: Adult Diplopia: Improvement of ocular deviation or absence of diplopia or functional
improvement

IRIS57: Idiopathic Intracranial Hypertension: Improvement of mean deviation or stability of mean
deviation

Oculoplastic: 1

Protecting Sight. Empowering Lives.”
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IRIS6: Acquired Involutional Entropion: Normalized lid position after surgical repair

Pediatric Ophthalmology/Strabismus: 3

IRIS50: Amblyopia: Interocular visual acuity
IRIS49: Surgical Pediatric Esotropia: Postoperative alignment

IRIS48: Adult Surgical Esotropia: Postoperative alignment

Refractive Surgery: 2

Retina:

Uveitis:

IRIS23: Refractive Surgery: Patients with a postoperative improvement in uncorrected visual acuity
(UCVA) of 20/20 or better within 30 days

IRIS24: Refractive Surgery: Patients with a postoperative correction within + or - 0.5 Diopter (D) of the
intended correction

q
IRIS13: Diabetic Macular Edema - Loss of visual acuity
IRIS41: Improved visual acuity after epiretinal membrane treatment within 120 days

IRIS46: Evidence of anatomic closure of macular hole within 90 days after surgery as documented by
OoCT

IRIS58: Improved Visual Acuity after Vitrectomy for Complications of Diabetic Retinopathy within 120
Days

4

IRIS17: Acute Anterior Uveitis: Post-treatment Grade 0 anterior chamber cells
IRIS51: Acute Anterior Uveitis: Post-treatment visual acuity

IRIS53: Chronic Anterior Uveitis - Post-treatment visual acuity

IRIS35: Improvement of Macular Edema in Patients with Uveitis

Measures identified with an asterisk (*) are inverse measures, in these cases a lower performance rate is
indicative of better performance.

COPYRIGHT:

These measures have been developed by the H. Dunbar Hoskins Jr. MD Center for Quality Eye Care of the American
Academy of Ophthalmology. These measures rely on additional survey instruments that are owned and copyrighted by
third parties. These measures are not clinical guidelines and do not establish a medical standard and have not been tested
in all possible applications.
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The Measures are not clinical guidelines, do not establish a standard of medical care, and have not been tested for all
potential applications.

The Measures, while copyrighted, can be reproduced and distributed, without modification, for noncommercial purposes,
e.g., use by health care providers in connection with their practices. Commercial use is defined as the sale, license, or
distribution of the Measures for commercial gain, or incorporation of the Measures into a product or service that is sold,

licensed or distributed for commercial gain.

Commercial uses of the Measures require a license agreement between the user and the American Academy of
Ophthalmology (AAO). The AAO nor its members shall be responsible for any use of the Measures.

AAO encourages use of the Measures by other health care professionals, where appropriate.

THESE MEASURES AND SPECIFICATIONS ARE PROVIDED “AS IS” WITHOUT WARRANTY OF ANY KIND.

© 2023 American Academy of Ophthalmology. All Rights Reserved.

Limited proprietary coding from Current Procedural Terminology (CPT®) is contained in the measure specifications. Users of
this code set should obtain all necessary licenses. The Academy disclaims all liability for use or accuracy of the coding

contained in these measure specifications.

CPT® contained in the Measures specifications is copyright 2004-2023 American Medical Association.

ICD-10 is copyright 2023 World Health Organization. All Rights Reserved.
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American Academy of Ophthalmology IRIS” Registry
(Intelligent Research in Sight)
2023 Web Portal MIPS Measures

2023 IRIS Registry Web Portal MIPS Measures

Outcome
QPP # NQF # Measure Title or High
Priority
. . Intermediate
1 0059 Diabetes: Hemoglobin Alc Poor Control
Outcome
Age-related Macular Degeneration: Dilated
14 0087 Macular Examination
Diabetic Retinopathy: Communication with the High Priority
19 0089 Physician Managing Ongoing Diabetes Care
117 0055 Diabetes: Eye Exam
Preventive Care and Screening: Body Mass Index (BMI)
128 0421 .
Screening and Follow-up Plan
Documentation of Current Medications in the
130 0419 Medical Record High Priority
Melanoma: Continuity of Care — Recall System High Priorit
137 N/A y y g Y
Melanoma: Coordination of Care High Priority
138 N/A
Primary Open-Angle Glaucoma (POAG): Reduction of
Intraocular Pressure (IOP) by 15% OR Documentation of a
141 0563 Outcome
Plan of Care
Cataracts: 20/40 or Better Visual Acuity within 90
191 0565 . Outcome
Days Following Cataract Surgery
Preventive Care and Screening Tobacco Use: Screening
226 0028 and Cessation Intervention
. . Intermediate
Controlling High Blood Pressure
236 0018 Outcome
238 0022 Use of High-Risk Medications in the Elderly High Priority
317 N/A Preventive Care and Screening: Screening for High Blood
Pressure and Follow-Up Documented
374 N/A Closing the Referral Loop: Receipt of Specialist Report High Priority
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Adult Primary Rhegmatogenous Retinal

384 N/A Detachment Surgery: No Return to the Operating Room within 90 Outcome
Days of Surgery
Adult Primary Rhegmatogenous Retinal
385 N/A Detachment Surgery: Visual Acuity Improvement within 90 Days Outcome
of Surgery
Cataract Surgery: Difference Between Planned and Final
389 N/A ] Outcome
Refraction
Melanoma Reportin
397 N/A P & High Priority
Tobacco Use and Help Quitting among Adolescents
402 N/A PQ & &
Overuse of Imaging for the Evaluation of Primary . o
419 N/A High Priority
Headache
440 N/A Skin Cancer: Biopsy Reporting Time - Pathologist to Clinician High Priority
487 N/A Screening for Social Drivers of Health High Priority
493 N/A Adult Immunization Status
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MIPS 2023:

Table 4: Quality Measures Benchmarks

eCQMs, MIPS CQMs, and claims-based measures.
eCQMs can be reported via IRIS Registry-EHR integra-
tion; MIPS CQMs can be reported manually via the IRIS
Registry and, in some cases, via IRIS Registry-EHR in-
tegration; claims-based measures can only be reported
by small practices.

Report an outcome measure. You must report at
least one outcome or intermediate outcome measure—
look for measures that are flagged as “Outcome” or
“Interm. outcome” in the “High Priority” column below.
If none are available to you, report at least one other
type of high-priority measure (“Other HP”) instead.

High

o ID: Measure Name
Priority

PREVENTIVE MEASURES

H

Meet two data submission thresholds. If your re-
porting for a quality measure satisfies both the case
minimum requirement (20 patients) and the data
completeness criteria (70% of denominator-eligible
patients), your performance rate will be compared
against a benchmark (if there is one), and you can earn
the achievement points indicated below. If you are
manually reporting via the IRIS Registry, you also must
track your data completeness totals (see page 25). If
you meet those reporting requirements, the “Points”
column shows the range of points available to you for
each measure. Some measures are subject to a 7-point

Benchmark Decile (d)

Performance 99.00%- 90.00%- 80.00%-
i rate 90.01% 80.01% 70.01%
MIPS CQM 1*-10
Points 1 2 3
Interm 1: Diabetes: Hemo-
° tcon.1e globin Alc Poor Claims No benchmark
Y Control (>9%)
Performance 99.52%- 93.33%- 75.00%-
eCQM 1*-10 rate 93.34% 75.01% 57.61%
Points 1 2 3
Performance 1.30%- 48.29%- 95.68%-
MIPS CQM 1*-5.9  rate 48.28% 95.67% 99.03%
or7
117: Diabetes: Points 1.0-1.9 2.0-2.9 3.0-3.9
Eye Exam Performance 0.59%- 5.90%- 13.82%-
CQM 1410 rate 5.89% 13.81% 22.99%
1.0-1.9 2.0-2.9 3.0-3.9
Performance 2.28%- 31.82%- 64.94%-
MIPS CQM 1*-7.9  rate 31.81% 64.93% 85.32%
or 10
Points 1.0-1.9 2.0-2.9 3.0-3.9
128: Preventive Care
and Screening: Body Performance 95.78%-
Mass Index (BMI) Claims 3-49  rate 99.25%
Screening and or7 Points 3.0-3.9
Follow-Up Plan
eCQM No benchmark
130: Documentation of Performance 2.60%- 30.29%- 87.26%-
h ) -7
:_)"t, er Current Medications in MIPS CQM pzints rate 30.28% 87.25% 95.56%
the Medical Record Points 1.0-1.9 2.0-2.9 3.0-3.9
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cap and/or “score stalling” (see page 23). able for claims-based reporting.

Understand the measures. Detailed measure specifi- New for 2023: 3-point floor applies to small prac-
cations can be downloaded via the IRIS Registry dash- tices, but not large practices. In the chart below, the
board. Those specifications are also available as part of scoring for deciles 1and 2 only applies to large practices.
the 2023 IRIS Registry Preparation Kit, which is availabe Small practices that meet the 70%-data completeness
at aao.org/iris-registry/user-guide/getting-started. criteria and, if applicable, report data-completeness

Some changes to this list of measures. If you used totals will score a minimum of 3 points.
this table to plan your quality measure reporting in 2022, Important caveat. If reporting via IRIS Registry-EHR
you may notice some changes this year. Measures 110 integration, you can only report a measure if the relevant
and 110 have been replaced with measure 493; measures  data elements are available for extraction from your EHR
440 and 487 have been added; measure 265 has been system. Check with staff from Verana Health to work on
removed; and measures 117 and 130 are no longer avail- mapping for any of these measures.

Benchmark Decile (d) m

PREVENTIVE MEASURES

70.00%- 60.00%- 50.00%- 40.00%- 30.00%- 20.00%- 10.00%
60.01% 50.01% 40.01% 30.01% 20.01% 10.01% ER it BEREHTEILS
Inverse measure
4 5 6 7 8 9 10

Because this measure was suppressed as an eCQM in 2021, CMS wasn’t able to create a bench-
mark. After the 2023 performance year is over, CMS will attempt to create a benchmark based on Inverse measure
2023 performance data.

57.60%- 46.15%- 38.17%- 32.26%- 27.32%- 22.50%- 17.07%
46.16% 38.18% 32.27% 27.33% 22.51% 17.08% R Inverse measure
4 5 6 7 8 9 10
99.04%- 99.74%- o
99.73% 99.99% 100% Topped out,
7-point cap
4.0-4.9 5.0-5.9 7.0
23.00%- 33.26%- 46.04%- 80.51%- 97.65%- 99.21%- 100%
33.25% 46.03% 80.50% 97.64% 99.20% 99.99% °
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0
85.33%- 94.62%- 98.35%- 99.72%- 100%
()
94.61% 98.34% 99.71% 99.99% Topped out
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 10.0
99.26%-
99.99% 1% Topped out,
7-point ca
4.0-4.9 7.0 P P
Because this measure was suppressed as an eCQM in 2021, CMS wasn’t able to create a bench-
mark. After the 2023 performance year is over, CMS will attempt to create a benchmark based on
2023 performance data.
95.57%- 98.62%- 99.74%-
99.99% 100%
98.61% 99.73% 99.98% ? ? Topped out,
7-point cap
4.0-4.9 5.0-5.9 6.0-6.9 7.0 7.0

Continued on page 28.
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Table 4: Quality Measures Benchmarks

High

o ID: Measure Name
Priority

PREVENTIVE MEASURES

130: Documentation of
Other Current Medications in
HP the Medical Record

(continued)

226: Preventive Care

and Screening: Tobac-
co Use: Screening and
Cessation Intervention

:)n:term. 236: Controlling High
Blood Pressure

come

Other 238:.Us? of F!lgh-Rlsk

HP Medications in Older

Adults

317: Preventive Care
and Screening: Screen-
ing for High Blood
Pressure and Follow-
Up Documented
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eCQM

MIPS CQM

Claims

eCQM

MIPS CQM

Claims

eCQM

MIPS CQM

eCQM

MIPS CQM

Claims

1*-8.9
or 10

3-4.9
or 10

1*-10

1*-10

1*-10

1*-4.9
or 10

1*-7.9
or 10

1*-10

3-6.9
or 10

u-

Performance
rate

Points

Performance
rate

Points

Performance
rate

Points

Performance
rate

Points

Performance
rate

Points

Performance
rate

Points

Performance
rate

Points

Performance
rate

Points

Performance
rate

Points

Performance
rate

Points

Performance
rate

Points

MIPS 2023:

Benchmark Decile (d)

7.66%-
66.24%

1.0-1.9

2.88%-
17.29%

1.0-1.9

2.05%-
13.94%

1.0-1.9

1.00%-
9.99%

2.74%-
41.95%

1.0-1.9

20.00%-
3.74%

1.0-1.9

21.82%-
10.56%

1.0-1.9

0.05%-
12.03%

1.0-1.9

66.25%-
83.07%

2.0-2.9

17.30%-
34.61%

2.0-29

13.95%-
24.99%

2.0-2.9

10.00%-
19.99%

2

41.96%-
51.35%

2.0-29

3.73%-
0.64%

2.0-29

10.55%-
6.71%

2.0-29

12.04%-
21.48%

2.0-2.9

A PRIMER AND REFERENCE

EETYETEET I

83.08%-
89.81%

3.0-3.9

34.62%-
53.73%

3039

90.20%-
96.42%

30389

25.00%-
36.10%

30=8.9

20.00%-
29.99%

3

20.00%-
29.99%

3

51.36%-
56.60%

3.0-3.9

0.63%-
0.06%

3039

6.70%-
3.85%

3038

21.49%-
28.32%

30=8.9

84.62%-
96.65%

3089
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Benchmark Decile (d)

PREVENTIVE MEASURES

89.82%-
93.62%

4.0-4.9

53.74%-
71.99%

4.0-4.9

96.43%-
99.99%

4.0-4.9

36.11%-
47.99%

4.0-4.9

30.00%-
39.99%

4

30.00%-
39.99%

4

56.61%-
60.70%

4.0-4.9

0.05%-
0.01%

4.0-4.9

3.84%-
1.80%

4.0-4.9

28.33%-
35.86%

4.0-4.9

96.66%-
99.03%

4.0-4.9

93.63%-
96.11%

5.0-5.9

72.00%-
84.84%

5058

48.00%-
60.35%

5.0-5.9

40.00%-
49.99%

5

40.00%-
49.99%

5

60.71%-
64.23%

5.0-5.9

1.79%-0.65%

5.0-5.9

35.87%-
50.24%

5.0-5.9

99.04%-
99.72%

50-5.2)

96.12%-
97.74%

6.0-6.9

84.85%-
92.85%

6.0-6.9

60.36%-
72.49%

6.0-6.9

50.00%-
59.99%

6

50.00%-
59.99%

6

64.24%-
67.54%

6.0-6.9

0.64%-
0.17%

6.0-6.9

50.25%-
71.52%

6.0-6.9

99.73%-
99.99%

6.0-6.9

97.75%-
98.78%

7.0

92.86%-
97.77%

7.0-7.9

72.50%-
83.99%

7.0-7.9

60.00%-
69.99%

7

60.00%-
69.99%

7

67.55%-
71.09%

7.0-7.9

0.16%-0.01%

7.0-7.9

71.53%-
91.75%

7.0-7.9

98.79%-
99.46%

7.0

97.78%-
99.99%

8.0-8.9

84.00%-
92.30%

8.0-8.9

70.00%-
79.99%

8

70.00%-
79.99%

8

7110%-
75.27%

8.0-8.9

91.76%-
98.68%

8.0-8.9

99.47%-
99.86%

7.0

92.31%-
98.32%

€029

80.00%-
89.99%

9

80.00%-
89.99%

9

75.28%-
81.34%

9.0-9.9

98.69%-
99.99%

©0-£.9

=99.87%

7.0

100%

=98.33%

10.0

=90.00%

10

=90.00%

10

>= 81.35%

10.0

0%

10.0

0%

10.0

100%

10.0

100%

10.0

Topped out,
7-point cap

Topped out

Flat benchmark

Flat benchmark

Inverse measure,
topped out

Inverse measure,
topped out

Topped out
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Table 4: Quality Measures Benchmarks

High Benchmark Decile (d)
R ID: Measure Name Type

PREVENTIVE MEASURES

Performance 0.14%- 3.91%- 16.80%-
Other 318: Falls: Screening oCQM 1410 rate 3.90% 16.79% 35.69%
HP for Future Fall Risk .
Points 1.0-1.9 2.0-2.9 3.0-3.9
Performance 0.90%- 30.43%- 66.94%-
MIPS CQM 1*-5.9  rate 30.42% 66.93% 84.37%
. or7
Other 374: Closing the Points 1.0-1.9 2.0-2.9 3.0-3.9
Referral Loop: Receipt
HP eI e e Performance 0.50%- 4.85%- 11.36%-
eCQM 1%10 rate 4.84% 11.35% 17.30%
Points 1.0-1.9 2.0-2.9 3.0-3.9
402: Tobacco Use and Performance 37.84%- 84.09%- 92.41%-
Help with Quitting MIPScQM 17 fate RO S8 SISHElE
Among Adolescents Points 1.0-1.9 2.0-2.9 3.0-3.9

493: Adult Immuniza-

tion Status MIPS CQM No benchmark

HEALTH EQUITY

Other 487: Screening for So-

HP cial Drivers of Health bl CRI | NS [emeieis

CATARACT/ANTERIOR SEGMENT

Performance 23.55%- 85.71%- 92.91%-
1"-6.9  rate 85.70% 92.90% 97.02%
191: Cataracts: 20/40 MIPS COM or 10 .
Oout- or Better Visual Acuity Points 10-1.9 20-29 3.0-3.9
come within 90 Days Follow- Performance 17.24%- 74.48%- 88.08%-
ing Cataract Surgery cCQM 1410 rate 74.47% 88.07% 92.66%
Points 1.0-1.9 2.0-2.9 3.0-3.9
389: Cataract Surgery: Performance 1.35%- 14.83%- 24.11%-
- i *_ 0, 0, o,
Out Difference Bet}:veen MIPS CQM 1*-8.9 rate 14.82% 24.10% 33.07%
come Planned and Final or 10 .
Refraction Points 1.0-1.9 2.0-2.9 3.0-3.9
Performance 7.50%- 3.66%-
Out- IRIS54: Complications -89 rate 3.67% oagy  2A7%191%
QCDR
come After Cataract Surgery or 10 .
Points 1.0-1.9 2.0-2.9 3.0-3.9
out. IRIS59: Regaining Performance 1.37%:— 16.33"/:- 23.67:%,-
come Vision After Cataract QCDR 1*-10 izls 16.32% 23.66% 28.31%
Surgery Points 1.0-1.9 2.0-2.9 3.0-3.9

For two additional measures, see IRIS55 and IRIS60, under “Glaucoma”
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Benchmark Decile (d)

PREVENTIVE MEASURES

35.70%- 52.47%- 66.87%- 79.39%- 88.69%- 95.37%- 298.92%
52.46% 66.86% 79.38% 88.68% 95.36% 98.91% ' ?
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0
84.38%- 95.12%-
o)
95.11% 99.99% 1oz Topped out,
7-point cap
4.0-4.9 5.0-5.9 7.0
17.31%- 23.48%- 30.50%- 38.83%- 50.51%- 66.57%- 85 719
23.47% 30.49% 38.82% 50.50% 66.56% 85.70% =20
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0
96.67%- 98.72%- 99.65%- 100%
98.71% 99.64% 99.99% ? Topped out,
7-point cap
4.0-4.9 5.0-5.9 6.0-6.9 7.0

New measure incentive: If you meet the data completeness criteria and, if applicable, report
data-completeness totals, you’ll score a minimum of 7 points. And if CMS can create a benchmark
based on 2023 performance data, you may be able to score more than 7 points.

New measure,
7-point floor

HEALTH EQUITY

New measure incentive: If you meet the data completeness criteria and, if applicable, report
data-completeness totals, you’ll score a minimum of 7 points. And if CMS can create a benchmark
based on 2023 performance data, you may be able to score more than 7 points.

New measure,
7-point floor

CATARACT/ANTERIOR SEGMENT

97.03%- 98.36%- 99.18%- 100%
98.35% 99.17% 99.99% ?
4.0-4.9 5.0-5.9 6.0-6.9 10.0
92.67%- 95.14%- 96.77%- 97.86%- 98.63%- 99.27%- 100%
95.13% 96.76% 97.85% 98.62% 99.26% 99.99% ?
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0
33.08%- 45.01%- 64.67%- 91.13%- 98.00%- 100%
45.00% 64.66% 91.12% 97.99% 99.99% ?
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 10.0
0.86%- 0.43%-
1.90%-1.67% 1.66%-1.26% 1.25%-0.87% 0 44; o O'I‘; 0%
SRS e Inverse measure
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 10.0
28.32%- 32.18%- 35.63%- 42.79%- 49.31%- 56.75%- -6735%
3217% 35.62% 42.78% 49.30% 56.74% 67.34% ’ ?
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0

A SUPPLEMENT TO EYENET MAGAZINE ] 31



High

o ID: Measure Name
Priority

CORNEA/EXTERNAL DISEASE

IRIS1: Endothelial
Keratoplasty: Postop-

Benchmark Decile (d)

T T I

MIPS 2023:

A PRIMER AND REFERENCE
Table 4: Quality Measures Benchmarks

ﬂ-

t-
S:me erative Improvement QCDR No benchmark
in BCVA to 20/40 or
Better
IRIS38: Endothelial
Out- Keratoplasty: Disloca-
u .era op a.s .y s oc.a QCDR No benchmark
come tion Requiring Surgical
Intervention
GLAUCOMA
12: Primary Open-An- Performance 3.88°/:- 68.62:A:- 83.13°/:-
gle Glaucoma (POAG): eCQM o fate 68.61% 83.12% 88.68%
Optic Nerve Evaluation Points 1.0-1.9 2.0-2.9 3.0-3:9
Performance 1.39%- 52.27%- 75.17%-
141: Primary Open-An- 1"-8.9  rate 52.26% 75.16% 86.30%
MIPS CQM
gle Glaucoma (POAG): or 10 i
out- Reduction of Intraoc- Points 1.0-1.9 2.0-2.9 3.0-3.9
come ular Pressure (IOP) by Performance
0, -
1_5/0 OR Documenta Claims 2 or10 rate
tion of a Plan of Care i
Points
Interm.  IRIS2: Glaucoma: Intra- Performance 1'80%0_ 50'93:/"' 61'70%_
out- ocular Pressure (IOP) QCDR 1*-10 rate 50.92% Eli6o% 66.90%
come Reduction Points 1.0-1.9 2.0-2.9 3.0-3.9
IRIS39: IOP Reduction
Out- Following Trab lec-
u sl el e QCDR No benchmark
come tomy or an Aqueous
Shunt Procedure
out IRIS43: IOP Reduction Performance 5.00‘;4- 8.70‘%:- 14.29:/0-
come Following Laser Tra- QCDR 0 rate A 14.28% 17.41%
beculoplasty Points 1.0-1.9 2.0-2.9 3.0-3.9
out IRIS44: Visual Field Performance 90.000%- 18.18‘%:- 13.33‘?—
come Progression in Glau- QCDR 1*-10 rate 1812% (S5 50 [2:65%
coma Points 1.0-1.9 2.0-2.9 3.0-3.9
IRIS55: VA Improve- Performance 3.70%- 8.27%- 27.27%-
Out- ment Following rate 8.26% 27.26% 33.32%
Cataract Surgery and QCDR 1*-10
come .. i
Minimally Invasive Points 1.0-1.9 2.0-2.9 3.0-3.9
Glaucoma Surgery
IRIS60: VA Improve-
ment Following Cata-
t- t i
Ou ract Surgery Combined QCDR No benchmark

with a Trabeculectomy
or an Aqueous Shunt
Procedure

come
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Benchmark Decile (d)

[ e | e [ o | e [ e | we | ]

CORNEA/EXTERNAL DISEASE

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance

data.

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance Inverse measure

data.

88.69%-
91.93%

4.0-4.9

86.31%-
93.40%

4.0-4.9

66.91%-
71.08%

4.0-4.9

91.94%-
94.16%

50-5.9

93.41%-
96.25%

50-5.9

71.09%-
74.28%

5.0-5.9

94.17%-
96.07%

6.0-6.9

96.26%-
98.25%

6.0-6.9

74.29%-
77.60%

6.0-6.9

96.08%-
97.65%

7.0-7.9

98.26%-
99.37%

7.0-7.9

77.61%-
80.12%

7.0-7.9

97.66%-
98.95%

8.0-8.9

99.38%-
99.99%

8.0-8.9

80.13%-
83.49%

8.0-8.9

GLAUCOMA
9.0-9.9 10.0
100%
10.0
100%
10.0
8837'_552‘:' >87.59%
9.0-9.9 10.0

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance

data.

17.42%-
21.61%

4.0-4.9

12.64%-
11.64%

4.0-4.9
33.33%-
33.69%

4.0-4.9

21.62%-
24.34%

5.0-5.9

11.63%-
11.14%

5.0-5.9
33.70%-
36.72%

50-5.9

24.35%-
31.66%

6.0-6.9

11.13%-715%

6.0-6.9

36.73%-
43.89%

6.0-6.9

31.67%-
36.16%

7.0-7.9

714%-5.01%

7.0-7.9

43.90%-
46.86%

7.0-7.9

36.17%-
77.58%

8.0-8.9

5.00%-
4.06%

8.0-8.9

46.87%-

48.88%

8.0-8.9

77.59%-
933 2; =93.33%
. (]
9.0-9.9 10.0
4.05%-
12(5); <1.39%
Y0 Inverse measure
9.0-9.9 10.0
48.89%-
PR 4; =65.85%
. (]
9.0-9.9 10.0

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance

data.
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Table 4: Quality Measures Benchmarks

NEURO-OPHTHALMOLOGY

High Benchmark Decile (d)
—— ID: Measure Name Type

Other 419: Overuse of Imag- 79 Performance 68-04:/:- 37.82‘?- 16.48:4,-
ing for the Evaluation MIPS CQM = rate 37.83% 16.49% 8.87%
HP . or 10
of Primary Headache Points 1.0-1.9 2.0-29 3.0-3.9

IRIS56: Adult Diplopia:

Improvement of Ocular

Deviation or Absence QCDR No benchmark
of Diplopia or Func-

tional Improvement

IRIS57: Idiopathic

Intracranial Hyper-
Out- tension: Improvement
come of Mean Deviation

or Stability of Mean

Deviation

Out-
come

QCDR No benchmark

OCULOFACIAL PLASTICS/RECONSTRUCTIVE

other 137: Melanoma: o Performance 15.56"06- 92.16‘7:-
Continuity of Care— MIPS CQM ) rate 9215% 99.99%
HP or 10
Recall System Points 1.0-1.9 2.0-2.9
Performance 3.33%- 60.78%- 93.02%-
Other 1:’:8: I\.‘Ielanoma: Coor- MIPS CQM 1*-3.9  rate 60.77% 93.01% 09.99%
HP dination of Care or7
1.0-1.9 2.0-2.9 3.0-3.9
Performance 41.33 -
MIPS CQM 1*-1.9*  rate 99.99
or7 i
Other 397: Melanoma Points 1.0-1.9
HP Reporting Performance 98.44%-
Claims 3-3.9 rate 99.99%
or7
3.0-3.9
440: Skin Cancer: Performance 71.05%- 96.74%- 98.99%-
- - *_ [) 0, ()
Other B_lopsy Reportln_g MIPS CQM 1*-4.9 rate 96.73% 98.98% 99.73%
HP Time—Pathologist to or7 i
Clinician Points 1.0-1.9 2.0-2.9 3.0-3.9
IRIS6: Acquired Involu-
Out- tlon_al Entroplon_: _Nor- QCDR No benchmark
come malized Lid Position

After Surgical Repair
PEDIATRIC OPHTHALMOLOGY AND STRABISMUS

IRIS48: Adult Surgical
Esotropia: Postopera- QCDR No benchmark
tive Alignment

Out-
come
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Benchmark Decile (d)

| e | e | e | @ | @ | o | ae |

NEURO-OPHTHALMOLOGY

8.86%- 2.98%- 0.59%-
6.22% 6.21%-2.99% 0.60% 0.01% 0% Inverse measure,

topped out
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 10.0

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance
data.

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance
data.

OCULOFACIAL PLASTICS/RECONSTRUCTIVE

100%
10.0
100% Topped out,
7-point cap
7.0
100% Topped out,
7-point cap
7.0
o Topped out,
7-point cap
7.0
99.74%-
100%
99.99% ° Topped out,
7-point ca
4.0-4.9 7.0 P P

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance
data.

PEDIATRIC OPHTHALMOLOGY AND STRABISMUS

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance
data.

A SUPPLEMENT TO EYENET MAGAZINE . 35



. MIPS 2023: A PRIMER AND REFERENCE

Table 4: Quality Measures Benchmarks

High Benchmark Decile (d)
—— ID: Measure Name Type

PEDIATRIC OPHTHALMOLOGY AND STRABISMUS

IRIS49: Surgical Pedi-

Out-
c:me atric Esotropia: Post- QCDR No benchmark
operative Alignment
Out- IRIS50: Am_blyopla: I-n- QCDR No benchmark
come terocular Visual Acuity
REFRACTIVE SURGERY
IRIS23: Refractive Sur- Performance 24.29%- 44.00%- 68.55%-
gery: Patients With a rate 43.99% 68.54% 77.57%
Out- Postoper:atlve Um_:or- QCDR 10
come rected Visual Acuity i
(UCVA) of 20/20 or Points 1.0-1.9 2.0-2.9 3.0-3.9
Better Within 30 days
IRIS24: Refractive
Surgery: Patients
Out- With a F.’ostop-»er.atlve QCDR No benchmark
come Correction Within + or

- 0.5 Diopter (D) of the
Intended Correction

RETINA

Age-Related Macular Degeneration (AMD)

Performance 5.91%- 74.55%- 89.16%-
14: AMD: Bllated Macus| o -0 (- .| rate 74.54% 89.15% 93.78%
lar Examination
Points 1.0-1.9 2.0-2.9 3.0-3.9
Performance 3.33%- 72.34%- 91.45%-
19: Diabetic Retinop-  MIPS CQM 10':1'79 L et AT P
Other athy: Communication Points 1.0-1.9 2.0-2.9 3.0-3.9
HP with the Physician 0 . o
Managing Ongoing Performance 6.41 Ao- 52.995,- 70.18 /;,-
Diabetes Care eCQM 1%10 rate 52.98% 70.17% 80.35%
Points 1.0-1.9 2.0-2.9 3.0-3.9
Performance 56.86%- 80.44%- 84.62%-
Out- IRIS13: DME: Loss of QCDR 10 rate 80.43% 84.61% 86.51%
come Visual Acuity .
Points 1.0-1.9 2.0-2.9 3.0-3.9
IRIS58: Improved
Visual Acuity After
Out- Vl_trec_tomy for_Com_- QCDR No benchmark
come plications of Diabetic
Retinopathy Within
120 Days
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Benchmark Decile (d)

d7z

PEDIATRIC OPHTHALMOLOGY AND STRABISMUS

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance
data.

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance
data.

REFRACTIVE SURGERY

77.58%- 81.25%- 82.35%- 84.21%- 89.20%- 94.29%- 100%
81.24% 82.34% 84.20% 89.19% 94.28% 99.99% ?
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance
data.

RETINA

Age-Related Macular Degeneration (AMD)

93.79%- 96.31%- 98.08%- 99.14%- 99.77%- 100%

96.30% 98.07% 99.13% 99.76% 99.99% ? Topped out,
7-point ca

4.0-4.9 5.0-5.9 6.0-6.9 7.0 7.0 7.0 P P

98.71%-

99.99% 100% Topped out,
7-point ca

4.0-4.9 7.0 P P

80.36%- 86.32%- 90.91%- 93.75%- 96.05%- 98.00%- 209.55%

86.31% 90.90% 93.74% 96.04% 97.99% 99.54% o0

4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0

86.52%- 88.02%- 89.42%- 90.37%- 92.06%- 93.83%- 96.36%

88.01% 89.41% 90.36% 92.05% 93.82% 96.35% 220007

4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance
data.
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RETINA

Epiretinal Membrane

IRIS41: Improved visual
Out- acuity after epiretinal

MIPS 2023:

Benchmark Decile (d)

A PRIMER AND REFERENCE

Table 4: Quality Measures Benchmarks

High :

QCDR No benchmark
come membrane treatment
within 120 days
Macular Hole
IRIS46: Evidence of Performance 4.17%- 24.14%- 40.00%-
Anatomic Closure of rate 24.13% 39.99% 53.05%
Out- Macular Hole Within QCDR 1410
come 90 Days after Surgery i
as Documented by Points 1.0-1.9 2.0-2.9 3.0-3.9
OCT
Retinal Detachment
384: Adult Primary Performance 75.76%- 89.14%- 95.10%-
Rhegmatogenous rate 89.13% 95.09% 96.76%
Retinal Detachment
Out- 1*-5.9
" Surgery: No Returnto  MIPS CQM
come . or7 i
the Operating Room Points 1.0-1.9 2.0-2.9 3.0-3.9
Within 90 Days of
Surgery
385: Adult Primary Performance 6.52%- 16.81%- 21.90%-
Rhegmatogenous rate 16.80% 21.89% 34.77%
Out- Retinal De?achment. MIPS CQM  1%10
come Surgery: Visual Acuity i
Points 1.0-1.9 2.0-2.9 3.0-3.9

Improvement Within
90 Days of Surgery

UVEITIS/IMMUNOLOGY

IRIS17: Acute Anterior
Out- Uveitis: Post-Treat-

come ment Grade O Anterior QCDR
Chamber Cells

out- IRIS35: Improvement

come of Macular Edema in QCDR
Patients With Uveitis

out IRIS51: Acute Anterior

come Uveitis: Post-Treat- QCDR
ment Visual Acuity

Out- IRIS53: Chronic Anteri-
or Uveitis: Post-Treat- QCDR

come

ment Visual Acuity

Performance

hon ate

Points

No benchmark

Performance

10 fate

Points

Performance

10 fate

Points

13.33%-
32.19%

1.0-1.9

60.00%-
84.43%

1.0-1.9

53.12%-
78.68%

1.0-1.9

32.20%-
49.99%

2.0-29

84.44%-
87.90%

2.0-29

78.69%-
83.99%

2.0-2.9

50.00%-
60.74%

3.0-3.9

87.91%-
91.29%

3.0-3.9

84.00%-
86.35%

30=5.9)

Key: EHR = Electronic health record; Interm. outcome = Intermediate outcome measure; Other HP = Other high priority measure.
* There is 3-point floor for small practices, provided that they report on at least one patient and, depending on their collection
type, submit submit data-completeness totals (see page 25). Note: You may be able to report measures 14, 141, 384, 385, 389, and
493 via IRIS Registry-EHR integration. Although CMS didn’t create electronic specifications for these six measures, the IRIS Regis-
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Benchmark Decile (d)

| e | s | e | @ | s | o | ae |

RETINA

Epiretinal Membrane

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance

data.
Macular Hole
53.06%- 56.52%- 63.31%- 66.67%- 71.91%- 81.58%- 05 24%
56.51% 63.30% 66.66% 71.90% 81.57% 95.23% e
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0

Retinal Detachment
96.77%- 98.26%-
100%

98.25% 99.99% 00%

Topped out,

7-point cap
4.0-4.9 5.0-5.9 7.0
34.78%- 38.78%- 56.94%- 62.28%- 64.71%- 77.29%- 81.48%
38.77% 56.93% 62.27% 64.70% 77.28% 81.47% e
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0

UVEITIS/IMMUNOLOGY

60.75%- 67.86%- 71.37%-~ 74.02%- 77.78%- 82.14%- -8718%
67.85% 71.36% 74.01% 77.77% 82.13% 8717% e
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0

Not enough data from 2021 to establish a historic benchmark for this measure. After the 2023
performance year is over, CMS will attempt to create a benchmark based on 2023 performance

data.
91.30%- 93.79%- 95.45%- 95.92%- 97.26%- 99.26%- 100%
93.78% 95.44% 95.91% 97.25% 99.25% 99.99% ?
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0
86.36%- 88.24%- 90.18%- 92.86%- 95.24%- 97.78%- 100%
88.23% 90.17% 92.85% 95.23% 97.77% 99.99% ?
4.0-4.9 5.0-5.9 6.0-6.9 7.0-7.9 8.0-8.9 9.0-9.9 10.0

try was able to extract the necessary data for the first five of those measures from EHR systems in the past. Similarly, the Academy
expects that the IRIS Registry will be able to extract data for measure 493, which is a new measure, from most EHR systems.

Look out for CMS corrections. Some years, CMS has published corrections to the benchmark data part way through the performance
year. Stay alert for CMS corrections (see “Empower Your MIPS Team,” page 7).
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Zendesk for Verana Support
g

Access Zendesk for Verana Support

Verana Health recently implemented a practice support and help center via Zendesk for your
Verana Quality Measures Dashboard. You can access Zendesk for Verana Support via okta.

Log In to Zendesk
To log in to Zendesk for Verana Support, follow these steps:
1. Go to https://vgm.veranahealth.com.
2. On the Sign In page, enter your Username and Password.

Note: Use the credentials that were provided for your Verana Quality Measures
Dashboard.

0 Verana Health

SignIn

Username

practiceadmin@practicehealth.com E

Password

3]

O Please enter a password

] Remember me

Need help signing in?

3. Click Sign In.

www.veranahealth.com Page 2
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4. Click Verana Support.

okta @ &
l Q bearch for an app 40
Work . @ | Verana Quality .
| Measures
‘ ’ Verana Support e

Submit a Request
To submit a request for support, follow these steps:

1. Click Submit a request.

Select “Submit a )
@ Verana Health . i1 ]

- [ J L J L J
s o8 oo 8 g°®
V@ e
e 8¢ 3§ ® -
® es .8 oo
' 8. @ ]
Q search
of
I e s L
8 o g ° ° 8 2
e’ . aaav® -

2. In the Submit a request page, select your issue from the dropdown menu.

0 Verana Health.

Verana Health > Submit a request

Submit a request

Please choose your issue below

www.veranahealth.com Page 3
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Submit a request dropdown menu

The submit a request dropdown menu has 6 issue categories to choose from. Use the
following guidelines to determine which option to select for your support request.

e User Access Form
(Accessing your Verana Quality Measures Dashboard)
o Request Type:
(Choose from the dropdown menu)
m Password Reset

Add User
Remove User
User Role Change
Other

e Quality Measure Support and Refinements
(Issues with the data on your Verana Quality Measures Dashboard)
o Request Type:
(Choose from the dropdown menu)
m Patient(s) in the Incorrect Section
(Refinements to the data showing on your Verana Quality
Measures Dashboard)
e Screenshots of each component of measure are
encouraged
o ICD-10 Code
o CPT Code
o Numerator requirement documentation
m Add a New Measure
(Add a measure that currently is not populated on your Verana
Quality Measures Dashboard but should be available to the
Registry)
m Keyword/Code Request
(Add a keyword or code to the mapping of measures)
e The request is reviewed internally for acceptance
m  Remove Test Patient
(Remove a “test” patient[s] on your Verana Quality Measures
Dashboard that you found during review of your data)
m Other
(Use when none of the above Request Types are appropriate)
o Registry Membership:
(Choose from the dropdown menu)
m IRIS Registry
m AXON
x AQUA

www.veranahealth.com Page 4
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e Provider Issue
o Request Type:
(Choose from the dropdown menu)

o Add Provider
(Add a new clinician that joined your group)

o Remove Provider
(Remove an incorrect practice association)

o Deactivate Provider
(Deactivate a clinician that left your group. Deactivate only if you
are not required to report data for this clinician)

o Reactivate Provider
(Reactivate a previously deactivated clinician who needs to be
active)

o Other
(Use when none of the above Provider Issues are appropriate)

e Location Issue
o Request Type:
(Choose from the dropdown menu)
m Add Location
Remove Location
Deactivate Location
Reactivate Location
Other

e Data Connection Support
(Lost connectivity to your EHR, Server Migration or hosting change, or have Data
Connection questions)

e General
(None of the above issues apply to your request)

3. For Data Connection Support and General, continue to step 5. For all other issue
categories, choose Request Type from the dropdown menu, see Submit a request

dropdown menu for guidelines.

Reguest Type

= -

www.veranahealth.com Page 5
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4. If the request is for Quality Measure Support and Refinements, complete the
following. For all other issue categories, continue to step 5.

a. Choose Registry Membership from the dropdown menu.
b. Enter Last Data Refresh Date (optional).
Registry Membership

What medical registry is the practice a part of?

Last Data Refresh Date (optional)

Please list the Data Last Updated Date found at the bottom right of your Verana Health product

5. In the Subject field, enter a brief title for your request.

Subject

6. In the Description field, enter a detailed description of the request.

Description

Please enter the details of your request. A member of our support staff will respond as soon as possible.

7. In the Attachments field (optional), add or drop files that provide additional
information that relates to your request.

Attachments (optional)

Add file or drop files here

8. Click Submit.

www.veranahealth.com Page 6
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Recent Activity

The Recent Activity section shows your submitted tickets. You can click on the tickets to view
your submissions.

\..‘ Verana Health

Recent activity

www.veranahealth.com Page 7
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Introduction
¢

This user guide provides society registry administrators, practice administrators, and clinicians
information for using the Verana Quality Measures Dashboard to track quality improvement and
access quality performance measure data for Merit-based Incentive Payment System (MIPS)
reporting.

The Verana Quality Measures Dashboard is accurate, up to date, easy to use, and fully
supported.

e It uses high quality VeraQ® data and a scoring algorithm that maximizes the accuracy of
quality measures and MIPS scores.

e It provides regular data updates from practice Electronic Health Records (EHR) systems.

e It supports the enhancement of patient care by clearly pinpointing opportunities for
improvement and areas of excellence.

e It provides full support from Verana Health’s experienced and knowledgeable team of
Practice Experience Managers.

Practices that participate in the American Academy of Ophthalmology IRIS® Registry (Intelligent
Research in Sight) or the American Academy of Neurology’s Axon Registry® and have completed

their EHR integration via Verana Health are eligible to receive the Verana Quality Measures
Dashboard.

Recommended Browsers

e Google Chrome™ browser/85.0.4158.0 and higher

e Safari®

Practice Support

Contact Verana Health Practice Experience at datalink@veranahealth.com or call 877-353-0304.

e Help with your dashboard
e Help with logging in
e Reset password

e Modify practice clinicians

www.veranahealth.com Page 3
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Your Verana Quality Measures Dashboard Account
'

Access your Verana Quality Measures Dashboard

You will receive an email from our Practice Experience Team when your dashboard is available
with data. That email will provide instructions on how to activate your account, and how to log
in for the first time and access your dashboard.

Log In

To log in to Verana Quality Measures Dashboard, go to https://vam.veranahealth.com

0 Verana Health

SignIn

Username

practiceadmin@practicehealth.com E

Password

2

© Please enter a password

: Remember me

Need help signing in?

From the sign in page:

1. Enter your username and password
2. Click Sign In

www.veranahealth.com Page 4
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Quick Start Guide

& Verana Quality Messures Dashboard

MIPS Submission Module

Chuslity Mo sures MIFS Submission

IRIS* Registry Quality Measures

The American Academy of Ophthalmology 1R15 Bogistry (intellipent Ressarch in $ight]

Filter by Practice, Location, or Clinician

Practions Locatiens

Chmicans

Practce w ] [ il Loeation (61

= J l A Cilicians (3} » ]

Filter by data availability

Shoshesmes | With Bata

o] ] o]

Uit =
" | e
acoR WS OCDR 63 sty 2
Mark
b Eothalisl Keratoslasty - Post-Opsratiee i
o acos WS GEOR 1 Iemproseme it in Best Corested Visusl Aoty tn (2] Eusooma
2040 ¢ Battar
Click bo view Measure Details
<cam =COM 117 Dispetes: Eys Exam
acoe s GCOR 54 Complcaticns After Cataract Surgery ) Do
. e R Dscumestutien o Curmint Masistiss in the @ie

Medical Record

e |

AveRiCan sLazERY
B DAL LD -

Select Date Range

Datw Range

Yaar 1o cate =)

Search by Measure name or ID

a

=

BENCHMARK
[LEP e

CME Bemehrrark : 80,365

RIS Aoy < 0%

RIS dovg - O
TMS Benchmark - 45 B7H
RIS doeg - 0%

I
CM3 Benchrark ; 2195

RIS dovg - %

PERFORMANCE nrﬂ

100%

Practice or Cliniclan
Performance Rate
100%

v3z% O

F8.54%

Opan

www.veranahealth.com

Data Lass Wpstatedd on | 1-07-3077 (D)
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Improvements in January 2023
'

Key Updates

e DRCF Signing
o Axon DRCF r Guide 2022
o IRIS DRCF User Guide 2022
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Dashboard Features and Functions
¢

Customize Your Quality Performance Measures View

Pick which lens through which you want to view your quality performance measures data. If you
want to focus on measure type, filter by Measure Criteria. If you identify favorites for
tracking, make sure to “favorite” them by clicking the star (the star will turn yellow when
selected).

If you want to see which measures don't have data, which means they are being tested and
validated by your Registry for your specialty, then use the filter Without Data. The Without
Data filter will also help identify gaps in data coming from your EHR so we may together
engage your EHR vendor to provide the data necessary to compute these quality performance
measures.

Filters X

CLEAR ALL

[ ] Favorite Measures (3)
Filter your measures based
on measure type and
Measure Criteria A specialty to quickly locate the
Registry measures most

applicable to your practice.
|-—-| Intermediate Outcome PP 4 p

| | High Priority (0] (1)

|:| Outcome (1) |:| Process (1)

|:| Resource Use (0)

Measure Speciality ~

www.veranahealth.com Page 7
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Filter for measures with and without data. Measures without data are those most likely to be in

Test or Implementation mode by your Registry. Your society and the Verana Health Practice
Experience Team will need your help to map and refine data for these specialty measures.

Or, pick your favorite measures for tracking.

With Data s

With Data

Without Data

All

FAVORITE +

Monitor Your Performance

Track your performance on quality measures and benchmark yourself to your peers and other
clinicians nationwide. Sort by Favorite, Measure Type, Measure ID, Measure Title or Performance

Rate.

When you engage with your dashboard you have the opportunity to uncover gaps in care
and/or documentation that could be impacting your quality performance scores. Use your

dashboard tools to further understand why performance appears to be lower than it should be.

FAVORITE + TYPE + MIPS QUALITY ID + MEASURE +
Documentation of Current
*
SCaM - ecamizo Medications in the Medical Recard
Diabetes: Hemoglobin Alc
* cam CQaM 1
© © (HbA1c) Poor Control (> 9%)
Cataracts: 20/40 or Better Visual
* eCaMm eCaMm 191 Acuity within 90 Days Following
Cataract Surgery

IRIS Registry Avg : 45%

CMS Benchmark : 47.7%

CMS Benchmark : 89.67%

IRIS Registry Avg : 90.02%

N o

CMS Benchmark : B7.78%

IRIS Registry Avg : 96.29%

PERFORMANCE RATE +

Use your drill-down functions to identify potential causes for low performance.

www.veranahealth.com
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Review Data

View your quality performance data at the practice, location or clinician levels in order to
identify gaps in care or gaps in documentation that impact quality performance scores.

| Practice o | | All Locations (1) v | | All Clinicians (7) o

Date Range

[ Year to date M ]

@ Year to Date

() Year View your quality performance data by year. Select your
O Q target year or customize your quality performance date to
uarter i .
facilitate quality improvement.

Cancel Apply

Use these tools to research low performance and identify gaps in documentation and/or care.
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Performance Rate Review: Practice, Location, Clinician

Further understand measure performance by filtering data at the practice, location and clinician
levels and review patient data based on your filters.

Ll ] Litelituln®s

Prasctice L A cated (1)

Performance Rate

Mrmeralor

LAST HAME

Duvaneranstio - Denorninstor Exchution

i

e Al Clmirinns (71

FERST HAME

Dt é Ebsgh
" 2 -
1Y Repaley deg - T T%
- -
: EEE 39.97%
1ETe- 0 — -
LMY Bt R HTE
[ Wurerter Harng
C E ] Rk W Tl

HEKR AGE SEM

Review Clinicians and Location Performance

You may further review performance data by downloading patient data using the Download
.CSV function to review individual patient-level data. This feature allows for offline review of
patient level details to determine if performance is due to actual performance or documentation
practices. Use the Clinician drop-down to review other clinicians at the practice. Then use your
customized date range views on your dashboard to track your quality improvement or system
interventions and improvements to your performance rates and quality measure scores.

Practices Locations

Clinicians

Date Range

Practice

~ | | All locations (1)

v ‘ | John Doe

Performance Rate

Numerator

Patients List

Denominater - Denominator Exclusion

~ 2021 [
IRIS Registry Avg . 96.29%
251 . o
- i1 40.35%
622-0 4t
CMS Benchmark : 89.67%
Q & Download CSV

www.veranahealth.com
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Review and Refine Quality Performance Measures Data

One of your practice favorites has a performance rate of 100%. Is this correct? Assess if you
and your practice are performing at 100%. Click on the measure title to view details on the
measure and scroll down to confirm the patients in the measure. Double-check the patient
population counts and measure component counts to determine if the numerator patients and
denominator population are indeed correct. Confirm by reviewing a random sample of patients
that appear in your measures details screen and confirm they are indeed eligible for the
measure. Then you will know whether or not your performance rate really is 100%.

o Wi rh Wieh Data

FAVORITE 4 M MIPS SIUALITY 15 4 MIALURE & PERFORMANED

Drecumenitation of Surment

Lo vl
Mobgsficatmann bt ledpdicad Recond

e N I A Y N e

TS Bwohoradrs - B0 TN

Documentation of Current Medications in the Medical Record

ik Gsabiny 0 oD0M 135 Mesure Type- ol G ihparrn Sposad by ddgaree Crieria: Proceus
Pegentige of vt oo patpan bpwed 18 g aoell ol dow whet i the elapile profrasasns! or shypible chotion s10rule B deturnentng & 18 of Sur 1enn it sl urianE

o B date O e Evidanril i

5 Wk MosaE Spro s ationis

Durwranutor
bl

LAST MAME & FIEST HAME <

7 Fiven

Bty g ; VROTS

% Expert Al

PERFORMANCE RATE &

TS

L oSN S D el

HEX o
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Quality Performance Measures Data

=

[ ]

Mapping, Validation, and Refreshes

It is a shared responsibility to assure that quality performance measures data is accurate, true
and complete prior to submission to Centers for Medicare & Medicaid Services (CMS).

Quality Performance Measures Mapping:

e Assures that quality performance measures components are validated and verified, that
you agree to the accuracy of the data, and that there are no errors in measures
calculation or performance rates prior to MIPS submission.

e Helps the registry in which you participate to identify measures that may require
rewriting (no data available) or that point to poor quality care (low performance rates)
or that need further testing and refinement to produce data.

Data Validation:

e Tests data quality on all ingested data.

e Validates quality performance measures data prior to presentation in registry
dashboards.

e \Validates quarterly quality performance measures data.

e Audits CMS-mandated pre-submission randomized data validation.

e Assures accuracy in quality performance measures data submitted to CMS.

Verana Quality Measures Dashboard Data Refreshes:

e Take into account refinements discovered on practice mapping calls.
e Assure currency of data on a monthly basis

www.veranahealth.com Page 12
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Appendix
'

Common Terms

1. Verana Quality Measures Dashboard: Verana Health’s quality platform offers
practices and clinicians participating in their society registries access to registry-specific
quality performance measures that may be used for Merit-based Incentive Payment
System (MIPS) reporting and for quality improvement.

2. MIPS: Merit-based Incentive Payment System, a regulatory reporting requirement from
the Centers for Medicare and Medicaid Services (CMS) that includes reporting data from
all payers and includes four categories: Quality Performance, Promoting Interoperability,
Improvement Activities and Cost.

3. MIPS Submission Module: Available from the Verana Quality Measures Dashboard. It
is used to report Quality Performance, Promoting Interoperability and Improvement
Activities categories of MIPS to CMS.

4. Quality Performance Measures: Quality measures are standards for measuring the
performance of healthcare clinicians in their care for patients and populations.

5. QCDR: Qualified Clinical Data Registry — QR: Qualified Registry

6. Benchmarks and Deciles: Measurement of clinical performance. Facilitates
comparison of individual and practice quality and scoring within MIPS.

7. Registry Average: Simple average of clinical performance across practices within each
registry.

8. Performance Rate: Measure performance based on measure calculation. Higher
scores indicate higher-quality care, unless you are working with an inverse measure
where lower performance equates to higher-quality care.

9. CEHRT: Certified EHR Technology 2015 Edition Cures. Verana Health’s quality platform
is also CEHRT.

www.veranahealth.com Page 13



Verana Quality Measures Dashboard User Roles and Permissions

User Role

Role Description

Registry Administrator

Responsible for oversight and management of the registry to
include management of all the practices and clinicians, as well
as locations within the registry.

e Read-only access to the Verana Quality Measures
Dashboard and individual practice Quality Performance
Dashboards.

e Read-only access to Quality Performance, Promoting
Interoperability, and Improvement Activities
Dashboards within the MIPS Submission Module.

Multi-Practice Administrator

Master user role/class responsible for oversight and
management of practices, clinicians, and practice locations
within their scope.

Access is enabled for protected health information (PHI) in a
table view in order to map and refine measure data.

Single Practice Administrator

Responsible for managing a single practice and may be an
administrator or a clinician administrator.

Access is enabled for protected health information (PHI) in a
table view in order to map and refine measure data.

General Clinician

Users can access their own quality measures but cannot see
other practice or clinician’s performance data.

www.veranahealth.com
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Past Improvements
'

December 2022

Key Updates

e MIPS Quality Scoring
e TIN Details
e \Verana Quality Measures Dashboard Enhancements

e Additional Changes

MIPS Quality Scoring
Quality Scoring

e C(lass 1, 2, and 4 measure scoring. Axon and IRIS do not have any Class 3 measures.

e MIPS Summary will score Quality Measures up to 30 possible points for the Quality
category.

o Green: 60.00-70
o Blue: 45.00-59.00
o Red: 44.99 and under

e Available once TIN, Eligibility, and Validations are entered.

‘ Q = Default Validation

NAME & NPI TIN ELIGIBILITY DRCF STATUS VALIDATION QUALITY Pl 1A TOTAL SCORE (0

Otte Octavius

+ Add TIN + Verify + Sign + Validation NA NA NA
12345678987

876543211 ) Eligible () Signed ) Completed 10/30 1/25 §/15 16.00

Richard Parker 876543211 © By - Sened . etod
13342678546 B & Eligible © Signe (&) Complete 30/30 265/25 15/15

Emma Thompson

234145674 (~) Eligible ) Signed () Completed 30/30 25/25 15/15 55.00
12345345234 @ @ Ehglble e . 7 f /
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CONFIDENTIAL AND PROPRIETARY INFORMATION OF VERANA HEALTH

Measure Tracker

e Measure Selected: Provides measure count status.
e Measures Meeting 20 Cases: Provides case minimum status.

e Outcome/High-Priority Measure Selected: Provides Outcome/High-Priority measure
status.

Quality @ Pl @ 1A

Measure Selected Measures Meeting 20 Cases Outcome/
(Select at least & measures inclusive of one (Al measures should meet the ngh'PI‘IOFIty Measure Selected

outcome measure if data is available or one minimum required 20 patient cases.) {You must select a minimum of 1 cutcome
high priority measure. ) measure if there is data or 1 high priority
measure. )

Category

Measure Selection

e Select Verified Measures from the Quality Dashboard.
e Score will take top 6 measures:

o Small practices will receive 6 point bonus.
o If more than six measures are selected, we will calculate top 6 measures with
1 being High Priority/Outcome.

e MIPS Quality Weight will be calculated in relation to score.

nnnnnnnnnn
nnnnnnnnnn
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TIN Details
Key Features

e Adding TIN when one does not exist for Group Submission.

Q Verana Quality Measures

Quality Measures MIPS Submissiof

°S Submission / Group Submission

Group Submission

Submit As Practice Performance Year
Group v 30256 Aaleya Koreis... v 2022 v
TIN ELIGIBILITY DRCF STATUS VALIDATION QUALITY Pl 1A TOTAL SCORE (@
+Add TIN + Verify + Sign + Validate

e More descriptive error messages specifying exact issue and next action for users.
e Location choice is optional.

Edit Profile Details

TIN Details
TIN Details

DRCF
Provider Name : Otto Octavius, NPI : 12345678987

Enter TIN Confirm TIN

| 1245678135 1245678135

Location

[ Locations Selected (2)

MIPS Eligibility

MIPS Eligibility (To check for eligiblity click here)

(@ etgible () Not Eligible

+ Add TIN
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Verana Quality Measures Dashboard Enhancements
Quality Measure Summary Download

e Export CSV based on your dashboard filtering.

IRIS® Registry Quality Measures A sceican acaveny

% OF OPHTHALMOLOGY *
The American Academy of Ophthalmology IRIS Registry (Intelligent Research in Sight) 1l

Last System Update on 11-09-2022

Practices Locations Clinicians Date Range
195146 3C Vi.. Vv ‘ ‘ All Locations (... v All Clinicians ... Vv Year to date B
Show Measures | With Data v Q ‘  Filters &> Download CSV

e Includes all measures in dashboard view.
e Contains all patient populations applicable to measure.
e No PHI contained in Export.

Date_Range_Type Time_Frame(MMYYYY-MMYYYY)

YEAR_TO_DATE 012022-122022

Measure Performance Rate Status Initial_Patient_Population Denomina
Complications After Cataract Surgery 0 Selected 230 2
D ion of Current lications in the Medical Record 99.76 Refinement 2927 29
Use of High-Risk Medications in Older Adults 1.2 Refinement 1584 15
Diabetes: Eye Exam 98.33 478 4
Falls: Screening for Future Fall Risk 97.22 1584 15
Cataracts: 20/40 or Better Visual Acuity within 90 Days Following Cataract Surgery 95.21 235 2
Diabetic Retinopathy: Communication with the Physician Managing Ongoing Diabetes Care 93.33 111 1
Glaucoma: Intraocular Pressure Reduction 91.67 26

Cataract Surgery: Difference Between Planned and Final Refraction 73.94 284 2
Closing the Referral Loop: Receipt of Specialist Report 65.22 23

Primary Open-Angle Glaucoma (POAG): Optic Nerve Evaluation 54.44 259 2
Endothelial Keratoplasty - Post-Operative Improvement in Best Corrected Visual Acuity to 20/40 or Better 38.46 14

Primary Open-Angle GI: (POAG): F ion of Pressure (IOP) by 15% OR Documentation of a Plan of Care 12.75 251 2
Age-Related Macular Degeneration (AMD): Dilated Macular Examination 85 153 1
Pneumococcal Vaccination Status for Older Adults 0 253 2
F ive Care and ing: Influenza izati 0 364

Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up Plan 0 356 3
Diabetes: Hemoglobin A1c (HbA1c) Poor Control (> 9%) 100 Verified 74
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Additional Changes

e Fixed sorting Patients List duplicating patients.
e Added Missing Registry ID in practice list.

e Added search for clinicians in the Clinician dropdown.

Clinicians
Al
All Clinicians (&) A
A o
Dan X

All Clinicans (6)

Daniel Hexter

e Added Not Tracking to measure Status.

IANCE STATUS

Verified ~

Not Tracking

o
Open
Selected

Refinement

Verified

e Updated Patients List search to search within context of patient population.

Patients List |

Initial Patient Denominator: Denominator Numerator: 19 Numerator Not
Population: 1584 Exclusion: 0 Met: 1565
1584

www.veranahealth.com Page 20



CONFIDENTIAL AND PROPRIETARY INFORMATION OF VERANA HEALTH

September 2022

Key Updates

e Performance improvements to Measure Details screen

e MIPS Module

o Promoting Interoperability (PI)
o Improvement Activities (IA)

e Miscellaneous Verana Quality Measures Dashboard improvements

Performance Improvements

Key Updates:

e Implemented pagination on measure drill down

e Faster load times of patient lists for larger practices

LN-71272

LN-98082

LN-31048

LN-22222

LN-72585

LN-68441

LN-98437

LN-40807

Items per page: 25 Showing 1 - 25 of 6414 items

www.veranahealth.com

FN-96165

FN-70339

FN-16061

FN-58751

FN-62932

FN-56080

FN-94201

FN-94126
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Promoting Interoperability

Key Features:

e Estimated scoring for PI

e Improved Exclusion and Reporting workflow for each measure

e Estimated PI Weight updated on Summary page

Quality @ Pl ® 1A

e Attested )
. CEHRT ID Validation (O . Click To Change Attestation 4 Objectives Met ©

t submit Pro

bmissions methods. 4

ty data using mul flicting data for a

ugh multiple submission Il result in a score of Promoting Intei

Duration (Minimum Duration of %0 Days!
06/17/2022 - 09/16/2022 &
MEASURE ID MEASURE TITLE CLAIM EXCLUSION

Electronic Prescribing

PI_EP_17 e-Prescribing [ () Yes (@) No

PI_EP_2 Query of the Prescription Drug Monitoring Program (PDMP)  [3

Health Information Exchange

P FIE 1 Support Electronic Referral Loops By Sending Health
ihais Information

www.veranahealth.com

Estimated Pl Points

556 + 10 = 65 /100
Points  Banus Total

REPORTING REQUIREMENT

|m H zn‘
(®) Yes No
|m H 20‘

PERFORMANCE

Estimated Pl Weight
16 /250

POINTS ©

5/10

10 Bonus

10/20
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Improvement Activities

Key Features:

e Estimated scoring for IA

e Improved Attestation workflow for each measure
e Updated Registry Favorite lists

e Estimated Weight updated on Summary page
Quality @ PL@ 1A

Estimated IA Points Estimated IA Weight
1 HIGH-WEIGHTED ACTIVITIES 1 MEDIUM-WEIGHTED ACTIVITIES -
40/40 15/150

“ By attesting to this statement, | hereby declare my acceptance to support any audit carried out by the registry and also to provide the relevant document/s as per the data validation criteria guidelines set
by CMS. Click here to view the IA category data validation criteria.

Filter by Activity Weight Select Subcategory e SRy e
Al hd ‘ | All b ‘ ‘ - 06/17/2022 - 09/16/2022 S|
ACTIVITY ID ACTIVITY NAME ATTESTATION ADD FILES WEIGHT POINTS

Achieving Health Equity

0 1A_AHE_1 Enhance Engagement of Medicaid and Other Underserved Populations High 40

[] % IA_AHE_3 Promote use of Patient-Reported Outcome Tools High 40 o
MIPS Eligible Clinician Leadership in Clinical Trials or CBPR i,

Y IA_AHE.S o AT e e © Attested & Upload Medium 20
You may upload a supporting decument fr the activity selected for reporting

N R Provide Education Opportunities for New Clinicians @ Ao & Upiond ieh i
You may upload a supporting document for the activity selected for reporting

T ¢ IA_AHE_7 Comprehensive Eye Exams Medium 2 o

] P i
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June 2022

Measure Details Patient List Download

You can now download a patient list in the Measure Details screen by selecting the Download
.CSV button. The patient list is downloaded in a .CSV format.

Patients List

‘ Q ‘ . Download CSV

& Download CSV

Measures Details Patient Table Enhancements

Date of Birth has been added to the patients list to streamline validation of quality performance

measures data.

Patients List

Q L Download CSV

LAST NAME FIRST NAME + MRN =

Initial Patient Denominator: Denominator Numerator: 331 Numerator Not
Population: 387 331 Exception: 0 Met: 0

DATE OF BIRTH + AGE SEX &

MRN + DATE OF BIRTH + AGE +

Measures Data Status Tagging

You may now track your quality performance measures data. Various tags will be available for
use within your Verana Quality Measures Dashboard.

“Open” means baseline data is available.

“Selected” means the practice has selected the measure for review and validation.
“Refinement” means the practice is actively mapping and refining data for that measure.
“Verified” means the practice has signed off on the data quality and the measure is now
ready for submission to CMS.

@ Fitrs | [ Export Al

PERFORMANCE  STATUS
RATE

89.14% Refinement ™

Open

95.94% Selected

Refinement o

59.34%
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Overview
¢

This user guide provides IRIS Registry administrators, practice administrators, and clinicians
information for completing the Data Release Consent Form (DRCF) using the Verana Quality
Measures Dashboard.

Recommended Browsers

e Google Chrome™ browser/85.0.4158.0 and higher
e Safari®

Practice Support

Contact Verana Health Practice Experience at datalink@veranahealth.com or call 877-353-0304
for help with your dashboard, including issues with logging in.

www.veranahealth.com Page 2
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DRCF Completion Instructions
‘

Access your Verana Quality Measures Dashboard MIPS Submission

To complete the Data Release Consent Form, you will need to log in to the Verana Quality
Measures Dashboard and complete the following steps:

1. Select MIPS Submission Tab at the top of your Verana Quality Measures Dashboard.

O Verana Quality Measures Dashboard

MIPS Submission

Quality Measures

IRIS® Registry Quality Measures

The American Academy of Ophthalmology IRIS Registry (Intelligent Research in Sight)

2. Verify your practice name and performance year are correct, and then select if you are
reporting as an Individual or Group.

MIPS Submission

To start the MIPS submission process, please select from the following options:

Practice | EyeMD ~ Performance Year | 2022 v

INDIVIDUAL GROUP
Submit as an individual Submit as a group
A group is defined as a single TIN with 2 or more clinicians (of which
at least one clinician within the group must be MIPS eligible) as
identified by their NPI, who have reassigned their Medicare billing
rights to a single TIN.

An individual is defined as a single clinician indentified by their
» Individual National Provider Identifier (NPI)
= Tied to a single Taxpayer Identification Number (TIN).

If tonl
If you report only as an individual IS ISpOT Sy SS RETUR

*  You will report measures and activities for the practice(s)/TIN(s)
under which you are MIPS-eligible and be assessed across all 4
performance categories at the individual level

= Your payment adjustment will be based on your Final Score
derived from the 4 MIPS performance categories.

[ Submit as Individual -
J

www.veranahealth.com

+  You must meet the definition of a group at all times during the

performance period and aggregate the group’s performance data
across the 4 MIPS performance categories for a single TIN.

+ Each MIPS-eligible clinician in the group will receive the same

payment adjustment based on the group’s performance across all
4 MIPS performance categories.

Submit as Group -
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Individual Reporting

To complete the DRCF as an individual, follow these steps:

1. From the Status column, select + Sign.
2. From the TIN dropdown menu, select the correct TIN for your practice.

The Provider Name and NPI will be pre-populated.

Edit Profile Details X

TIN Details

DRCF

DRCF )
Provider Name : Otto Octavius NPI : 12345678987 TIN 876543211 v Method : e-sign Email : kimberlycruz@yopmail.com

NAME STATUS COMPLETED DATE SIGNATORY SIGN ACTION

DRCF Agreement Not Signed . N m

3. Click E-Sign Now.
4. In the Signatory Email field enter the email of the person responsible for signing and
then re-enter the email address in the Confirm Signatory Email field to confirm this is

the correct email to send the DocuSign DRCF.

Note: This should be the clinician you are reporting.

Confirmation

Signatory Email Confirm Signatory Email

CANCEL

5. Click Continue, after review and any necessary updates.

www.veranahealth.com Page 4
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6. A banner will appear that shows the DRCF Agreement was successfully sent to the email
address that you confirmed in step 4.

A Y . . Kimberly Cruz
\\ Verana Quality Reporting @ Help | b mo
Quality Measures MIPS Submission QRDA + © DRCF Agreement successfully emailed to kimberlycruz@yopmail.com. X

MIPS Submission / Individual Submission

Individual Submission

7. The DRCEF Status shows as Pending until the document is signed.

NAME & NPI TIN ELIGIBILITY DRCF STATUS

Otto Octavius T . . .
12345678987 ©) Eligible ©® Pending

8. The DRCEF Status shows as Signed after the document is signed.

NAME & NPI TIN ELIGIBILITY DRCF STATUS

Otto Octavius 876543211

(¥) Eligible () Signed
12345678987
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Group Reporting

To complete the DRCF as a group, follow these steps:

1. From the DRCF Status column, select + Sign.

MIPS Submission / Group Submission

Group Submission

Submit AS Practice Performance Year
Group v J { Dublin Health v ] 2022
[ Q
TIN ELIGIBILITY DRCF STATUS VALIDATION QUALITY Pl 1A
876543211 © Eligible + Sign © Completed 30/30 10/25 15/15

2. From the TIN dropdown menu, select the correct TIN for your practice.
The Practice Name will be pre-populated.

Edit Profile Details

TIN Details

DRCF
DRCF )
Practice Name : Dublin Health TIN | 876543211 v Method : e-sign Email : kimberlycruz@yopmail.com
NAME STATUS COMPLETED DATE SIGNATORY SIGN

DRCF Agreement Not Signed - -

3. Click E-Sign Now.

www.veranahealth.com

= Default Validation

TOTAL SCORE

55.00

ACTION
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4. In the Signatory Email field enter the email address you wish to send the DocuSign
DRCF, then re-enter the email address from the Confirm Signatory Email field to
confirm this is the correct email to send the DocuSign DRCF.

Note: This should be an authorized signer for the practice.

Confirmation

Signatory Email Confirm Signatory Email

[ J ( J

CANCEL

5. Click Continue, after review and any necessary updates.

6. A banner will appear that shows the DRCF Agreement was successfully sent to the email
address that you confirmed in step 4.

0 Verana Quality Reporting @ Help | Kimberly Cruz

cruz kimberly-dublinhealth@veranahealth.com

" DRCF Agreement successfully emailed to kimberlycruz@yopmail.com. | X AMERICAN ACADEMY
Quality Measures MIPS Submission QRDA v ° g y lycruz@yop: %% LERCANACADE S

MIPS Submission / Group Submission

Group Submission

7. The DRCEF Status shows as Pending and will change to Signed after the document is

signed.
Submit AS Practice Performance Year
Group v J [ Dublin Health v } 2022
=
TIN ELIGIBILITY DRCF STATUS VALIDATION
876543211 () Eligible () Pending () Completed
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Re-signing DRCF
To re-sign the DRCEF, follow these steps:

1. From the DRCF Status column, select Signed.

NAME & NPI TIN ELIGIBILITY DRCF STATUS

Otto Octavius i - .
12345678987 () Eligible ©) Signed

2. From the Sign column, select Re-Sign Now.

DRCF
Provider Name : Otto Octavius NPI : 12345678987 TIN 876543211 v Method : e-sign Email : kimberlycruz@yopmail.com
NAME STATUS COMPLETED DATE SIGNATORY SIGN ACTION

DRCF Agreement ) Signed 10/1%9/2021 kimberlycruz@yopmail.com {) Revoke

3. In the Confirm Signatory Email field, re-enter the email address from the Signatory
Email field to confirm.

Confirmation X

Signatory Email Confirm Signatory Email

L J |\

@ Re-signing the DRCF agreement will void/discard any previous agreements in Signed or Pending status. Do you wish to continue?

CANCEL

4. Click Continue, after review and any necessary updates.
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5. A banner will appear that shows the DRCF Agreement was successfully sent to the email
address that you confirmed in step 3.

A Y . . Kimberly Cruz
\\ Verana Quality Reporting @ Help | b mo
Quality Measures MIPS Submission QRDA + © DRCF Agreement successfully emailed to kimberlycruz@yopmail.com. X

MIPS Submission / Individual Submission

Individual Submission

6. The DRCF Status shows as Pending until the document is signed.

NAME & NPI TIN ELIGIBILITY DRCF STATUS

Otto Octavius T . . .
12345678987 ©) Eligible ©® Pending

7. The DRCEF Status shows as Signed after the document is signed.

NAME & NPI TIN ELIGIBILITY DRCF STATUS

Otto Octavius 876543211

(¥) Eligible () Signed
12345678987
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Revoking DRCF

If you have previously signed the DRCF and make a decision not to report your data through
IRIS Registry, you will need to revoke your signed DRCF.

To revoke your signed DRCEF, follow these steps:

1. From the Action column, select Revoke.

DRCF
Provider Name : Otto Octavius NPI : 12345678987 TIN 876543211 v Method : e-sign Email : kimberlycruz@yopmail.com
NAME STATUS COMPLETED DATE SIGNATORY SIGN ACTION

DRCF Agreement © Signed 10/19/2021 kimberlycruz@yopmail.com ) Revoke

2. In the Confirm Signatory Mail ID field, re-enter the email address from the
Signatory Mail ID field to confirm.

Confirmation X
Signatory Mail 1D Confirm Signatory Mail 1D
. kimberlycruzi@yopmail.com | l
Reason for revocation
@ Revoking the DRCF agreement will void/discard the previous agreement in Signed status. Do you wish to continue?
3. In the Reason for revocation field, enter the revocation reason.
4. Click Continue, after review and any necessary updates.
Page 10
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5. A banner will appear that shows the DRCF submission has been revoked.

0 Verana Quality Reporting

Quality Measures MIPS Submission QRDA ~ @ Submission revoked. X

6. The DRCF Status now shows as Revoked.

www.veranahealth.com Page 11
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Completing DocuSign

To complete the DocuSign for the Data Release Consent Form, you will need to access the DRCF
Agreement email from your email inbox, and complete the following steps:

1. Select Review Document.

DocuSign

John Doe sent you a document to review and sign.

2. Activate Your Account.
a. Enter a password.
b. Select your Country/Region from the dropdown menu.
c. Click Activate.

DocuSign

Activate Your Account

Thank you for choosing DocuSign. Please complete the steps
below and click ACTIVATE to continue.

Password *

| Enter password 2 o |

Country/Region *

| Select your country/region - |

ACTIVATE

www.veranahealth.com Page 12
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3. Log In.
a. Enter your email address.
b. Click Next.
DocuSign
Log In

Email *

Enter email

NEXT

No account? Sign up for free

4. Mark the checkbox on the left to agree to the use of electronic records and signatures.

CONTINUE OTHER ACTIONS v

5. Click Continue.

CONTINUE OTHER ACTIONS ~

6. Click Start.

DocuSign Envelope ID: 3B95EFSE-E9GE-42B2-B036-2E5CT4698346

AMERICAN ACADEMY
OF OPHTHALMOLOGY *

2022 DATA RELEASE CONS

START

www.veranahealth.com Page 13
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7. Click Sign.
AAO PRACTICE
Signature: IRIS Registry ID #: 9999—
Name: practice TIN*: _ 123-45-6789 .
Date:

*TIN used when submitting claims to Medicare. Please
reference box 25 of the CMS-1500 claim form.

PHYSICIAN

i . L
SIGN Signature:
Name:

1/24/2023

Date:
Individual NP1:|999-99-9999

8. Review the signature for accuracy. If the Full Name field and/or Initials field needs to
be updated, backspace to remove and then type the correct name and initials.

Note:
e Individual Submission - should be the clinician's signature.
e Group Submission - should be the person authorized to sign for the practice.

Confirm your name, initials, and signature.

“ Required
Full Name* Initials*
John Doe JD
SELECT STYLE DRAW UPLOAD
PREVIEW Change Style
DocuSigned by: DS
831752486E654D3...

By selecting Adopt and Sign, | agree that the signature and initials will be the electronic representation of my signature and initials for all purposes when | (or
my agent) use them on documents, including legally binding contracts - just the same as a pen-and-paper signature or initial.

ADOPT AND SIGN CANCEL

9. Click Adopt and Sign.

www.veranahealth.com Page 14
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10. Reason for Signing.
a. Select I approve this document from the Signing Reason dropdown menu.
b. Click Sign.

Reason for Signing

Please verify that the information below is correct and select a reason for
signing.

Signatory Name: John Doe

Signatory Email: |

Signing Reason: o calact

| approve this document

| have reviewed this document
CANCEL | am the author of this document

11. Click Finish to complete the document.

Ready to Finish? m

You've completed the required fields. Ri w your work, then select FINISH

12. Complete the Authentication.
a. Click Next, and then review details of the DocuSign.
b. Click X to close the document.

You're Done! Want To Sign Another Document?

Complete with DocuSign:
2022 DATA RELEASE _CONSENT_FORM_docx.docx.pdf

From
John Doe

Expires On
4/24/2023

Sent On
1/24/2023 7:45:25 AM PST

Message

SIGN NO THANKS

www.veranahealth.com Page 15
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MIPS Submission Module Introduction

This user guide provides practice administrators and clinicians step-by-step instructions to
report 2022 Merit-based Incentive Payment System (MIPS) Individual or Group Submissions
using the MIPS Submission module in the Verana Quality Measures Dashboard.

The MIPS Submission module includes reporting for 3 of the 4 MIPS performance categories:

e Quality
e Promoting Interoperability (PI)
e Improvement Activity (IA)

The MIPS Submission module does not include reporting for the Cost performance category.

Recommended Browsers

e Google Chrome™ browser/85.0.4158.0 and higher
e Safari®

Practice Support

Contact Verana Health Practice Experience at datalink@veranahealth.com or call 877-353-0304
for help with your dashboard, including issues with logging in.

www.veranahealth.com Page 3
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Access Your MIPS Submission Module
(]

To begin the MIPS Submission process, you will need to log in to the Verana Quality Measures

Dashboard, and complete the following steps:

1. Select the MIPS Submission tab at the top of your Verana Quality Measures
Dashboard.

Q | Verana Quality Measures Dashboard

Quality Messure MIPS Submission

. o | [ e |

2. On the MIPS Submission page, select the following:

a. Your Practice Name from the dropdown menu.
b. Your Performance Year (January 1 - December 31).

c. If you are reporting as an Individual or Group.

MIPS Submission

To start the MIPS submission process, please select from the following options:

Practice | EyeMD ~ Performance Year | 2022 v

O O
M o

INDIVIDUAL GROUP
Submit as an individual Submit as a group
An individual is defined as a single clinician indentified by their A group is defined as a single TIN with 2 or more clinicians lof which
at least one clinician within the group must be MIPS eligible) as
* Individual National Provider Identifier (NP1} identified by their NPI, who have reassigned their Medicare billing

« Tied to a single Taxpayer Identification Number (TIN). rights to a single TIN.

If you report only as an individual fyou report only as a group

+ You must meet the definition of a group at all times during the
performance period and aggregate the group’s performance data
across the 4 MIPS performance categories for a single TIN.

+ You will report measures and activities for the practice(s)/TIN(s)
under which you are MIPS-eligible and be assessed across all 4
perfarmance categories at the individual level

«  Each MIPS-eligible clinician in the group will receive the same
payment adjustment based on the group's performance across all
4 MIPS perfermance categories.

« Your payment adjustment will be based on your Final Score
derived from the 4 MIPS performance categories.

—_— —_—
[ Submit as Individual = Submit as Group =
J \ J

www.veranahealth.com
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Individual Submission
¢

To determine if you should submit an individual submission, follow these guidelines:
e An individual is defined as a single clinician identified by their:

o Individual National Provider Identifier (NPI).
o Tied to a single Taxpayer Identification Number (TIN).

e If you report only as an individual:

o You will report measures and activities for the practice(s)/TIN(s) under which you
are MIPS-eligible and be assessed across all 4 performance categories at the
individual level.

o Your payment adjustment will be based on your Final Score derived from the
4 MIPS performance categories.

Note: The MIPS Submission module includes 3 of the 4 MIPS performance
categories (Quality, PI, and IA) and does not include the Cost category.

Completing the Individual MIPS Submission: Quick Start

This section provides a high-level overview of the Individual MIPS Submission process. For
in-depth instructions, click on the underlined hyperlinks in each step.

To complete the MIPS Submission as an individual, follow these steps:

1. On the MIPS Submission page, select Submit as Individual to open the MIPS
Individual Submission module.

O
m

INDIVIDUAL

An individual is defined as a single clinician identified by their

+ Individual National Provider Identifier (NP

+ Tied to a single Taxpayer Identification Number (TIN)

If you report only as an individual

« You will report measures and activities for the practicels)/TIN(s) under which you
are MIPS-eligible and be assessed across all 4 performance categories at the

individual level

« Your payment adjustment will be based on your Final Score derived from the 4
MIPS performance categories

www.veranahealth.com Page 5
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On the MIPS Individual Submission module, complete each of the following
Prerequisite Categories before accessing the Quality, PI, and IA performance

categories:

Note: Click on each category below for additional processing instructions.

Name & NPI
TIN
Eligibility
DRCF Status
Validation

MENE & HF M FUTERITY DECE RTATUS

Complete each of the following Performance Categories:

Note: Click on each category below for additional processing instructions.

e Quality
e PI (Promoting Interoperability)
e IA (Improvement Activity)

Individual Submission

e Praztics Farfarmancs Y

[ aae v \ o

HAME L HF in BLIGIBLITY DRCE RTATUS VALIDATION

www.veranahealth.com
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TOTAL SCORE 5
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Review reporting information and Total Score.

The MIPS Individual Submission module will display the total estimated score of all
categories with entered data. If you are satisfied with the points you received in each
performance category and the Total Score, you are ready to submit your reporting.

Note: If you want to see if you can increase your score(s) you can go back to your

performance categories and change your measures/activities selections.

o f Iruib kil S

Individual Submission

HAME & WPi TiH ELICABILITY

Click Submit.

Individual Submission

Subnk As Fraciics Pt rwance Yas

i = - =

MANE L HF i FLIGIBLITY

Complete Section Submission.

DRCF ATATUS WALIDATION

Sgned Compicted

CAMALITY

Fi

= Durtalt Waledatian,

In this section, you will choose the performance categories that you want to report to
CMS. Each category that you choose populates based on the measures/activities that
you selected to report in your data modules. The Total Score updates as you make

your selections.

Note: You can choose to report all 3 performance measures, or just 1 or 2.

www.veranahealth.com
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Section Submission

Select section(s) to submit:

(] Quality ] Promoting Interoperability || Improvement Activities
Provider Name : Otto Octavius NPI : 12345678987 TIN : 876543211 DRCF : Signed

QUALITY 1A TOTAL SCORE ©

CANCEL

7. Click Download PDF in the Submission History section to view and download your
MIPS Submission Record.

Note: It is important that you download your submission right away. This MIPS
Submission Record will be unavailable to view/download if you make any changes to
your data modules after submission.

Submission History ®
Clich "Dirwnkats POF' L viw e il your subeission ferd. § cts, upan an
Provider Namu: Otto Octavids WP 13345678987 TIN:B76543211  DRCF-Signed

Submission Attempts

CATEGORIES REPORTED SUBMISSION DATE CME TOTAL SCORE [© OOWHLOAD

(0 Quawy ) Fromobng Intsroperatility () Improvement Aciivities 1071w Iaae 55.00

8. [Optional] Click RE-SUBMIT on the Individual Submission Summary page, if you
choose to discard your submission and update your measures/activities selections for
any of the performance categories. You will follow the same process for submitting your
reporting and will complete steps 6 and 7.

Individual Submission

Submit 45 Praztice Performance Year
Individust v Eymhl v 2002
Dt Vialich
NAME & NPI TIN ELIGIBILITY  DRCFSTATUS  VALIDATION QUALITY Pl 1 TOTAL 5CORE ¢
Cotto Octaus ; N RE-SUBMIT
HTAEA3T1I @ Ehghlc 5 Sged @ Complatod 30730 opn E/15 e e J

12345476987 B

Vi SuBMmigsines

www.veranahealth.com Page 8
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Prerequisite Categories

Name & NPI

The clinician name and NPI are pre-populated. Contact your Practice Experience Manager (PEM)
to make adjustments if either of these are incorrect.

TIN (Tax Identification Number)

You will add the TIN information for this category. This is required for MIPS submission. You
also have the option to add additional TINs if necessary.

Adding TIN information
To enter the clinician TIN, follow these steps:
Note: TIN should be the information submitted for CMS 1500 Claims form.

1. In the TIN column, select + Add TIN to enter the clinician TIN.

TIN

+ add TIN

2. The Edit Profile Details, TIN Details tab opens.

Edit Profile Details x

TIN Details

Provider Name NEI

er T P— Fertermance st Dute FertrmanceEnd s
| I I ol | ]

Location

| seiect ocation st v |
MIPS Eligibility

MIPS Eligibility (To check for eligibility elick here)

O eigbie () Not Elghie

www.veranahealth.com Page 9
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3. In the Enter TIN field, enter the clinician TIN.

FT'I"I'

Edit Profile Details

oheF

LLLLLL

4. In the Confirm TIN field, re-enter the clinician TIN.

5. In the Performance Start Date, select the TIN start date.

6. Inthe Performance End Date, select the TIN end date.

7. In the Location, select the location from the dropdown menu.
8. In MIPS Eligibility, select Eligible or Not Eligible.

Note: Use the click here link to verify your MIPS eligibility for the TIN on the CMS
website.

9. Click Create, and a banner will appear at the top of the screen that verifies you
successfully added the TIN.

10. After you complete this section, go to the next category. If you need to add additional
TINs, remain on the TIN Details tab, and follow the instructions for Adding Additional
TINs.

www.veranahealth.com Page 10
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Adding Additional TINs (Optional)
To add additional TINs, follow these guidelines:
e Allowed options include the following scenarios:

Different TINSs,
Different Locations, and
Same Duration.

or
Different TINSs,
Same Locations, and
Different Durations.

e Not allowed option includes the following scenario:

o Same TINs,
o Different Locations, and
o Different Duration.

To add additional TINSs, follow these steps:

1. In the same TIN Details tab, click + Add TIN.

2. A new TIN Details section appears on the same page below the first entry.

3. Complete the steps in the previous section, Adding TIN Information.

Edit Profile Details

TIN Details

nnnnnnnnnnnnnnnnnnnnnnnnnnnnn

uuuuuuuu

www.veranahealth.com

Page 11



CONFIDENTIAL AND PROPRIETARY INFORMATION OF VERANA HEALTH

Eligibility

The Eligibility field is the next category. This is a required field for MIPS submission.

R b { e St

Individual Submission

S b Fracies Frrfarmnos Yo

Indwidsa - - 2022 -

WAME & NP TR ELIDIRRLTY DRCF STATUS VALIDATION QUALITY

e The Eligibility field initially shows + Verify.

ELIGIBILITY

-||- Warity

e It changes to Eligible after you complete the TIN category.

ELIGIBILITY

=1 Eligible

www.veranahealth.com

< Darfaaalt Vsl idstion

TOTAL SEORE T

Page 12



CONFIDENTIAL AND PROPRIETARY INFORMATION OF VERANA HEALTH

DRCF

You will complete the DRCF (Data Release Consent Form) signing process for this category. The
DRCF is an agreement between the registry and clinicians, wherein the clinicians grant
permission to the registry to transmit data to CMS on their behalf.

To complete the DRCF for an individual submission, follow these steps:

Ikl Sutrmimas

S s Feastes e et

WAME & KPI TN ELIGIRRTY BEGCF STATUS VARIBATION SUALITY Fi W TOTAL SGORE §)

|

1. In the DRCF Status column, select + Sign. This opens the DRCF tab in the Edit
Profile Details dialog.

DRCF STATUS

2. From the TIN dropdown menu, select the correct TIN for your practice.

Note: The Provider Name and NPI will be pre-populated.

Edit Profile Details

TIH Cetsils
DRCF
T | APARARFII W Bhaihad : a-sign Emad . kimmncn pwesndvpapred

P Masve | O Do b R 133467

MAME ETATUES COMPLETED DATE SIGHATORY SNGM ACTION

oGt g Mo NEESER

3. Click E-Sign Now to receive an email notification to electronically sign the agreement.

4. In the Signatory Email field, enter the email address to send the DocuSign DRCF, and
then re-enter the email address in the Confirm Signatory Email field.

www.veranahealth.com Page 13
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Note: This should be the clinician you are reporting.

Confirmation

Signatory Email Confirm Signatory Email

[ J ( J

CANCEL

5. Click Continue, and a banner will appear at the top of the screen, "DRCF Agreement
successfully emailed to ConfirmedEmailAddress@email.com.”

0 Verana Quality Reporting @ Help

Quality Measures MIPS Submission QRDA ~ @ DRCF Agreement successfully emailed to kimberlycruz@yopmail.com. X

6. The DRCF Status shows as Pending until the document is signed.

NAME & NPI TIN ELIGIBILITY DRCF STATUS

Otto Octavius

876543211 o .
12345678987 () Eligible © Pending

7. The DRCEF Status shows as Signed after the document is signed.

NAME & NPI TIN ELIGIBILITY DRCF STATUS

Otto Octavius 876543211 © Eligible © Signed
12345678987

www.veranahealth.com Page 14
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Default Validation

You will enter CEHRT Details and complete Exemption questions in this category. CMS mandates
the use of 2015 CEHRT for reporting to MIPS 2022.

Adding CEHRT Details

To add CEHRT Details, follow these steps:
1. Select Default Validation.

2. The Default Validation dialog, CEHRT Details tab opens.

Default Validation

Eusmptions CEHRT Details ©

You may gererste » CEHRT ID for your EHR here

e
4D} CEHRT id not feund for given regatey, proctios combsinstion

3. Select Change ID.
4. In the Enter CEHRT ID field, enter your CEHRT ID.

Note: Click the here link above the Enter CEHRT ID fields to generate your CEHRT
ID.

Default Validation
CEMRT Dotails
Exzmptions CEHRT Details @

Pioase provide a vald 2016 CEHRT (Bin order to:

= REQOTT 1ar M P Satogory of MFS,

. Busk Jrep— oy i wephcablel

o B aligibin s et the sDEIM i WP (F appiicabis

Wou ey generate o CEHRT ID for your EHRJs here ey

Enter CEHAT 1D

5. Re-enter your CEHRT ID in the next field.
6. Click Validate.

www.veranahealth.com Page 15
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Completing the Exemptions Questionnaire

The questionnaire contains questions that are relevant to your MIPS reporting. Please make
sure to identify and confirm any special status for you or your practice when you confirm your
MIPS eligibility. When you confirm your eligibility, CMS will provide information on any special
status that will impact your scoring for MIPS reporting. Click here for more information:

Participation Lookup - QPP.

Responses provided are applied only to the selected clinician and will override any selections
made at the practice level. Re-weighting may occur for all categories based on your selection.
Score provided in the dashboard is an estimate and should not be considered as final.

To complete the Exemptions questionnaire, follow these steps:
1. In the Default Validation dialog, select the Exemptions tab.

2. To complete the Exemptions questionnaire, answer each of the 7 questions by
selecting Yes or No.

Note: Click the view Mor= - |ink below each question for additional details about the CMS
rule and exception parameters.

Default Validation X

GEHRT Details

Exemptions

k
Exemptions
Questions Answered : 077
1 The i policy applies to MIPS eligible clinicians who are located in a Centers for Medicare & Medicaid Services (CMS)-designated region that has
been affected by an extr d (such as F| r major disaster) during the 2022 MIPS performance period. Do you qualify for automatic extreme and uncontrollable () Yes () Mo

circumstances exception OR have applied and received an approval for reweighting of certain categories of MIPS?

View More

2 Areyoua i inician who is eligible ive an automatic reweighting for the Pl Category of MIPS? Click on "View more" to view the list of clinicians eligible to receive automatic.

reweighting of the Pl category of MIPS Q) Yea L
View More ~

3 CMS allows non-submission of Pl data for eligible clinicians whose application for Hardship Exception has been approved. Has your application for Hardship Exception been approved? OYes O Mo
View More +

4 If you identify 65 non-patient facing, you'll ear 2x the points for each improvement activity you submit and will be qualified for automatic reweighting of the Promoting Interoperability performance " -
category to 0%. The 25% category weight will be redistributed to another performance category or categories unless you choase to submit Promoting Interoperability data.
View More v

5 Is tho linician associated with a practice that has 15 or fewer clinicians (NPIs) billing under the practice (TIN) during anc of the 12-manth segmants of the MIPS determination poriod? Oves O ne
View Mars +

3. Click Update after you finish answering the 7 questions.

www.veranahealth.com Page 16
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4. The Alert dialog opens and shows a summary of the questionnaire responses. Review
the information, and then follow these steps:

a. If the information is correct, click Continue to return to the Individual
Submission page.

b. If the information is incorrect and requires updates, click Cancel to return to the
Exemptions questionnaire and edit responses.

e e e
Alert

= Vi navg pnkareed o el QA BR T g Fuation IR

= Vaadsrokbhass an asswsed DErors and averbacbi clesmdand oppElcalion for ar asckogarny
= s Sl o Py 0 e s i bl o P ebogany af MEFE.

= G donat ha an cogewes B FL e b gaancion fane CHE

= Wasare ol eied pablacd el os e

= g deinel el g B vl s bes,

= v b el P e s g et il as Raid

= Viid P e sl i PO,

Tl afuirm
= M ey B e | el Ton Sl B el 1A e b,

o Ypwwl im0 el Cor Wiy ymigliind ol d3 o s Fur s g b vyt ol puy el o e el ormbin B

ey
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Performance Categories

Quality

The Quality category assesses the quality of care you deliver based on measures of
performance and is 30% of the final MIPS score. To report Quality, complete this section by
following these steps:

1. Select the link in the Quality category.

a E Default Validation

NAME & NP1 TIN ELIGIBILITY DRCF STATUS VALIDATION QUALITY Pl [} TOTAL SCORE (3}

i@ Elighle + sgn 1 Completed 0725 o/15 000

The top portion of the Quality tab shows:

How many measures you selected.

How many of those measures meet the 20 case minimum.
If those measures are outcome or high priority.

The Estimated Quality and Weighted Score.

www.veranahealth.com Page 18
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The next section of the Quality tab provides the list of measures for reporting. To select
the measures to report, review the information in the following areas to determine which

measures are the best choice:

e Measure Types
Designates a measure as an outcome or high priority.
e NUM/DEN

@ jcon identifies a measure that has less than 20 cases.
e Performance
Displays performance for each measure.
e Points
Displays an estimate of possible points based on performance.

Wl EXGL
MEASURE TITLE MEABUSE TYPES
> . = DEN EXGPT

REGISTRY D FERFORMANGE PFOINTS T -

QUALITY 1D

e () g Priy N
-] Liteidsd Cocimemation at CUen: MeCor 1 Bne Macul Recied B — = i 7 w
e = i 3

(-] gg babas: blmmngloisin A7 (1A el Focr Gombrd B 0::" 3 w
Select measures you would like Designates a measure as an : A Estimation of
[tumputbymrldng&n ] [demsnrlﬂghllﬁutty ] [ e ol messur [ perfonmonce fox ][ Points based on ]
checkbox next to the measure measure perfi

2. After review, mark the checkbox next to the measure(s) you wish to report.

3. Continue to the next section of performance reporting.

www.veranahealth.com
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PI (Promoting Interoperability)

The PI category assesses your promotion of patient engagement and electronic exchange of
health information using certified electronic health record technology (CEHRT) and is 25% of
the final MIPS score. To report PI, complete this section by following these steps:

1. Click the PI tab.

Outcome/High- priarity
re Selacted

2. The Attestations page opens.

Attestations
ot : T e able b rasact bor the 1 categery of MIPS, o sl i b ot

axtrsteci 4 4

P kst ttestatisn”

By attesting 1o this ssatement, | haretry declare my acceplance bo suppor any swdt cirned out by tha registry and also o provida the relevant
Goouments as par the datavalidation criberis puidelings sal by CM5. Click borg to view the FI calogary data validation erteria

1. P PRHI_1: Sewurity isn anilia

| atsat that (0 e ) M

ntes oo
o v MIFS g

& F1_IHFBLO_1: Astiar ba Lirehl or Bustrict 1he Eermpatisiily of CEHAT

| attest tn EMS () v ) M

3. Select Yes or No to answer each question.

Note: All of the questions except SAFER Guides require a Yes answer to report for the
PI category.

4. Mark the PI Audit Attestation checkbox to confirm compliance with any audit for the
Registry.

5. Click Save.
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The following screen appears, and the top portion of the PI tab shows:

e CEHRT ID Validation
A green check mark indicates completion of this task.
e Attested
A green check mark indicates completion of this task.
e Objectives Met
The number will populate after data is entered for objectives.
e Estimated PI Points/Estimated PI Weight
The Estimated PI Points and Weighted Scores will update as you select
measures.
e Duration
Select the duration of data (minimum of 90 days).

_ g “

[ . CEHRT I valiciation @ . :I':fflfwmm] 3 Objectives Met O
% Wou il submissions mathoc, A con

Bruration b e Duisicn st 4% Lapd

1001 1,/2022 - 1/ Y2023 =]

e

To enter data for PI, follow these steps:

1. Measure ID and Measure Title are shown. In the Measure ID column, mark the
checkbox next to the measure you wish to report.

8 s iy ofthe Prscrition Evug Wosikoeig Progeam 044 (3 ) e () Mo 10 bornn

Health Information Exchange
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2. In the Claim Exclusion column, select Yes or No.

3. In the Reporting Requirement column, enter your numerator and denominator
counts from your EHR report.

4. Performance and Points will be calculated based on the performance of the data you
entered.

5. Continue to the next section of reporting.
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IA (Improvement Activity)

The IA category assesses your participation in activities that improve clinical practice and
support patient engagement and is 15% of the final MIPS score. To report IA, complete this
section by following these steps:

1. Click the IA tab.

Q Verana Quality Measures Dashboard

Quality & Pl @

2. The following screen opens, and the top portion of the IA tab shows:

e High-Weighted Activities/Medium Weighted Activities
These categories will populate with counts of measures as you select measures.
o Estimated IA Score/Estimated IA Weight
The Estimated PI Points and Weighted Scores will update as you select
measures.
e IA Audit Attestation
Mark the IA Audit Attestation checkbox to confirm compliance with any audit
for the Registry.

Estimated Score and estimated weight
will be shown once measures are selected

S T T
= o=

By ttenting fo tils statamant, | Rersby rechars my scoaptincs b6 suppart any sudt carbed sut by The naghitry and sk fo pi partha d
data validafion eriteris

St SbcagE

[t ik e
in an requ e Registry
should you be selected

AGTRATY MAME ATTRETATION soFEs  woawt PEHNTE
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e Filters

Available for selections, Activity Weight, and Subcategory.
e Duration

Select the duration of data (minimum of 90 days).

weight will be shown once |:>
measures are selected

carried out . bt -  CME i . -

t Estimated Score and estimated

To enter data for IA, follow these steps:

1. Activity ID and Activity Name are shown. In the Activity ID column, mark the
checkbox next to the measure(s) you wish to report.

2. In the Attestations column, click Attest to confirm that the selected activity was
performed for a minimum of 90 consecutive days or more.

3. In the Add Files column, click Upload to add supporting documentation.

Note: This field is optional; however, adding supporting documents may be helpful to
reference if audited by the registry in the future.

4. In the Weight column, the Weight of each measure is shown.

5. In the Points column, the total points available is shown. The dropdown arrow provides
a description of the measure.

[ Olick Upload to add supporting ]
documentation
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6. After completing the IA category, click Back to Summary to return to your Individual
Submission page.

&  Verana Quality Measures Dashboard

Cuality Measures

Performance Duration - 01,01 ,/2022 to 12

Quality @ ]

View Total Score

The MIPS Individual Submission module will show the total estimated score of all categories
with entered data. If you are satisfied with the points you received in each performance
category and the Total Score, you are ready to submit your reporting.

Note: If you want to see if you can increase your score(s) you can go back to your
performance categories and change your measures/activities selections.

Individual Submission

Subemil A% [ Purtprmancy Waor

roivadml - - 2033

WAME & Wi TiH ELIGIBILITY  DRCF STATUS VALIDATRON BUALITY B M

Fighiz Samed Campicted 30,39 106728 1818
a 3 g

If you hover over the information @ icon, the following message will appear:

Your Total Score is an estimated score
that is calculated based on your input
for Quality, Promoting Interoperability

(PI), and Improvement Activities (I1A)

sections. This score does not include t Val
reweighing or cost. Your final score

may be different.

TOTAL SCORE®
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To Submit

The Submit button is disabled until you complete the performance categories. To submit your
MIPS Individual Submission, click Submit.

Individual Submission

[ e - e F

= Dertvalt aletatian,

Completing the Section Submission

After you click Submit, the Section Submission dialog opens and shows the Provider Name,
NPI, TIN, and DRCF status. In this section, you will choose the performance categories that you
want to report to CMS. Each category that you choose populates based on the
measures/activities that you selected to report in your data modules. The Total Score updates
as you make your selections.

Note: You can choose to report all 3 performance measures, or just 1 or 2.

Section Submission

Select sectionl(s) to submit:

I:I Quality I:I Promoting Interoperability I:I Improvement Activities
Provider Name : Otto Octavius NPI : 12345678987 TIN : 876543211 DRCF : Signed

QUALITY TOTAL SCORE ©
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To complete this section, follow these steps:
1. Mark the checkboxes next to the performance categories that you want to report.

The table updates the performance category points and Total Score.

Section Submission

Select section(s) to submit:

Quality I:I Promaoting Interoperability I:I Improvement Activities
Provider Name : Otto Octavius NPI : 12345678987 TIN : 876543211 DRCF : Signed
QUALITY PI 1A TOTAL SCORE ©

30,430 @nﬂﬁ

2. Click Cancel to return to the Individual Submission Summary page if you do not
want to submit this version. This will allow you to return to any of the performance
categories to update your measures/activities selections in your data modules with the
intent to increase your points and Total Score.

3. Click Continue if you want to report the current selection(s).

Section Submission

Select section(s) to submit:

Quality Promoting Interoperability Improvement Activities

Provider Name : Otto Octavius NPl : 12345678987 TIN : 876543211 DRCF : Signed
QUALITY Pl 1A TOTAL SCORE ©
30430 10/25 15/15 55.00

CANCEL | CONTINUE
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4. The Submission Checklist opens. The checklist allows you to review the information
about your submission prior to reporting to CMS.

Submission Checklist

You are about to submit your your data to CMS. Please ensure the following for best submission results:

« You have reviewed and completed applicable submission categories (Quality, Pl, and |A). If you are
submitting for Quality, you have selected six or more Quality measures to submit.

= You verified your submission will be under NPI - 12345678987,
* You verified your submission will be under TIN - 876543211.

If any of these points are inaccurate, exit this medal and make the correction prior to continuing.

Attestation

|7\ | verify that the data reported is true and accurate to the best of my knowledge.

BACK

5. Click Back if you need to make any changes to your submission.

6. Mark the Attestation checkbox, to verify that the data reported is true and accurate to
the best of your knowledge.

7. Click Submit.

Submission Checklist

You are about to submit your your data to CMS. Please ensure the following for best submission results:

+ You have reviewed and completed applicable submission categories (Quality, P1, and IA). If you are
submitting for Quality, you have selected six or more Quality measures to submit.

» You verified your submission will be under NPI - 12345678987,
« You verified your submission will be under TIN - 876543211,

If any of these points are inaccurate, exit this modal and make the correction prior to continuing.

Attestation

| verify that the data reported is true and accurate to the best of my knowledge.

BACK SUBMIT
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Downloading PDF in the Submission History Section

After you click Submit, the Submission History dialog opens. This is where you can view and
download your submission record.

Note: It is important that you download your submission right away. This MIPS Submission
Record will be unavailable to view/download if you make any changes to your data modules
after submission.

The Submission History shows:

Provider Name, NPI, TIN, and DRCF status

Submission Attempts

Multiple attempts will show stacked in the table with the latest version on top.
e Categories Reported

Hover over tooltips for status:

o Red exclamation point & icon indicates submission error for category reported.

o  Green checkmark & icon indicates successfully submitted scores to CMS.
o  Grayed out field indicates the category was not reported.
e Submission Date
The date of the current submission.
e CMS Total Score
Total score displayed against each submission attempt is the score achieved for that
particular submission attempt only. CMS MIPS category score and CMS MIPS composite
score are actual CMS preliminary scores available with CMS based on most recent and
successful submission attempt with CMS for any or all MIPS categories.
e Download PDF
Button that allows you to download and view this submission record.

Submission History pd
Click *Downl load PDF’ to view and download your submission record

Provider Name: Otto Octavius NPI: 12345478987 TIN : 876543211 DRCF : Signed

Attempts Number of
submission attempts

CATEGORIES REPORTED SUBMISSION DATE CMS TOTAL SCORE DOWNLOAD

(D) Quality (=) Promoting Interoperability () Improvement Activities 10/19/2022 55.00 ¢ Download PDF
H

Designates an error Actual CMS preliminary scores available
for the category Designates category with CMS based on most recent successful Download and view

rted reported successfully submission attempt for any or all MIPS this submission record
i categories
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Follow these steps to complete the submission process:

1. Click Download PDF to view your MIPS Submission Record and maintain the copy
for your files.

2. The MIPS Submission Record opens and shows:
e Submission Date
The date of the current submission.
Submitter
Date of Download
Provider Name, NPI, TIN, and DRCF status
Measures Submitted
Some of the information specific to each performance category includes:

Quality Measures

o Type
Registry ID/Quality ID
Measure Name
NUM/DEN
Performance Rate

o O O O

Promoting Interoperability
o  Performance Duration

Measure ID

Measure Name

NUM/DEN

YES/NO

Exclusions

o O O O O

Improvement Activity
Performance Duration
Activity ID

Activity Name

Weight

o O O O
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0 Verana Health

MIPS Submission Record

Provider Name: Otto Octavius NPI: 12345678987 TIN : 876543211 DRCF : Signed

SCORE SUMMARY

QUALITY Pl 1A CMS TOTAL SCORE

30/30 10/25 15/15 65.00

MEASURES SUBMITTED

Quality Measures

TYPE REGISTRY ID MEASURE NAME

QUALITY ID
QCDR IRIS107 Preventive Care and Screening: Influenza Immunization
QCDR IRIS111 Pneumococcal Vaccination Status for Older Adults

Promoting Interoperability

MEASURE 1D MEASURE NAME
PI_EP_17 e-Prescribing Required Measure
PI_PHCDRR_1" Immunization Registry Reporting

Improvement Activity

ACTIVITY ID ACTIVITY NAME

1A _AHE_1 Engagement of new Medicaid patients and follow-up

www.veranahealth.com

Submission Date: 12/09/2022
Submitter: Kimberly Cruz
Date of Download: 12/10,/2022

For individual measure scores, visit gpp.cms.gov.

M PERFORMANCE RATE
DEN
5861

86.85
6172
5861 56.85
6172

Performance Duration : 01/01/2022 to 12/31/2022

NUM

- YES/NO EXCLUSIONS
DEN

5
— - No

10

- Yes Yes

Performance Duration : 01/01/2022 to 12/31/2022

WEIGHT

High

Page 10of 2
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3. Click X in the upper right corner to close the Submission History dialog and return to
the Individual Submission Summary page.

You will see the Submit button is now a RE-SUBMIT button.

Individual Submission
Submit AS Practice

Individual v EyeMD

Performance Year

v 2022

NAME & NPI TIN

Otto Octavius

876543211
12345678987

ELIGIBILITY

© Eligible

DRCF STATUS VALIDATION QUALITY

© Signed

© Completed 30/30 10/25

15/15

< Default Validation

TOTAL SCORE®

55.00

R UBMIT

View Submissions

4. [Optional] Click View Submission, to view the Submission History and access the
Download PDF button for your MIPS Submission Record.

Note: This MIPS Submission Record will be unavailable to view/download if you
make any changes to your data modules after submission.

Individual Submission

Submit AS Practice

Performance Year

{Individual v | | EyeMD

~ 2022

2]

NAME & NPI TIN

Otto Octavius

876543211
12345678987

To Re-submit

©) Eligible

ELIGIBILITY DRCF STATUS VALIDATION QUALITY

© Signed © Completed 30/30

Pl

10/25

15/15

TOTAL SCORE ©

55.00

You can re-submit your submission if you want to attempt to achieve a more favorable
outcome. Return to any of the performance categories and update any/all of your
measures/activities selections in your data modules with the intent to increase your points and

Total Score.

Note: If you re-submit, your previous MIPS Submission Record will be unavailable to

download/view.

www.veranahealth.com

< Default Validation

RE-SUBMIT
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To re-submit your MIPS Individual Submission after you update any of your measures/activities
sections in your data modules, follow these steps:

1. Click RE-SUBMIT.

Individual Submission

Submit AS Practice Performance Year

Individual v 1 [ EyeMD v 2022

Q } & Default Validation
NAME & NPI TIN ELIGIBILITY DRCF STATUS VALIDATION QUALITY Pl 1A TOTAL SCORE®
Otto Octavius reeiiat © Signed © Completed . e -~ RE-SUBMIT

i igne omplete
12345678987 © Eligible g P 55.00

View Submissions

2. The Section Submission dialog opens. Follow the instructions in the previous section,
Completing the Section Submission.

Section Submission

Select section(s) to submit:

() @uality ("] Promoting Interoperability | Improvement Activities

Provider Name : Otto Octavius NPI : 12345678987 TIN : 876543211 DRCF : Signed

QUALITY TOTAL SCORE ©

CANCEL

3. After you complete the workflow, the Submission History dialog will show your latest
and previous submission records.

Submission History X

Click ‘Downioad PDF 1o view and download your submission record. | up

Provider Name: Otto Octavius NPI: 12345678987 TIN : 876543211 DRCF : Signed

CATEGORIES REPORTED SUBMISSION DATE ‘CMS TOTAL SCORE © DOWNLOAD
© Quality (2) Promoting Interoperability (=) Improvement Activities 10/19/2022 600 -
(D Quality () Promoting Interoperability (=) Improvement Activities 09/19/2022 @oo -

splayed against each submission attempt is the score achieved for that particular submission attempt only. CMS MIPS category score and CMS MIPS composite
r available with CMS based on mast recant and successful submission attempt with CMS for any or all M
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Group Submission
¢

To determine if you should submit a group submission, follow these guidelines:

e A group is defined as a single TIN with 2 or more clinicians (of which at least one
clinician within the groups must be MIPS eligible) as identified by their NPI, who have
reassigned their Medicare billing rights to a single TIN.

e If you report only as a group:

o You must meet the definition of a group at all times during the performance
period and aggregate the group’s performance data across the 4 MIPS
performance categories for a single TIN.

o Each MIPS-eligible clinician in the group will receive the same payment
adjustment based on the group performance across all 4 MIPS performance
categories.

Note: The MIPS Submission module includes 3 of the 4 MIPS performance
categories (Quality, PI, and IA) and does not include the Cost category.

Completing the Group MIPS Submission: Quick Start

This section provides a high-level overview of the Group MIPS Submission process. For in-depth
instructions, click on the underlined hyperlinks in each step.

To complete the MIPS Submission as a group, follow these steps:

1. On the MIPS Submission page, select Submit as Group to open the MIPS Group
Submission module.

A proup is defined as a single TIN with 2 or more clinicians of which at least one
clinician within the group must be MIPS eligible) as identified by their NP1, who
have reassigned their Medicare billing rights to a single TIN.

If you report only as group
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2. On the MIPS Group Submission module, complete each of the following Prerequisite
Categories before accessing the Quality, PI, and IA performance categories:

TIN
Eligibility
DRCF Status
Validation

Group Submission

Subeit e ks Patewaw eur

3. Complete each of the following Performance Categories:

e Quality
e PI (Promoting Interoperability)
e IA (Improvement Activity)

QUALITY Fl 1A TOTAL SCORE (D)
0 /2 /15 0.00
4. Review reporting information and Total Score.

The MIPS Group Submission module will show the total estimated score of all
categories with entered data. If you are satisfied with the points you received in each
performance category and the Total Score, you are ready to submit your reporting.

Note: If you want to see if you can increase your score(s) you can go back to your
performance categories and change your measures/activities selections.

Group Submission

Subrit as Practice. Performance ear

Group - v 2032

TN ELIGIBILITY DRCF STATUS VALIDATION QUALITY [ " TOTAL SCORE °

2 Eligible =) Signed ) Completed a0/a0 025 15/16 5500 suBMIT
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5. Click Submit.

Group Submission

Submit as Practice

Performance Year

Group v

v 2022

TIN ELIGIBILITY

© Eligible

DRCF STATUS VALIDATIO

© Signed & Complete

6. Complete Section Submission.

N

ed

QUALITY Pl 1A TOTAL SCORE

600

30/30 0/25 15/15

> Default Validation

SUBMIT

In this section, you will choose the performance categories that you want to report to
CMS. Each category that you choose populates based on the measures/activities that
you selected to report in your data modules. The Total Score updates as you make

your selections.

Note: You can choose to report all 3 performance measures, or just 1 or 2.

Section Submission

Select section(s) to submit:

Quality

Practice Name : Dublin Health

QUALITY

30/30

|:| Promoting Interoperability

TIN : 12345678987

Pl

|:| Improvement Activities

DRCF : Signed

TOTAL SCORE

Gc-mo

www.veranahealth.com
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7. Click Download PDF in the Submission History section to view and download your
MIPS Submission Record.

Note: It is important that you download your submission right away. This MIPS
Submission Record will be unavailable to view/download if you make any changes to
your data modules after submission.

Submission History X

Click ‘Download PDF’ to view and download your submission record. Flease note, upen any updates made to your data modulas, this PDF w longer be acce:

Practice Name: Dublin Health TIN : 12345678987 DRCF : Signed

Submission Attempts

CATEGORIES REPORTED SUBMISSION DATE CMS TOTAL SCORE ¢ DOWNLOAD
/__ "
@ Quality (&) P ing bility (7 Iy t Activit 10/19/2022 ( £5.00 % Download POF

8. [Optional] Click RE-SUBMIT on the Individual Submission Summary page, if you
choose to discard your submission and update your measures/activities selections for
any of the performance categories. You will follow the same process for submitting your
reporting and will complete steps 6 and 7.

VALIDATION QUALITY Pl 1A TOTAL SCORE®

RE-SUBMIT
@ Completed 30/30 10/25 15/15 55.00

View Submissions
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Prerequisite Categories
TIN (Tax Identification Number)
You will add the TIN information for this category. This is required for MIPS submission.

Adding TIN information
To enter the practice TIN, follow these steps:
Note: TIN should be the information submitted for CMS 1500 Claims form.

1. Inthe TIN column, select + Add TIN to enter the group TIN.

TIN

+ Add TIN

2. The Edit Profile Details dialog, TIN Details tab opens.

Re-enter Enter TIN Enter TIN

Edit Profile Details =

TIN Details

uuuuuuuuuu

........

3. In the Enter TIN field, enter the TIN.

4. In the Confirm TIN field, re-enter the TIN.

5. In the Performance Start Date, select the TIN start date.
6. In the Performance End Date, select the TIN end date.

7. In the Provider section, select the clinician(s) from the dropdown menu.
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8. In the Location, select the /ocation from the dropdown menu.
9. In MIPS Eligibility, select Eligible or Not Eligible.

Note: Use the click here link to verify your MIPS eligibility for the TIN on the CMS
website.

10. Click Create, and a banner will appear at the top of the screen that verifies you
successfully added the TIN.

Eligibility
The Eligibility field is the next category. This is a required field for MIPS submission.

e Subrmissicn

Group Submission

uuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuu

e The Eligibility field initially shows + Verify.

ELIGIBILITY

4+ vernty

e It changes to Eligible after you complete the TIN category.

ELIGIBILITY

=1 Eligible
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DRCF

You will complete the DRCF (Data Release Consent Form) signing process for this category. The
DRCF is an agreement between the registry and clinicians, wherein the clinicians grant
permission to the registry to transmit data to CMS on their behalf.

To complete the DRCF for a group submission, follow these steps:

1. From the DRCF Status column, select + Sign.

Group Submission

2. From the TIN dropdown menu, select the correct TIN for your practice.

Note: The Practice Name will be pre-populated.

Edit Profile Details ;4

TIN Detads

DRCF

Prietice Mise

NAME STATUS COMPLETED DATE Sk MATORY A ACTICN

SR Emy

3. Click E-Sign Now to receive an email notification to electronically sign the agreement.

4. In the Signatory Email field, enter the email address to send the DocuSign DRCF, and
then re-enter the email address in the Confirm Signatory Email field.

Note: This should be an authorized signer for the practice.

Confirmation *

Signatery Email Confirm Signatory Email

CANCEL

www.veranahealth.com Page 40



CONFIDENTIAL AND PROPRIETARY INFORMATION OF VERANA HEALTH

5. Click Continue, and a banner will appear at the top of the screen, “"DRCF Agreement
successfully emailed to ConfirmedEmailAddress@email.com.”

0 Verana Quality Reporting @ Help

Quality Measures MIPS Submission QRDA + @ DRCF Agreement successfully emailed to kimberlycruz@yopmail.com. X

6. The DRCF Status shows as Pending and will change to Signed after the document is
signed.

Group Submission

Submit As Practice Performance Year

Group ~ - 2022 w

TIN ELIGIBILITY DRCF STATUS VALIDATION

7) Eligible + Validate

Nems per page: 01 | Showing 1 - 01 of 01 items

Validation

You will enter CEHRT Details and complete Exemption questions in this category. CMS mandates
the use of 2015 CEHRT for reporting to MIPS 2022.

Adding CEHRT Details
To add CEHRT Details, follow these steps:

1. In the Validations column, select + Validate.

Group Submission

Submit A Practice Parformance Yaar

Group - v 2022 -

TIN ELIGIBILITY DRCF STATUS VALIDATION

) Englble () Pendung

therns per page: 01 | Showing 1- 01 of 81 items
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2. The Provider Validation dialog, CEHRT Details tab opens.

Provider Validation
CEHRT Datails
Bidwrptions CEHRT Details

Tih -

Please provide a walid 2015 CEMST 1D i arder to:

+ Aegars for the Pl cabogary of MIFS,

+ B abgitin b3 recmve the srd-torsed reporting Bonas I Guslty

+ Bosigitiats reprt tre e i WIS 4 appicaktal,

Vel sl gunials & CEHRT ID for our WA hare

Entar CEHRT ID

categney ( applicatien

3. Select Change ID.

4. In the Enter CEHRT ID field, enter your CEHRT ID.

Note: Click the here link above the Enter CEHRT ID fields to generate your CEHRT

ID.

Provider Validation

Essenptions CEHRT Details ©

TIM - 001 234567

Please provide o vabd 2015 CEHRT 1D i order o

= Report for the Pl categary of MIFS.

B il s reconve e #rdl-4-ard regarting Eonss in s

bty categany If appiscania)

fre sChibzim
Yoo mmay gorarita @ CEHRT (D far your EHR hare 4|

Enter CEHRT I

mucEL

e s e

5. Re-enter your CEHRT ID in the next field.

6. Click Validate.

www.veranahealth.com
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Completing the Exemptions Questionnaire

The questionnaire contains questions that are relevant to your MIPS reporting. Please make
sure to identify and confirm any special status for you or your practice when you confirm your
MIPS eligibility. When you confirm your eligibility, CMS will provide information on any special
status that will impact your scoring for MIPS reporting. Click here for more information:

Participation Lookup - QPP.

Responses provided are applied only to the selected clinician and will override any selections
made at the practice level. Re-weighting may occur for all categories based on your selection.
Score provided in the dashboard is an estimate and should not be considered as final.

To complete the Exemptions questionnaire, follow these steps:
1. In the Default Validation dialog, select the Exemptions tab.

2. To complete the Exemptions questionnaire, answer each of the 7 questions by selecting
Yes or No.

Note: Click the View More link below each question for additional details about the
CMS rule and exception parameters.

Provider Validation X

Exemptions

el in o Contars fee W Sarvirus I rgien thil has basn
2037 WIS partermance parind. Do you qualdy for sutomstls sstreme snd uncosrotiabls () v
s ol MIPS)

In thee clinkclan mesocisted with  practios that has 15 or fewes chnicians (NP billeg uncer the practics [TIH dering ore of the 1 3-montt ssgments ol the MIFS determination period?

3. Click Update after you finish answering the 7 questions.
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4. The Alert dialog opens and shows a summary of the questionnaire responses. Review
the information, and then follow these steps:

a. If the information is correct, click Continue to return to the Group Submission
page.

b. If the information is incorrect and requires updates, click Cancel to return to the
questionnaire and edit responses.

Alart

= Vi geig ankared & QIS8 IR G Fraation IR

= Vasdonsbham an ssrrad DBErema and uworbacble clastavs spEllollon for & scbagany
u g o ek o Y o e anilic reme g iiag of B sotgarny af PAFE.

= Vi e nat han 3n sourwvnll FI e b daeni Pune THE

= Vi are el e Eellac Kol i

= Mg denel belang b el pacio.

= Wiy e vk P iy e ond 6s R

= Vs reskde i o o ae e eli]as w B PLEL

Tl
= M e e el sl B s S encd B sl
o e B sansivn W pminie o Wil wuigl it ol A0 prisns e sy ighs msiysdml e rly mpre bl ok B
& LT Es
e o
I

5. The first four categories are complete, and you can begin the performance categories.

Group Submission

Submit As Practice Performance Year
[ Growp nr l [ L 2022 v
TIN ELIGIBILITY DRCF STATUS YALIDATION
= Eligible ) Signad = Completed

Merms per page: 01 | Showing 1 - 01 of 01 iterma
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Performance Categories

Quality

The Quality category assesses the quality of care you deliver based on measures of
performance and is 30% of the final MIPS score. To report Quality, complete this section by
following these steps:

1.

www.veranahealth.com

Select the link in the Quality category.

i s Bl

Group Submission

mams Pl v

The top portion of the Quality tab shows:

How many measures you selected.

How many of those measures meet the 20 case minimum.
If those measures are outcome or high priority.

The Estimated Quality and Weighted Score.

. ....... s Sobectad g Mesmarss Masting 10 Cases - Dulcams Hgh-prise ity Measurs Seieclad

measures are selected for = mmmmminmm Kl either Outcome or Hi Quality Weight when measures

This count will populate when leiccsnia [popuicteiticn Agreen check shows when Estimated Quality points and
reporting highest points Priority measures are selected are

The next section of the Quality tab provides the list of measures for reporting. To select
the measures to report, review the information in the following areas to determine which

measures are the best choice:

e Measure Types
Designates a measure as an outcome or high priority.
e NUM/DEN

@ jcon identifies a measure that has less than 20 cases.
e Performance
Displays performance for each measure.
e Points
Displays an estimate of possible points based on performance.
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2. After review, mark the checkbox next to the measure(s) you wish to report.

3. Continue to the next section of performance reporting.
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PI (Promoting Interoperability)

The PI category assesses your promotion of patient engagement and electronic exchange of
health information using certified electronic health record technology (CEHRT) and is 25% of
the final MIPS score. To report PI, complete this section by following these steps:

1. Click the PI tab.

2. The Attestations page opens.

Attestations Sated B
Riote | To tes alvke to reprert dor ihe F| cviegory al PS5, you will nesd 1o aiies a8 Yes o aB ihe msndabory atiestations
Pl At Attmtatian’

By attesting to fhis stabement, | herchy declare my accopfance to support any ssdt carried out by the registry and also to provide the relevant

documentys & par the dats validation oritcria paidelings set by CHI5. Click Pom 1o view the PIl category data valization ariteria.

1. FI_ONEBIA_1: Offcs of 6 Nalional Coordinstar for Haatth Inarmetios Tecsnolagy IOME Disect Riview Atsststion

| sétest that | - ) Yes (D) Me

3. PIPPHI_ 1 Saoarity rigk s s

| attunt that | u L

reqairement i A% CFR 144,303 6020060 ard 154 306 3, |mpsmaEnt sscurity

3. PLLARIG_ 1) Bt awss b Lirei i Beqtvan |bees pessbeliny of CERAT

I setmat bes CMS shat Yea ) Me

dcted i1 gacd fith s rd fock recssaery steps io pressstimding o renching e Coandroter for Mesh Informasion Techn clegy KIHC) Dirsct Resisw Atbsstai on
corrpati Wity o mneroperon ity of CEHET atiesiation O of the Retional

A PI_PPRI_2: bigh Priarity Precticss Guids of the Selsty Aissrsrce Factoes for 10 Rsaid srecs (SAFER] Gakdes -

1 aktust that | - 7] e (D) e

o chact 1 Al il arinam e wing B e High Frizrty Fracsos Guides [Fart ol
o RAFFE Gusicdes] withn e calendir year of fhe 5053 perisnmon s period

3. Select Yes or No to answer each question.
Note: All of the questions require a Yes answer to report for the PI category.

4. Mark the PI Audit Attestation checkbox to confirm compliance with any audit for the
Registry.

5. Click Save.
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The following screen appears, and the top portion of the PI tab shows:

e CEHRT ID Validation
A green check mark indicates completion of this task.
e Attested
A green check mark indicates completion of this task.
e Objectives Met
The number will populate once data is entered for objectives.
e Estimated PI Points/Estimated PI Weight
The Estimated PI Points and Weighted Scores will update as you select
measures.
e Duration
Select the duration of data (minimum of 90 days).

Green checks indicate items are Objective Met will populate as Scores populate as data is
completed data is entered ntered

et [1

. EEHAT 4 elignion . Mitac Dbyectives et |

[ Enter Duration of data J
(minimum of 90 days)

To enter data for PI, follow these steps:

1.

Measure ID and Measure Title are shown. In the Measure ID column, mark the
checkbox next to the measure you wish to report.

In the Claim Exclusion column, select Yes or No.

In the Reporting Requirement column, enter your nhumerator and denominator
counts from your EHR report.

Performance and Points will be calculated based on the performance of the data you
entered.
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MEASURE 1D WEAZURE TITLE CLAM EXCLISION
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5. Continue to the next section of performance reporting.
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IA (Improvement Activity)

The IA category assesses your participation in activities that improve clinical practice and
support patient engagement and is 15% of the final MIPS score. To report IA, complete this
section by following these steps:

1. Click the IA tab.

Q Verana Quality Measures Dashboard

Quality @ PI ®

2. The following screen appears, and the top portion of the IA tab shows:

e High-Weighted Activities/Medium Weighted Activities
These categories will populate with counts of measures as you select measures.
o Estimated IA Score/Estimated IA Weight
The Estimated PI Points and Weighted Scores will update as you select
measures.
e IA Audit Attestation
Mark the IA Audit Attestation checkbox to confirm compliance with any audit
for the Registry.

Estimated Score and estimated weight
will be shown once measures are selected

R
s -

By ttenting fo tils statamant, | Rersby rechars my scoaptincs b6 suppart any sudt carbed sut by The naghitry and sk fo pi partha d
ek valilanion critens

St SebcagEy

Checkbox stating “\fndu t;ntl:lparthﬁts
in an audit requ e Registry
should you be selected scTeaTy NaME aresTaTion somz woawr Pt
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e Filters

Available for selections, Activity Weight, and Subcategory.
e Duration

Select the duration of data (minimum of 90 days).

Estimated Score and estimated

n
8] wowwimmnacromes (8] ninu e scrnas weight wil be shown once |:>“ “
measures are selected
! ol ¥ CME. Clich hors § cmbegery.

rred et

To enter data for IA, follow these steps:

1. Activity ID and Activity Name are shown. In the Activity ID column, mark the
checkbox next to the measure(s) you wish to report.

2. In the Attestations column, click + Attest to confirm that the activity selected was
performed for a minimum of 90 consecutive days or more.

3. Inthe Add Files column, click Upload to add supporting documentation.

Note: This field is optional; however, adding supporting documents may be helpful to
reference if audited by the registry in the future.

4. In the Weight column, the Weight of each measure is shown.

5. In the Points column, the total points available is shown. The dropdown arrow provides
a description of the measure.

(Click Upload to add supporting
documentation

unfam thal the activity
inieum ol 50 consscutive days of more

omcs |
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6. After completing the IA category, click Back to Summary to return to your Group
Submission page.

@ Verana Quality Measures Dashboard

Cruality Measures Mg

Cusbty [

View Total Score

The MIPS Group Submission module will show the total estimated score of all categories with
entered data. If you are satisfied with the points you received in each performance category
and the Total Score, you are ready to submit your reporting.

Note: If you want to see if you can increase your score(s) you can go back to your
performance categories and change your measures/activities selections.

Group Submission

Submit s Practice. Performance “fear

Group ~ v 2022

TIN ELIGIBILITY DRCF 5TATUS VALIDATION QUALITY Fi [

- I
= Eligible = Slgned &) Completed 30730 0425 15185 | ss.00 SuBMIT

If you hover over the information @ icon, the following message will appear:

Your Total Score is an estimated score
that is calculated based on your input

for Quality, Promoting Interoperability

(P1), and Improvement Activities (1A)

sections. This score does not include t Val
reweighing or cost. Your final score

may be different.

TOTAL SCORE®
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To Submit

The Submit button is disabled until you complete the performance categories. To submit your
MIPS Individual Submission, click Submit.

Group Submission

Submit s Practice Performance. Year

Group v ~ 022

TIN ELIGIBILITY DRCF STATUS VALIDATION QUALITY Fi 1

2 Eligible % Signed ) Completed ansan 0725 1518 §5.00 s

Completing the Section Submission

After you click Submit, the Section Submission dialog opens and shows the Practice Name,
TIN, and DRCF status. In this section, you will choose the performance categories that you
want to report to CMS. Each category that you choose populates based on the
measures/activities that you selected to report in your data modules. The Total Score updates
as you make your selections.

Note: You can choose to report all 3 performance measures, or just 1 or 2.

Section Submission

Your Total Score is an estimated score
that is calculated based on your input

Select section(s) to submit:

for Quality, Promoting Interoperability
(P1), and Improvement Activities (1A)
sections. This score does not include
Practice Name : Dublin Health IR PREETYEE  reweighing or cost. Your final score
may be different.

[:I Quality \:I Promoting Interoperability [

QUALITY Pl 1A TOTAL SCORE ©

www.veranahealth.com Page 53



CONFIDENTIAL AND PROPRIETARY INFORMATION OF VERANA HEALTH

To complete this section, follow these steps:
8. Mark the checkboxes next to the performance categories that you want to report.

The table updates the performance category points and Total Score.

Section Submission

Select sectionls) to submit:

Quality |:| Promoting Interoperability |:| Improvement Activities
Practice Name : Dublin Health TIN : 12345678987 DRCF : Signed
QUALITY Pl 1A TOTAL SCORE

30/30 6;.00

9. Click Cancel to return to the Group Submission Summary page if you do not want
to submit this version. This will allow you to return to any of the performance categories
to update your measures/activities selections in your data modules with the intent to
increase your points and Total Score.

10. Click Continue if you want to report the current selection(s).
Section Submission

Select section(s) to submit:

Quality Promoting Interoperability Improvement Activities

Practice Name : Dublin Health TIN : 12345678987 DRCF : Signed
QUALITY Pl 1A TOTAL SCORE
30/30 10/25 16/15 56.00
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11. The Submission Checklist opens. The checklist allows you to review the information
about your submission prior to reporting to CMS.

Submission Checklist

You are about to submit your group data to CMS. Please ensure the following for best submission results:

» You have reviewed and completed applicable submission categories (Quality, P, and 1A). If you are
submitting for Quality, you have selected six or more Quality measures to submit.

= You verified your practice’s submission will be under TIN - 876543211,

If any of these points are inaccurate, exit this modal and make the correction prior to continuing.

Attestation

|_| | verify that the data reported is true and accurate to the best of my knowledge.

CANCEL

12. Click Cancel if you need to make any changes to your submission.

13. Mark the Attestation checkbox, to verify that the data reported is true and accurate to
the best of your knowledge.

14. Click Submit.

Submission Checklist

You are about to submit your group data to CMS. Please ensure the following for best submission results:

« You have reviewed and completed applicable submission categories (Quality, Pl, and 14). If you are
submitting for Quality, you have selected six or more Quality measures to submit.

+ You verified your practice’s submission will be under TIN - 876543211,

If any of these points are inaccurate, exit this modal and make the correction prior to continuing.

Attestation

| verify that the data reported is true and accurate to the best of my knowledge.

CANCEL SUBMIT
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Downloading PDF in the Submission History Section

After you click Submit, the Submission History dialog opens. This is where you can view and
download your submission record.

Note: It is important for you to download your submission right away. This MIPS Submission
Record will be unavailable to view/download if you make any changes to your data modules
after submission.

The Submission History shows:

Practice Name, TIN, and DRCF status

Submission Attempts

Multiple attempts will show stacked in the table with the latest version on top.
e Categories Reported

Hover over tooltips for status:

o Red exclamation point & icon indicates submission error for category reported.

o  Green checkmark & icon indicates successfully submitted scores to CMS.
o  Grayed out field indicates the category was not reported.
e Submission Date
The date of the current submission.
e CMS Total Score
Total score displayed against each submission attempt is the score achieved for that
particular submission attempt only. CMS MIPS category score and CMS MIPS composite
score are actual CMS preliminary scores available with CMS based on most recent and
successful submission attempt with CMS for any or all MIPS categories.
e Download PDF
Button that allows you to download and view this submission record.

Submission History X
Click ‘Downl load PDF’ to view and download your submission record

Practice Name: Dublin Health TIN : 12345678987 DRCF : Signed

Number of
submission attempts

CATEGORIES REPORTED SUBMISSION DATE CMS TOTAL SCORE DOWNLOAD

@ Quality @ 2 rope lity () Imps t Activities 10/19/2022 55.00 < Download PDF

with CMS based on most recent successful
submission attempt for any or all MIPS
categories

Designates category
reported successfully

this submission record

Actual CMS preliminary scores available
Download and view
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Follow these steps to complete the submission process:

1. Click Download PDF to view your MIPS Submission Record and maintain the copy for
your files.

2. The MIPS Submission Record opens and shows:
e Submission Date
The date of the current submission.
Submitter
Date of Download
Provider Name, NPI, TIN, and DRCF status
Measures Submitted
Some of the information specific to each performance category includes:

Quality Measures

o Type
Registry ID/Quality ID
Measure Name
NUM/DEN
Performance Rate

o O O O

Promoting Interoperability
o  Performance Duration

Measure ID

Measure Name

NUM/DEN

YES/NO

Exclusions

o O O O O

Improvement Activity
Performance Duration
Activity ID

Activity Name

Weight

o O O O
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0 Verana Health

MIPS Submission Record

Practice Name: Dublin Health

SCORE SUMMARY
QUALITY PI 1A

30/30 10725 15/15 55.00
MEASURES SUBMITTED

Quality Measures

TYPE REGISTRY ID
QUALITY ID

QCDR IRIS107

QCDR IRIS111

NPI: 12345678987 TIN : 876543211

MEASURE NAME

Preventive Care and Screening: Influenza Immunization

Pneumococcal Vaccination Status for Older Adults

Promoting Interoperability

MEASURE ID

PI_EP_1"

PI_PHCDRR_17

Improvement Activity

ACTIVITY ID

IA_AHE_1

www.veranahealth.com

MEASURE NAME

e-Prescribing Required Measure

Immunization Registry Reporting

ACTIVITY NAME

Engagement of new Medicaid patients and follow-up

DRCF : Signed

CMS TOTAL SCORE

Submission Date: 12/09/2022
Submitter: Kimberly Cruz
Date of Download: 12/10,/2022

For individual measure scores, visit gpp.cms.gov.

M PERFORMANCE RATE
DEN
5861

B86.85
6172
5861 56.85
6172

Performance Duration : 01/01/2022 to 12/31/2022

NUM

_— YES/NO EXCLUSIONS
DEN

5
— -- No

10

- Yes Yes

Performance Duration : 01/01/2022 to 12/31/2022

WEIGHT

High

Page 1 of 2
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3. Click X in the upper right corner to close the Submission History dialog, and return to
the Group Submission Summary page.

You will see the Submit button is now a RE-SUBMIT button.

VALIDATION QUALITY Pl 1A TOTAL SCORE®

© Completed 30/30 10/25 15/15 55.00

View Submissions

4. [Optional] Click View Submission, to view the Submission History and access the
download PDF button for your MIPS Submission Record.

Note: This MIPS Submission Record will be unavailable to view/download if you
make any changes to your data modules after submission.

VALIDATION QUALITY Pl 1A TOTAL SCORE®

RE-SUBMIT
© Completed 30/30 10725 15/15 55.00

To Re-submit

You can re-submit your submission if you want to attempt to achieve a more favorable
outcome. Return to any of the performance categories and update any of your
measures/activities selections in your data modules with the intent to increase your points and
Total Score.

Note: If you re-submit, your previous MIPS Submission Record will be unavailable to
download/view.
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To re-submit your MIPS Group Submission after you update any of your measures/activities
sections in your data modules, follow these steps:

1. Click RE-SUBMIT.

VALIDATION QUALITY Pl 1A TOTAL SCORE®

© Completed 30/30 10/25 15/15 55.00

View Submissions

2. The Section Submission dialog opens. Follow the instructions in the previous section,
mpleting th ion mission.

Section Submission

Select section(s) to submit:

(] Quality ] Promoting Interoperability || Improvement Activities

Provider Name : Otto Octavius NPI : 12345678987 TIN : 876543211 DRCF : Signed

QUALITY Pl 1A TOTAL SCORE ©

3. After you complete the workflow, the Submission History dialog will show your latest
and previous submission records.
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Closing the Referral Loop: Receipt of Specialist Report

50 11.2.000

Not Applicable f58fc0d6-edf5-416a-8d29-79afbfd24dea
January 1, 20XX through December 31, 20XX

Centers for Medicare & Medicaid Services (CMS)

Mathematica

None

Percentage of patients with referrals, regardless of age, for which the referring clinician receives a report from the
clinician to whom the patient was referred

Limited proprietary coding is contained in the Measure specifications for user convenience. Users of proprietary code
sets should obtain all necessary licenses from the owners of the code sets.

CPT(R) contained in the Measure specifications is copyright 2004-2021 American Medical Association. LOINC(R) is
copyright 2004-2021 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms(R) (SNOMED CT[R])
copyright 2004-2021 International Health Terminology Standards Development Organisation.

This performance Measure is not a clinical guideline, does not establish a standard of medical care, and has not been
tested for all potential applications.

THE MEASURE AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT WARRANTY OF ANY KIND.

Due to technical limitations, registered trademarks are indicated by (R) or [R] and unregistered trademarks are
indicated by (TM) or [TM].

Proportion
Process
None
None
None

Problems in the outpatient referral and consultation process have been documented, including lack of timeliness of
information and inadequate provision of information between the specialist and the requesting physician (Gandhi et
al., 2000; Forrest et al., 2000; Stille et al., 2005). In a study of physician satisfaction with the outpatient referral
process, Gandhi et al. (2000) found that 68% of specialists reported receiving no information from the primary care
provider prior to referral visits, and 25% of primary care providers had still not received any information from
specialists 4 weeks after referral visits. In another study of 963 referrals (Forrest et al., 2000), pediatricians scheduled
appointments with specialists for only 39% and sent patient information to the specialists for only 51% of referrals.

In a 2006 report to Congress, the Medicare Payment Advisory Commission (MedPAC) found that care coordination
programs improved quality of care for patients, reduced hospitalizations, and improved adherence to evidence-based
care guidelines, especially among patients with diabetes and CHD. Associations with cost-savings were less clear; this
was attributed to how well the intervention group was chosen and defined, as well as the intervention put in place.
Additionally, cost-savings were usually calculated in the short-term, while some argue that the greatest cost-savings
accrue over time (MedPAC, 2006).

Improved mechanisms for information exchange could facilitate communication between providers, whether for time-
limited referrals or consultations, on-going co-management, or during care transitions. For example, a study by
Branger, van't Hooft, van der Wouden, Moorman & van Bemmel (1999) found that an electronic communication
network that linked the computer-based patient records of physicians who had shared care of patients with diabetes
significantly increased frequency of communications between physicians and availability of important clinical data.
There was a 3-fold increase in the likelihood that the specialist provided written communication of results if the
primary care physician scheduled appointments and sent patient information to the specialist (Forrest et al., 2000).

Care coordination is a focal point in the current health care reform and our nation's ambulatory health information
technology (HIT) framework. The National Priorities Partnership (2008) recently highlighted care coordination as one
of the most critical areas for development of quality measurement and improvement.

None

A higher score indicates better quality

Reference Type: CITATION

Reference Text: 'Branger, P. J., van't Hooft, A., van der Wouden, J. C., Moorman, P. W., & van Bemmel, J. H. (1999).
Shared care for diabetes: Supporting communication between primary and secondary care. International Journal of
Medical Informatics, 53(2-3), 133-142. doi: 10.1016/s1386-5056(98)00154-3'

Reference Type: CITATION

Reference Text: 'Forrest, C. B., Glade, G. B., Baker, A. E., Bocian, A., von Schrader, S., & Starfield, B. (2000).
Coordination of specialty referrals and physician satisfaction with referral care. Archives of Pediatrics and Adolescent
Medicine, 154(5), 499-506. doi: 10.1001/archpedi.154.5.499'

Reference Type: CITATION

Reference Text: 'Gandhi, T. K., Sittig, D. F., Franklin, M., Sussman, A. J., Fairchild, D. G., & Bates, D. W. (2000).
Communication breakdown in the outpatient referral process. Journal of General Internal Medicine, 15(9), 626-631.
doi: 10.1046/j.1525-1497.2000.91119.x'

Reference Type: CITATION

Reference Text: 'MedPAC. (2006, March). Report to the Congress: Medicare payment policy. Retrieved from
https://www.medpac.gov/wp-content/uploads/import_data/scrape_files/docs/default-
source/reports/Mar06_EntireReport.pdf*

Reference Type: CITATION

Reference Text: 'National Priorities Partnership. (2008). National priorities and goals: Aligning our efforts to transform
America’s healthcare. Washington, DC: National Quality Forum.'

Reference Type: CITATION

Reference Text: 'Stille, C. J., Jerant, A., Bell, D., Meltzer, D., & EImore, J. G. (2005). Coordinating care across diseases,
settings, and clinicians: A key role for the generalist in practice. Annals of Internal Medicine, 142(8), 700-708. doi:
10.7326/0003-4819-142-8-200504190-00038'

file:///Users/floralum/Downloads/EC-eCQM-2022-05-v2/CMS50v11/CMS50v11.html 1/4



1/21/23, 8:49 PM

Closing the Referral Loop: Receipt of Specialist Report 11.2.000

Referral: A request from one clinician to another clinician for evaluation, treatment, or co-management of a patient's
condition. This term encompasses referral and consultation as defined by Centers for Medicare & Medicaid Services.

Report: A written document prepared by the eligible clinician (and staff) to whom the patient was referred and that
accounts for his or her findings, provides summary of care information about findings, diagnostics, assessments
and/or plans of care, and is provided to the referring eligible clinician.

The clinician who refers the patient to another clinician is the clinician who should be held accountable for the
performance of this measure.

Only the first referral made between January 1 - October 31 of the measurement period will be considered for this
measure to allow adequate time for the referring clinician to collect the consult report by the end of the measurement
period.

If there are multiple referrals for a patient during the measurement period, use the first referral.

The clinician to whom the patient was referred is responsible for sending the consultant report that will fulfill the
communication. Note: this is not the same clinician who would report on the measure.

The consultant report that will successfully close the referral loop should be related to the first referral for a patient
during the measurement period. If there are multiple consultant reports received by the referring clinician which
pertain to a particular referral, use the first consultant report to satisfy the measure. Eligible clinicians reporting on
this measure should note that all data for the performance period is to be submitted by the deadline established by
CMS. Therefore, eligible clinicians who refer patients towards the end of the performance period (i.e., October), should
request that clinicians to whom they referred their patients share their consult reports as soon as possible in order for
those patients to be counted in the measure numerator during the measurement period. When clinicians to whom
patients are referred communicate the consult report as soon as possible with the referring clinician, it ensures that
the communication loop is closed in a timely manner and that the data are included in the submission to CMS.

This eCQM is a patient-based measure.

This version of the eCQM uses QDM version 5.6. Please refer to the eCQI resource center
(https://ecqi.healthit.gov/qdm) for more information on the QDM.

TBD

Number of patients, regardless of age, who had an encounter during the measurement period and were referred by
one clinician to another clinician on or before October 31

Equals Initial Population
None

Number of patients with a referral on or before October 31, for which the referring clinician received a report from the
clinician to whom the patient was referred

Not Applicable
None

For every patient evaluated by this measure also identify payer, race, ethnicity and sex

Table of Contents

Definitions
Functions
Terminology.

Population Criteria

Data Criteria (QDM Data Elements),

Population Criteria

Supplemental Data Elements
Risk Adjustment Variables

4 Initial Population

"Has Encounter during Measurement Period"
and "First Referral during First 10 Months of Measurement Period" is not null

4 Denominator

"Initial Population"

4 Denominator Exclusions

None

4 Numerator

"Referring Clinician Receives Consultant Report to Close Referral Loop"

4 Numerator Exclusions

None

4 Denominator Exceptions

None

4 Stratification

None

Definitions

4 Denominator
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"Initial Population"

4 First Referral during First 10 Months of Measurement Period

First(((["Intervention, Performed": "Referral"] ReferralPerform

where Global."NormalizeInterval"(ReferralPerform.relevantDatetime, ReferralPerform.relevantPeriod)ends during Interval[start of "Measurement Period", start of

"Measurement Period" + 10 months]
return {
identification: ReferralPerform.id,
dateIntervention:
end of Global."NormalizeInterval"(ReferralPerform.relevantDatetime, ReferralPerform.relevantPeriod)

union(["Intervention, Order": "Referral"] ReferralOrder
where ReferralOrder.authorDatetime during Interval[start of "Measurement Period", start of "Measurement Period" + 10 months]
return {
identification: ReferralOrder.id,
datelntervention: ReferralOrder.authorDatetime

))Referrallnterventions
sort by datelntervention ascending

)

4 Has Encounter during Measurement Period

exists ( ( ["Encounter, Performed": "Office Visit"]
union ["Encounter, Performed": "Ophthalmological Services"]
union ["Encounter, Performed": "Preventive Care Services - Established Office Visit, 18 and Up"]
union ["Encounter, Performed": "Preventive Care Services, Initial Office Visit, 0 to 17"]
union ["Encounter, Performed": "Preventive Care Services-Initial Office Visit, 18 and Up"]
union ["Encounter, Performed": "Preventive Care, Established Office Visit, 0 to 17"] ) Encounter
where Encounter.relevantPeriod during "Measurement Period"

4 Initial Population

"Has Encounter during Measurement Period"
and "First Referral during First 10 Months of Measurement Period" is not null

4 Numerator

"Referring Clinician Receives Consultant Report to Close Referral Loop"

4 Referring Clinician Receives Consultant Report to Close Referral Loop

exists ( ["Communication, Performed": "Consultant Report"] ConsultantReportCommunicated
with "First Referral during First 10 Months of Measurement Period" FirstReferral
such that FirstReferral.identification in ConsultantReportCommunicated.relatedTo
and ConsultantReportCommunicated.receivedDatetime after FirstReferral.dateIntervention
and ConsultantReportCommunicated.receivedDatetime during "Measurement Period"

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Functions

4 Global.NormalizeInterval(pointInTime DateTime, period Interval<DateTime>)

if pointInTime is not null then Interval[pointInTime, pointInTime]
else if period is not null then period
else null as Interval<DateTime>

Terminology
. valueset "Consultant Report" (2.16.840.1.113883.3.464.1003.121.12.1006)
. valueset "Ethnicity" (2.16.840.1.114222.4.11.837)
. valueset "Office Visit" (2.16.840.1.113883.3.464.1003.101.12.1001)
. valueset "ONC Administrative Sex" (2.16.840.1.113762.1.4.1)
. valueset "Ophthalmological Services" (2.16.840.1.113883.3.526.3.1285)
. valueset "Payer" (2.16.840.1.114222.4.11.3591)
. valueset "Preventive Care Services - Established Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1025)
. valueset "Preventive Care Services, Initial Office Visit, 0 to 17" (2.16.840.1.113883.3.464.1003.101.12.1022)
. valueset "Preventive Care Services-Initial Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1023)
. valueset "Preventive Care, Established Office Visit, 0 to 17" (2.16.840.1.113883.3.464.1003.101.12.1024)
. valueset "Race" (2.16.840.1.114222.4.11.836)
. valueset "Referral" (2.16.840.1.113883.3.464.1003.101.12.1046)

Data Criteria (QDM Data Elements)

"Communication, Performed: Consultant Report" using "Consultant Report (2.16.840.1.113883.3.464.1003.121.12.1006)"

"Encounter, Performed: Office Visit" using "Office Visit (2.16.840.1.113883.3.464.1003.101.12.1001)"

"Encounter, Performed: Ophthalmological Services" using "Ophthalmological Services (2.16.840.1.113883.3.526.3.1285)"

"Encounter, Performed: Preventive Care Services - Established Office Visit, 18 and Up" using "Preventive Care Services - Established Office Visit,
18 and Up (2.16.840.1.113883.3.464.1003.101.12.1025)"

"Encounter, Performed: Preventive Care Services, Initial Office Visit, 0 to 17" using "Preventive Care Services, Initial Office Visit, 0 to 17
(2.16.840.1.113883.3.464.1003.101.12.1022)"

"Encounter, Performed: Preventive Care Services-Initial Office Visit, 18 and Up" using "Preventive Care Services-Initial Office Visit, 18 and Up
(2.16.840.1.113883.3.464.1003.101.12.1023)"
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"Encounter, Performed: Preventive Care, Established Office Visit, 0 to 17" using "Preventive Care, Established Office Visit, 0 to 17
(2.16.840.1.113883.3.464.1003.101.12.1024)"

"Intervention, Order: Referral" using "Referral (2.16.840.1.113883.3.464.1003.101.12.1046)"

"Intervention, Performed: Referral" using "Referral (2.16.840.1.113883.3.464.1003.101.12.1046)"

"Patient Characteristic Ethnicity: Ethnicity" using "Ethnicity (2.16.840.1.114222.4.11.837)"

"Patient Characteristic Payer: Payer" using "Payer (2.16.840.1.114222.4.11.3591)"

"Patient Characteristic Race: Race" using "Race (2.16.840.1.114222.4.11.836)"

"Patient Characteristic Sex: ONC Administrative Sex" using "ONC Administrative Sex (2.16.840.1.113762.1.4.1)"

Supplemental Data Elements

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Risk Adjustment Variables

None

Not Applicable
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Documentation of Current Medications in the Medical Record
68 12.0.000
Not Applicable 9a032d9c-3d9b-11e1-8634-

00237d5bf174
January 1, 20XX through December 31, 20XX
Centers for Medicare & Medicaid Services (CMS)
Mathematica
None

Percentage of visits for patients aged 18 years and older for which the eligible clinician attests to documenting a list of
current medications using all immediate resources available on the date of the encounter

Limited proprietary coding is contained in the measure specifications for convenience. Users of the proprietary code
sets should obtain all necessary licenses from the owners of these code sets.

CPT(R) contained in the Measure specifications is copyright 2004-2021 American Medical Association. LOINC(R)
copyright 2004-2021 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms(R) (SNOMED CT[R])
copyright 2004-2021 International Health Terminology Standards Development Organisation. ICD-10 is copyright
2021 World Health Organization. All Rights Reserved.

These performance measures are not clinical guidelines and do not establish a standard of medical care, and have not
been tested for all potential applications.

THE MEASURES AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT WARRANTY OF ANY KIND.

Due to technical limitations, registered trademarks are indicated by (R) or [R] and unregistered trademarks are
indicated by (TM) or [TM].

Proportion
Process
None
None
None

According to the National Center for Health Statistics, during the years of 2013-2016, 48.4% of patients (both male
and female) were prescribed at least one prescription medication with 12.6% taking 5 or more medications.
Additionally, 89.8% of patients (both male and female) aged 65 years and older were prescribed at least one
medication with 40.9% taking 5 or more medications (2018). In this context, maintaining an accurate and complete
medication list has proven to be a challenging documentation endeavor for various health care provider settings. While
most of outpatient encounters (two-thirds) result in providers prescribing at least one medication, hospitals have been
the focus of medication safety efforts (Stock, Scott, & Gurtel, 2009). Nassaralla, Naessens, Chaudhry, Hansen, and
Scheitel (2007) caution that this is at odds with the current trend, where patients with chronic ilinesses are
increasingly being treated in the outpatient setting and require careful monitoring of multiple medications.
Additionally, Nassaralla et al. (2007) reveal that it is in fact in outpatient settings where more fatal adverse drug
events (ADE) occur when these are compared to those occurring in hospitals (1 of 131 outpatient deaths compared to
1 in 854 inpatient deaths). In the outpatient setting, ADEs occur 25% of the time and over one-third of these are
considered preventable (Tache, Sonnichsen, & Ashcroft, 2011). Particularly vulnerable are patients over 65 years, with
evidence suggesting that the rate of ADEs per 10,000 person per year increases with age; 25-44 years old at 1.3; 45-
64 at 2.2, and 65 + at 3.8 (Sarkar, Lépez, & Maselli, 2011). Other vulnerable groups include individuals who are
chronically ill or disabled (Nabhanizadeh, Oppewal, Boot, & Maes, 2019). These population groups are more likely to
experience ADEs and subsequent hospitalization.

A multiplicity of providers and inadequate care coordination among them has been identified as barriers to collecting
complete and reliable medication records. A study conducted by Poornima et al. (2015) indicates that reconciliation
and documentation continue to be poorly executed with discrepancies occurring in 92% of patients (74 of 80 patients)
of medication lists among admittance to the emergency room. Of 80 patients included in the study, the home
medications were reordered for 65% of patients on their admission and of the 65% the majority (29%) had a change
in their dosing interval, while 23% had a change in their route of administration, and 13% had a change in dose. A
total of 361 medication discrepancies, or the difference between the medications patients were taking before
admission and those listed in their admission orders, were identified in at least 74 patients. The study found that
"Through an appropriate reconciliation programme, around 80% of errors relating to medication and the potential
harm caused by these errors could be reduced" (Poornima et al., 2015, p. 243). Presley et al. (2020) also recognized
specific barriers to sufficient medication documentation and reconciliation in rural and resource-limited care settings.

Documentation of current medications in the medical record facilitates the process of medication review and
reconciliation by the provider, which is necessary for reducing ADEs and promoting medication safety. The need for
provider to provider coordination regarding medication records, and the existing gap in implementation, is highlighted
in the American Medical Association's Physician's Role in Medication Reconciliation, which states that "critical patient
information, including medical and medication histories, current medications the patient is receiving and taking, and
sources of medications, is essential to the delivery of safe medical care. However, interruptions in the continuity of
care and information gaps in patient health records are common and significantly affect patient outcomes" (2007, p.
7). This is because clinical decisions based on information that is incomplete and/or inaccurate are likely to lead to
medication error and ADEs. Weeks, Corbette, and Stream (2010) noted similar barriers and identified the utilization of
health information technology as an opportunity for facilitating the creation of universal medication lists. One 2015
meta-analysis showed an association between EHR documentation with an overall RR of 0.46 (95% CI = 0.38 to 0.55;
P < 0.001) and ADEs with an overall RR of 0.66 (95% CI = 0.44 to 0.99; P = 0.045). This meta-analysis provides
evidence that the use of the EHR can improve the quality of healthcare delivered to patients by reducing medication
errors and ADEs (Campanella et al., 2016).

The Joint Commission's 2020 Ambulatory Health Care National Patient Safety Goals guide providers to maintain and
communicate accurate patient medication information. Specifically, the section "Use Medicines Safely NPSG.03.06.01"
states the following: “Record and pass along correct information about a patient’s medicines. Find out what medicines
the patient is taking. Compare those medicines to new medicines given to the patient. Give the patient written
information about the medicines they need to take. Tell the patient it is important to bring their up-to-date list of
medicines every time they visit a doctor.”

The National Quality Forum's Safe Practices for Better Healthcare (2010), states the following: "the healthcare
organization must develop, reconcile, and communicate an accurate patient medication list throughout the continuum
of care".

Higher score indicates better quality

Reference Type: CITATION

Reference Text: 'American Medical Association. (2007). The physician’s role in medication reconciliation: Issues,
strategies, and safety principles. Retrieved from
https://pogoe.org/sites/default/files/Medication%20Reconciliation.pdf"

Reference Type: CITATION
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Reference Text: 'Campanella, P., Lovato, E., Marone, C., Fallacara, L., Mancuso, A., Ricciardi, W., & Specchia, M. L.
(2016). The impact of electronic health records on health care quality: A systematic review and meta-analysis.
European Journal of Public Health, 26(1), 60-64. http://doi:org/10.1093/eurpub/ckv122'

Reference Type: CITATION

Reference Text: 'Nabhanizadeh, A., Oppewal, A., Boot, F. H., & Maes-Festen, D. (2019). Effectiveness of medication
reviews in identifying and reducing medication-related problems among people with intellectual disabilities: A
systematic review. Journal of Applied Research in Intellectual Disabilities, 32(4), 750-761.
https://doi.org/10.1111/jar.12580"

Reference Type: CITATION

Reference Text: 'Nassaralla, C. L., Naessens, J. M., Chaudhry, R., Hansen, M. A., & Scheitel, S. M. (2007).
Implementation of a medication reconciliation process in an ambulatory internal medicine clinic. Quality and Safety in
Health Care, 16(2), 90-94. http://doi.org/10.1136/qshc.2006.021113"

Reference Type: CITATION

Reference Text: 'National Center for Health Statistics. (2018). Health, United States, 2018: Supplementary Table 38.
Prescription drug use in the past 30 days, by sex, race and Hispanic origin, and age: United States, selected years
1988-1994 through 2013-2016 Retrieved from https://www.cdc.gov/nchs/data/hus/2018/038.pdf"

Reference Type: CITATION

Reference Text: 'National Quality Forum. (2010). Safe practices for better healthcare - 2010 update. Retrieved from
https://www.jointcommission.org/-/media/tjc/documents/standards/national-patient-safety-
goals/2020/simplified_2020-ahc-npsg-eff-july-final.pdf'

Reference Type: CITATION

Reference Text: 'Poornima, P., Reshma, P., Ramakrishnan, T. V., Rani, N. V., Devi, G. S., Seshadri, P. (2015).
Medication reconciliation and medication error prevention in an emergency department of a tertiary care hospital.
Journal of Young Pharmacists, 7(3), 241-249. https://www.jyoungpharm.org/sites/default/files/JYP_7_3_15.pdf'

Reference Type: CITATION

Reference Text: 'Presley, C. A., Wooldridge, K. T., Byerly, S. H., Aylor, A. R., Kaboli, P. J., Roumie, C. L., Schnipper, J.
L., Dittus, R. S., Mixon, A. S. (2020). The Rural VA Multi-Center Medication Reconciliation Quality Improvement Study
(R-VA-MARQUIS). American Journal of Health-System Pharmacy, 77, 128-137. https://doi.org/10.1093/ajhp/zxz275'"

Reference Type: CITATION

Reference Text: 'Sarkar, U., Lopez, A., Maselli, J. H., Gonzales, R. (2011). Adverse drug events in U.S. adult
ambulatory medical care. Health Services Research, 46(5), 1517-1533. http://doi.org/10.1111/j.1475-
6773.2011.01269.x"

Reference Type: CITATION

Reference Text: 'Stock, R., Scott, J., & Gurtel, S. (2009). Using an electronic prescribing system to ensure accurate
medication lists in a large multidisciplinary medical group. The Joint Commission Journal on Quality and Patient Safety,
35(5), 271-277"

Reference Type: CITATION

Reference Text: 'Tache, S. V., Sonnichsen, A., & Ashcroft, D. M. (2011). Prevalence of adverse drug events in
ambulatory care: A systematic review. The Annals of Pharmacotherapy, 45(7-8), 977-989.
http://doi.org/10.1345/aph.1P627'

Reference Type: CITATION

Reference Text: 'The Joint Commission. (2020). Ambulatory Health Care National Patient Safety Goals. Retrieved from
https://www.jointcommission.org/-/media/tjc/documents/standards/national-patient-safety-
goals/2020/simplified_2020-ahc-npsg-eff-july-final.pdf'

Reference Type: CITATION

Reference Text: 'Weeks, D. L., Corbette, C. F., & Stream, G. (2010). Beliefs of ambulatory care physicians about
accuracy of patient medication records and technology-enhanced solutions to improve accuracy. Journal for Healthcare
Quality, 32(5), 12-21. http://doi.org/10.1111/j.1945-1474.2010.00097.x'

Current Medications:

Medications the patient is presently taking including all prescriptions, over-the-counters, herbals,
vitamin/mineral/dietary (nutritional) supplements, and cannabis/cannabidiol products with each medication's name,
dosage, frequency and administered route.

Route:
Documentation of the way the medication enters the body (some examples include but are not limited to: oral,
sublingual, subcutaneous injections, and/or topical).

This eCQM is an episode-based measure. An episode is defined as each eligible encounter during the measurement
period. This measure is to be reported for every encounter during the measurement period.

Eligible clinicians reporting this measure may document medication information received from the patient, authorized
representative(s), caregiver(s) or other available healthcare resources.

By reporting the action described in this measure, the provider attests to having documented a list of current
medications utilizing all immediate resources available at the time of the encounter.

This list must include all known prescriptions, over-the-counter (OTC) products, herbals, vitamins, minerals, dietary
(nutritional) supplements, cannabis/cannabidiol products AND must contain the medications' name, dosage, frequency
and route of administration.

This measure should also be reported if the eligible clinician documented the patient is not currently taking any
medications.

This version of the eCQM uses QDM version 5.6. Please refer to the eCQI resource center
(https://ecqi.healthit.gov/qdm) for more information on the QDM.

TBD

All visits occurring during the 12-month measurement period for patients aged 18 years and older
Equals Initial Population

None

Eligible clinician attests to documenting, updating, or reviewing the patient's current medications using all immediate
resources available on the date of the encounter

Not Applicable
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Documentation of a medical reason(s) for not documenting, updating, or reviewing the patient’s current medications
list (e.g., patient is in an urgent or emergent medical situation where time is of the essence and to delay treatment
would jeopardize the patient's health status)

For every patient evaluated by this measure also identify payer, race, ethnicity and sex

Table of Contents

Population Criteria

Definitions

Functions

Terminology

Data Criteria (QDM Data Elements)
Supplemental Data Elements

Risk Adjustment Variables

Population Criteria

4 Initial Population

"Qualifying Encounter during Measurement Period" QualifyingEncounter
where AgelnYearsAt(date from start of "Measurement Period")>= 18

4 Denominator

"Initial Population"

4 Denominator Exclusions

None

4 Numerator

"Qualifying Encounter during Measurement Period" QualifyingEncounter
with ( ["Procedure, Performed": "Documentation of current medications (procedure)"]
union ["Intervention, Performed": "Documentation of current medications (procedure)"] ) MedicationsDocumented

such that Global."NormalizeInterval" ( MedicationsDocumented.relevantDatetime, MedicationsDocumented.relevantPeriod ) during QualifyingEncounter.relevantPeriod

4 Numerator Exclusions

None

4 Denominator Exceptions
"Qualifying Encounter during Measurement Period" QualifyingEncounter
with ( ["Procedure, Not Performed": "Documentation of current medications (procedure)"]
union ["Intervention, Not Performed": "Documentation of current medications (procedure)"] ) MedicationsNotDocumented

such that MedicationsNotDocumented.authorDatetime during QualifyingEncounter.relevantPeriod
and MedicationsNotDocumented.negationRationale in "Medical Reason"

4 Stratification

None

Definitions

4 Denominator

"Initial Population"

4 Denominator Exceptions
"Qualifying Encounter during Measurement Period" QualifyingEncounter
with ( ["Procedure, Not Performed": "Documentation of current medications (procedure)"]
union ["Intervention, Not Performed": "Documentation of current medications (procedure)"] ) MedicationsNotDocumented

such that MedicationsNotDocumented.authorDatetime during QualifyingEncounter.relevantPeriod
and MedicationsNotDocumented.negationRationale in "Medical Reason"

4 Initial Population

"Qualifying Encounter during Measurement Period" QualifyingEncounter
where AgelnYearsAt(date from start of "Measurement Period")>= 18

4 Numerator
"Qualifying Encounter during Measurement Period" QualifyingEncounter
with ( ["Procedure, Performed": "Documentation of current medications (procedure)"]

union ["Intervention, Performed": "Documentation of current medications (procedure)"] ) MedicationsDocumented
such that Global."NormalizeInterval" ( MedicationsDocumented.relevantDatetime, MedicationsDocumented.relevantPeriod ) during QualifyingEncounter.relevantPeriod

4 Qualifying Encounter during Measurement Period

["Encounter, Performed": "Encounter to Document Medications"] ValidEncounter
where ValidEncounter.relevantPeriod during "Measurement Period"

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]
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4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Functions

4 Global.NormalizeInterval(pointInTime DateTime, period Interval<DateTime>)

if pointInTime is not null then Interval[pointInTime, pointInTime]
else if period is not null then period
else null as Interval<DateTime>

Terminology

code "Documentation of current medications (procedure)" ("SNOMEDCT Code (428191000124101)")
valueset "Encounter to Document Medications" (2.16.840.1.113883.3.600.1.1834)

valueset "Ethnicity" (2.16.840.1.114222.4.11.837)

valueset "Medical Reason" (2.16.840.1.113883.3.526.3.1007)

valueset "ONC Administrative Sex" (2.16.840.1.113762.1.4.1)

valueset "Payer" (2.16.840.1.114222.4.11.3591)

valueset "Race" (2.16.840.1.114222.4.11.836)

Data Criteria (QDM Data Elements)

. "Encounter, Performed: Encounter to Document Medications" using "Encounter to Document Medications (2.16.840.1.113883.3.600.1.1834)"

. "Intervention, Not Performed: Documentation of current medications (procedure)" using "Documentation of current medications (procedure)
(SNOMEDCT Code 428191000124101)"
. "Intervention, Performed: Documentation of current medications (procedure)" using "Documentation of current medications (procedure)

(SNOMEDCT Code 428191000124101)"

"Patient Characteristic Ethnicity: Ethnicity" using "Ethnicity (2.16.840.1.114222.4.11.837)"

"Patient Characteristic Payer: Payer" using "Payer (2.16.840.1.114222.4.11.3591)"

"Patient Characteristic Race: Race" using "Race (2.16.840.1.114222.4.11.836)"

"Patient Characteristic Sex: ONC Administrative Sex" using "ONC Administrative Sex (2.16.840.1.113762.1.4.1)"

"Procedure, Not Performed: Documentation of current medications (procedure)" using "Documentation of current medications (procedure)

(SNOMEDCT Code 428191000124101)"

. "Procedure, Performed: Documentation of current medications (procedure)" using "Documentation of current medications (procedure)
(SNOMEDCT Code 428191000124101)"

Supplemental Data Elements
4 SDE Ethnicity
["Patient Characteristic Ethnicity": "Ethnicity"]
4 SDE Payer
["Patient Characteristic Payer": "Payer"]
4 SDE Race
["Patient Characteristic Race": "Race"]
4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Risk Adjustment Variables

None

CLINICAL QUALITY MEASURE SET
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Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up Plan

69 11.2.000
Not Applicable 9a031bb8-3d9b-11e1-8634-
00237d5bf174

January 1, 20XX through December 31, 20XX
Centers for Medicare & Medicaid Services (CMS)
Mathematica

None

Percentage of patients aged 18 years and older with a BMI documented during the current encounter or during the
measurement period AND who had a follow-up plan documented if BMI was outside of normal parameters

Limited proprietary coding is contained in the measure specifications for convenience. Users of the proprietary code
sets should obtain all necessary licenses from the owners of these code sets.

CPT(R) contained in the Measure specifications is copyright 2004-2021 American Medical Association. LOINC(R) is
copyright 2004-2021 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms(R) (SNOMED CT[R])
copyright 2004-2021 International Health Terminology Standards Development Organisation. ICD-10 is copyright

2021 World Health Organization. All Rights Reserved.

These performance measures are not clinical guidelines and do not establish a standard of medical care, and have not
been tested for all potential applications.

THE MEASURES AND SPECIFICATIONS ARE PROVIDED “AS IS” WITHOUT WARRANTY OF ANY KIND.

Due to technical limitations, registered trademarks are indicated by (R) or [R] and unregistered trademarks are
indicated by (TM) or [TM].

Proportion
Process
None
None
None

BMI Above Normal Parameters

“Obesity is a chronic, multifactorial disease with complex psychological, environmental (social and cultural), genetic,
physiologic, metabolic and behavioral causes and consequences. The prevalence of overweight and obese people is
increasing worldwide at an alarming rate in both developing and developed countries. Environmental and behavioral
changes brought about by economic development, modernization and urbanization have been linked to the rise in
global obesity. The health consequences are becoming apparent” (Fitch et al., 2013).

More than a third of U.S. adults have a body mass index [BMI] >= 30 kg/m2 and are at increased risk for diabetes,
cardiovascular disease (CVD), and obstructive sleep apnea (Flegal et al., 2012; Ogden et al., 2015; Dong et al.,
2020). Hales et al. (2017), reported that the prevalence of obesity among adults and youth in the United States was
39.8 percent and 18.5 percent respectively, from 2015-2016. Furthermore, the prevalence of obesity in adults
increased to 42.4 percent in 2018, with the highest percentage among adults in the 40-59 age bracket compared with
other age groups (Hales et al., 2020). Hales et al. (2020) also disaggregated the data according to race/ethnicity and
noted that obesity prevalence was higher among non-Hispanic Black adults and Hispanic adults when compared with
other races and ethnicities. Obesity prevalence was lowest among non-Hispanic Asian men and women. Among men,
obesity prevalence was higher among Hispanic men compared with non-Hispanic Black men and non-Hispanic White
men. Among women, the prevalence among non-Hispanic Black women was 56.9 percent, which was higher than all
other race/ethnicities. In general, the prevalence of obesity in the U.S. remains higher than the Healthy People 2020
goals of 30.5 percent among adults (Hales et al., 2020).

BMI continues to be a common and reasonably reliable measurement to identify overweight and obese adults who
may be at an increased risk for future morbidity. Although good quality evidence supports obtaining a BMI, it is
important to recognize it is not a perfect measurement. For example, BMI and its associated disease and mortality risk
appear to vary among ethnic subgroups. Black/African Americans appear to have the lowest mortality risk at a BMI of
26.2-28.5 kg/m2 in Black women and 27.1-30.2 kg/m2 in Black men. In contrast, Asian populations may experience
lowest mortality rates starting at a BMI of 23 to 24 kg/m2. The correlation between BMI and diabetes risk also varies
by ethnicity (LeBlanc et al., 2011, pp. 2-3). BMI is not a direct measure of adiposity and as a consequence, it can over
or underestimate adiposity. However, overall, BMI is a derived value that correlates well with total body fat and
markers of secondary complications, e.g., hypertension and dyslipidemia (Barlow & the Expert Committee, 2007).

It is important to enhance beneficiary access to appropriate treatments for obesity, which could result in decreased
healthcare costs and lower obesity rates. Behavioral weight management treatment has been identified as an effective
first-line treatment for obesity with an average initial weight loss of 8-10 percent. This percentage weight loss is
associated with a significant risk reduction for diabetes and CVD (Wadden, Butryn & Wilson, 2007). Evidence also
shows that when provided 14 or more high-intensity behavioral intervention sessions of face-to-face individual or
group treatment across 6 months, participants lose up to 8 percent of their weight during that time and experience
improvements in heart disease risk factors and quality of life (Wadden, Tronieri, & Butryn, 2020). There is also
evidence that high-intensity behavioral counseling is effective, whether delivered in-person, by phone, or electronically
(Tronieri et al., 2019). Moreover, Intensive Behavioral Therapy (IBT) for obesity provided by Registered Dietitian
Nutritionists for 6-12 months shows significant mean weight loss of up to 10 percent of body weight, maintained over
one year’s time (Raynor & Champagne, 2016). Despite the evidence that supports weight management counseling,
the rate of use in primary care for patients with obesity decreased by 10 percent from 39.9 percent in 1995-1996 to
29.9 percent in 2007-2008 (Kraschnewski et al., 2013). Weight management counseling during primary care visits
further declined from 33 percent to 21 percent between 2008-2009 and 2012-2013. This suggests that obesity
management in primary care remains suboptimal (Fitzpatrick & Stevens, 2017).

Therefore, screening for BMI and follow-up is critical and will help in reaching the quality goals of population health
and cost reduction. However, due to concerns for other underlying conditions (such as bone health) or nutrition-
related deficiencies, providers are cautioned to use their best clinical judgment when considering weight management
programs for overweight patients, especially the elderly (National Heart, Lung, and Blood Institute [NHLBI] Obesity
Education Initiative, 1998, p. 91).

BMI Below Normal Parameters

On the other end of the body weight spectrum is underweight (BMI < 18.5 kg/m2), which is equally detrimental to
population health. When compared to normal weight individuals (BMI 18.5-25 kg/m2), underweight individuals have
significantly higher death rates with a Hazard Ratio of 2.27 and 95 percent confidence intervals (CI) = 1.78, 2.90
(Borrell & Samuel, 2014).

Poor nutrition or underlying health conditions can result in underweight (Fryar & Ogden, 2012). The National Health
and Nutrition Examination Survey (NHANES) results from 2007-2010 indicate that women are more likely to be
underweight than men (Centers for Disease Control and Prevention, 2012). However, all patients should be equally
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screened for underweight and followed up with nutritional counseling to reduce mortality and morbidity associated
with underweight.

All adults should be screened annually using a BMI measurement. BMI measurements >= 25 kg/m2 should be used to
initiate further evaluation of overweight or obesity after taking into account age, gender, ethnicity, fluid status, and
muscularity; therefore, clinical evaluation and judgment must be used when BMI is employed as the anthropometric
indicator of excess adiposity, particularly in athletes and those with sarcopenia (Garvey et al., 2016 AACE/ACE
Guidelines, 2016, pp. 12-13) (Grade A).

Overweight and Underweight Categories:
Underweight < 18.5; Normal weight 18.5-24.9; Overweight 25-29.9; Obese class I 30-34.9; Obese class II 35-39.9;
Obese class III >= 40 (Garvey et al., 2016 AACE/ACE Guidelines, 2016, p. 15).

BMI cutoff point value of >= 23 kg/m2 should be used in the screening and confirmation of excess adiposity in Asian
adults (Garvey et al., 2016 AACE/ACE Guidelines, 2016, p. 13) (Grade B).

Lifestyle/Behavioral Therapy for Overweight and Obesity should include behavioral interventions that enhance
adherence to prescriptions for a reduced-calorie meal plan and increased physical activity (behavioral interventions
can include: self-monitoring of weight, food intake, and physical activity; clear and reasonable goal-setting; education
pertaining to obesity, nutrition, and physical activity; face-to-face and group meetings; stimulus control; systematic
approaches for problem solving; stress reduction; cognitive restructuring [i.e., cognitive behavioral therapy],
motivational interviewing; behavioral contracting; psychological counseling; and mobilization of social support
structures) (Garvey et al., 2016 AACE/ACE Guidelines, 2016, p. 22) (Grade A).

Behavioral lifestyle intervention should be tailored to a patient's ethnic, cultural, socioeconomic, and educational
background (Garvey et al., 2016 AACE/ACE Guidelines, 2016, p. 22) (Grade B).

The U.S. Preventive Services Task Force (USPSTF) recommends that clinicians offer or refer adults with a BMI of 30
kg/m2 or higher to intensive, multicomponent behavioral interventions (USPSTF, 2018) (Grade B).

Interventions:

- Effective intensive behavioral interventions were designed to help participants achieve or maintain weight loss of at
least five percent through a combination of dietary changes and increased physical activity

- Most interventions lasted for one to two years, and the majority had at least 12 sessions in the first year

- Most behavioral interventions focused on problem solving to identify barriers, self-monitoring of weight, peer
support, and relapse prevention

- Interventions also provided tools to support weight loss or weight loss maintenance (e.g., pedometers, food scales,
or exercise videos) (USPSTF, 2018)

Nutritional safety for the elderly should be considered when recommending weight reduction. "A clinical decision to
forego obesity treatment in older adults should be guided by an evaluation of the potential benefits of weight
reduction for day-to-day functioning and reduction of the risk of future cardiovascular events, as well as the patient's
motivation for weight reduction. Care must be taken to ensure that any weight reduction program minimizes the
likelihood of adverse effects on bone health or other aspects of nutritional status" (NHLBI Obesity Education Initiative,
1998, p. 91) (Evidence Category D). In addition, weight reduction prescriptions in older persons should be
accompanied by proper nutritional counseling and regular body weight monitoring (NHLBI Obesity Education Initiative,
1998, p. 91).

The possibility that a standard approach to weight loss will work differently in diverse patient populations must be
considered when setting expectations about treatment outcomes (NHLBI Obesity Education Initiative, 1998, p. 97)
(Evidence Category B).
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Normal BMI Parameters: Age 18 years and older BMI >= 18.5 and < 25 kg/m2

BMI- Body mass index (BMI) is a number calculated using the Quetelet index: weight divided by height squared
(W/H2) and is commonly used to classify weight categories. BMI can be calculated using:

Metric Units: BMI = Weight (kg) / (Height (m) x Height (m))
English Units: BMI = Weight (Ibs.) / (Height (in) x Height (in)) x 703

Follow-Up Plan - Proposed outline of treatment to be conducted as a result of a BMI out of normal parameters. A
follow-up plan may include, but is not limited to: documentation of education, referral (for example a Registered
Dietitian Nutritionist (RDN), occupational therapist, physical therapist, primary care provider, exercise physiologist,
mental health professional, or surgeon) for lifestyle/behavioral therapy, pharmacological interventions, dietary
supplements, exercise counseling and/or nutrition counseling

BMI Measurement Guidance:

* Height and Weight - An eligible professional or their staff is required to measure both height and weight. Both
height and weight must be measured during the measurement period. Self-reported values cannot be used.

* The BMI may be documented in the medical record of the provider or in outside medical records obtained by the
provider.

* If the documented BMI is outside of normal parameters, then a follow-up plan is documented during the encounter
or during the measurement period.

* If more than one BMI is reported during the measurement period, and any of the documented BMI assessments is
outside of normal parameters, documentation of an appropriate follow-up plan will be used to determine if
performance has been met.

* Review the exclusions and exceptions criteria to determine those patients that BMI measurement may not be
appropriate or necessary.

Follow-Up Plan Guidance:

* The documented follow-up plan must be based on the documented BMI, outside of normal parameters, example:
"Patient referred to nutrition counseling for BMI above or below normal parameters." See the Definition section for
examples of follow-up plan treatments.
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Variation has been noted in studies exploring optimal BMI ranges for the elderly (see Donini et al., [2012]; Holme &
Tonstad [2015]; Diehr et al. [2008]). Notably however, all these studies have arrived at ranges that differ from the
standard range for ages 18 and older, which is >=18.5 and < 25 kg/m2. For instance, both Donini et al. (2012) and
Holme and Tonstad (2015) reported findings that suggest that higher BMI (higher than the upper end of 25kg/m2) in
the elderly may be beneficial. Similarly, worse outcomes have been associated with being underweight (at a threshold
higher than 18.5 kg/m2) at age 65 (Diehr et al. 2008). Because of optimal BMI range variation recommendations from
these studies, no specific optimal BMI range for the elderly is used. However, it may be appropriate to exempt certain
patients from a follow-up plan by applying the exception criteria. See Denominator Exception section for examples.

This eCQM is a patient-based measure. This measure is to be reported a minimum of once per reporting period for
patients seen during the reporting period.

This measure may be reported by eligible professionals who perform the quality actions described in the measure
based on the services provided at the time of the qualifying encounter and the measure-specific denominator coding.

Telehealth encounters are not eligible for this measure because the measure requires a clinical action that cannot be
conducted via telehealth.

This version of the eCQM uses QDM version 5.6. Please refer to the eCQI resource center
(https://ecqi.healthit.gov/qdm) for more information on the QDM.

TBD

All patients aged 18 and older on the date of the encounter with at least one eligible encounter during the
measurement period

Equals Initial Population

Patients who are pregnant at any time during the measurement period.

Patients receiving palliative or hospice care at any time during the measurement period.

Patients with a documented BMI during the encounter or during the measurement period, AND when the BMI is
outside of normal parameters, a follow-up plan is documented during the encounter or during the measurement
period

Not Applicable

Patients with a documented medical reason for not documenting BMI or for not documenting a follow-up plan for a
BMI outside normal parameters (e.g., elderly patients 65 years of age or older for whom weight reduction/weight gain
would complicate other underlying health conditions such as illness or physical disability, mental illness, dementia,
confusion, or nutritional deficiency such as vitamin/mineral deficiency; patients in an urgent or emergent medical
situation where time is of the essence and to delay treatment would jeopardize the patient’s health status).

Patients who refuse measurement of height and/or weight.

For every patient evaluated by this measure also identify payer, race, ethnicity, and sex

Table of Contents

Population Criteria

Definitions

Functions

Terminology

Data Criteria (QDM Data Elements)
Supplemental Data Elements

Risk Adjustment Variables

Population Criteria

4 Initial Population

exists "Qualifying Encounter during Measurement Period" QualifyingEncounter
where "AgelnYearsAt"(date from start of QualifyingEncounter.relevantPeriod)>= 18

4 Denominator

"Initial Population"

4 Denominator Exclusions
Hospice."Has Hospice Services"

or PalliativeCare."Palliative Care in the Measurement Period"
or exists "Pregnancy"

4 Numerator

exists "High BMI and Follow up Provided"
or exists "Low BMI and Follow up Provided"
or "Has Normal BMI"

4 Numerator Exclusions

None

4 Denominator Exceptions

exists "Medical Reason for Not Documenting a Follow up Plan for Low or High BMI"
or exists "Medical Reason or Patient Reason for Not Performing BMI Exam"

4 Stratification

None

Definitions

4 BMI during Measurement Period
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( ["Physical Exam, Performed": "Body mass index (BMI) [Ratio]"] BMI
where Global."Normalizelnterval" ( BMI.relevantDatetime, BMI.relevantPeriod ) during "Measurement Period"
and BMI.result > 0 'kg/m2'
sort by start of Global."NormalizeInterval" ( relevantDatetime, relevantPeriod ) ascending

)

4 Denominator

"Initial Population"

4 Denominator Exceptions

exists "Medical Reason for Not Documenting a Follow up Plan for Low or High BMI"
or exists "Medical Reason or Patient Reason for Not Performing BMI Exam"

4 Denominator Exclusions

Hospice."Has Hospice Services"
or PalliativeCare."Palliative Care in the Measurement Period"
or exists "Pregnancy”

4 Documented High BMI during Measurement Period

["Physical Exam, Performed": "Body mass index (BMI) [Ratio]"] BMI
where Global."NormalizeInterval" ( BMI.relevantDatetime, BMI.relevantPeriod ) during "Measurement Period"
and BMI.result >= 25 'kg/m2'

4 Documented Low BMI during Measurement Period

["Physical Exam, Performed": "Body mass index (BMI) [Ratio]"] BMI
where Global."Normalizelnterval" ( BMI.relevantDatetime, BMI.relevantPeriod ) during "Measurement Period"
and BMI.result < 18.5 'kg/m2'

4 Has Normal BMI

exists ( "BMI during Measurement Period" BMI
where BMI.result included in Interval[18.5 'kg/m2', 24.9 'kg/m2']

and not ( exists "Documented High BMI during Measurement Period"
or exists "Documented Low BMI during Measurement Period"

4 High BMI and Follow up Provided

( "Documented High BMI during Measurement Period" HighBMI
with ( "High BMI Interventions Ordered"
union "High BMI Interventions Performed" ) HighBMIInterventions
such that ( Coalesce(start of Global."NormalizeInterval"(HighBMIInterventions.relevantDatetime, HighBMIInterventions.relevantPeriod),
HighBMIInterventions.authorDatetime)during "Measurement Period" )

)

4 High BMI Interventions Ordered

( ( ["Intervention, Order": "Follow Up for Above Normal BMI"]

union ["Intervention, Order": "Referrals Where Weight Assessment May Occur"]

union ["Medication, Order": "Medications for Above Normal BMI"] ) HighInterventionsOrdered

where HighInterventionsOrdered.reason in "Overweight or Obese"

or ( exists ["Diagnosis": "Overweight or Obese"] OverweightObese
where OverweightObese.prevalencePeriod starts before or on day of HighInterventionsOrdered.authorDatetime

and not ( OverweightObese.prevalencePeriod ends before day of HighInterventionsOrdered.authorDatetime )
and HighInterventionsOrdered.authorDatetime during "Measurement Period"

4 High BMI Interventions Performed

( ["Intervention, Performed": "Follow Up for Above Normal BMI"] HighInterventionsPerformed
where HighInterventionsPerformed.reason in "Overweight or Obese"
or ( exists ["Diagnosis": "Overweight or Obese"] OverweightObese
where OverweightObese.prevalencePeriod starts before or on day of Global."NormalizeInterval" ( HighInterventionsPerformed.relevantDatetime,
HighInterventionsPerformed.relevantPeriod )
and not ( OverweightObese.prevalencePeriod ends before day of Global."NormalizeInterval" ( HighInterventionsPerformed.relevantDatetime,
HighInterventionsPerformed.relevantPeriod ) )
and Global."Normalizelnterval" ( HighInterventionsPerformed.relevantDatetime, HighInterventionsPerformed.relevantPeriod ) during "Measurement Period"
)

4 Hospice.Has Hospice Services

exists ( ["Encounter, Performed": "Encounter Inpatient"] InpatientEncounter
where ( InpatientEncounter.dischargeDisposition ~ "Discharge to home for hospice care (procedure)"
or InpatientEncounter.dischargeDisposition ~ "Discharge to healthcare facility for hospice care (procedure)"
)

and InpatientEncounter.relevantPeriod ends during day of "Measurement Period"

or exists ( ["Encounter, Performed": "Hospice Encounter"] HospiceEncounter
where HospiceEncounter.relevantPeriod overlaps "Measurement Period"

or exists ( ["Assessment, Performed": "Hospice care [Minimum Data Set]"] HospiceAssessment
where HospiceAssessment.result ~ "Yes (qualifier value)"
and Global."NormalizeInterval" ( HospiceAssessment.relevantDatetime, HospiceAssessment.relevantPeriod ) overlaps "Measurement Period"

or exists ( ["Intervention, Order": "Hospice Care Ambulatory"] HospiceOrder
where HospiceOrder.authorDatetime during day of "Measurement Period"

or exists ( ["Intervention, Performed": "Hospice Care Ambulatory"] HospicePerformed
where Global."NormalizeInterval" ( HospicePerformed.relevantDatetime, HospicePerformed.relevantPeriod ) overlaps "Measurement Period"

4 Initial Population

exists "Qualifying Encounter during Measurement Period" QualifyingEncounter
where "AgelnYearsAt"(date from start of QualifyingEncounter.relevantPeriod)>= 18
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4 Low BMI and Follow up Provided

( "Documented Low BMI during Measurement Period" LowBMI
with ( "Low BMI Interventions Ordered"
union "Low BMI Interventions Performed" ) LowBMIInterventions
such that ( Coalesce(start of Global."NormalizeInterval"(LowBMIInterventions.relevantDatetime, LowBMIInterventions.relevantPeriod),
LowBMIInterventions.authorDatetime)during "Measurement Period" )

)

4 Low BMI Interventions Ordered

( ( ["Intervention, Order": "Follow Up for Below Normal BMI"]

union ["Intervention, Order": "Referrals Where Weight Assessment May Occur"]

union ["Medication, Order": "Medications for Below Normal BMI"] ) LowInterventionsOrdered

where LowInterventionsOrdered.reason in "Underweight"

or ( exists ["Diagnosis": "Underweight"] Underweight
where Underweight.prevalencePeriod starts before or on day of LowInterventionsOrdered.authorDatetime

and not ( Underweight.prevalencePeriod ends before day of LowInterventionsOrdered.authorDatetime )
and LowInterventionsOrdered.authorDatetime during "Measurement Period"

4 Low BMI Interventions Performed

( ["Intervention, Performed": "Follow Up for Below Normal BMI"] LowInterventionsPerformed
where LowInterventionsPerformed.reason in "Underweight"
or ( exists ["Diagnosis": "Underweight"] Underweight
where Underweight.prevalencePeriod starts before or on day of Global."NormalizeInterval" ( LowInterventionsPerformed.relevantDatetime,
LowInterventionsPerformed.relevantPeriod )
and not ( Underweight.prevalencePeriod ends before day of Global."NormalizeInterval" ( LowInterventionsPerformed.relevantDatetime,
LowInterventionsPerformed.relevantPeriod ) )
and Global."Normalizelnterval" ( LowInterventionsPerformed.relevantDatetime, LowInterventionsPerformed.relevantPeriod ) during "Measurement Period"
)

4 Medical Reason for Not Documenting a Follow up Plan for Low or High BMI

( ["Intervention, Not Ordered": "Referrals Where Weight Assessment May Occur"]
union ["Intervention, Not Ordered": "Follow Up for Above Normal BMI"]
union ["Intervention, Not Performed": "Follow Up for Above Normal BMI"]
union ["Intervention, Not Ordered": "Follow Up for Below Normal BMI"]
union ["Intervention, Not Performed": "Follow Up for Below Normal BMI"]
union ["Medication, Not Ordered": "Medications for Above Normal BMI"]
union ["Medication, Not Ordered": "Medications for Below Normal BMI"] ) NoBMIFollowUp
with "Qualifying Encounter during Measurement Period" QualifyingEncounter
such that NoBMIFollowUp.authorDatetime same day as start of QualifyingEncounter.relevantPeriod
where NoBMIFollowUp.negationRationale in "Medical Reason"

4 Medical Reason or Patient Reason for Not Performing BMI Exam
["Physical Exam, Not Performed": "Body mass index (BMI) [Ratio]"] NoBMI
with "Qualifying Encounter during Measurement Period" QualifyingEncounter
such that Global."NormalizeInterval" ( NoBMI.authorDatetime, NoBMI.relevantPeriod ) ends same day as start of QualifyingEncounter.relevantPeriod
where ( NoBMI.negationRationale in "Medical Reason"
or NoBMI.negationRationale in "Patient Declined"

)

4 Numerator
exists "High BMI and Follow up Provided"

or exists "Low BMI and Follow up Provided"
or "Has Normal BMI"

4 PalliativeCare.Palliative Care in the Measurement Period

exists ( ["Assessment, Performed": "Functional Assessment of Chronic Iliness Therapy - Palliative Care Questionnaire (FACIT-Pal)"] PalliativeAssessment
where Global."Normalizelnterval"(PalliativeAssessment.relevantDatetime, PalliativeAssessment.relevantPeriod) overlaps "Measurement Period"
)

or exists (["Diagnosis": "Encounter for palliative care"] PalliativeDiagnosis
where PalliativeDiagnosis.prevalencePeriod overlaps "Measurement Period")
or exists ( ["Encounter, Performed": "Palliative Care Encounter"] PalliativeEncounter
where PalliativeEncounter.relevantPeriod overlaps "Measurement Period"

or exists ( ["Intervention, Performed": "Palliative Care Intervention"] PalliativeIntervention
where Global."NormalizeInterval"(Palliativelntervention.relevantDatetime, Palliativelntervention.relevantPeriod) overlaps "Measurement Period"

)

4 Pregnancy
["Diagnosis": "Pregnancy or Other Related Diagnoses"] PregnancyDiagnosis

with "Qualifying Encounter during Measurement Period" QualifyingEncounter
such that PregnancyDiagnosis.prevalencePeriod overlaps "Measurement Period"

4 Qualifying Encounter during Measurement Period
["Encounter, Performed": "Encounter to Evaluate BMI"] BMIEncounter

where BMIEncounter.relevantPeriod during "Measurement Period"
and BMIEncounter.class !~ "virtual"

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]
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Functions

4 Global.NormalizeInterval(pointInTime DateTime, period Interval<DateTime>)

if pointInTime is not null then Interval[pointInTime, pointInTime]
else if period is not null then period
else null as Interval<DateTime>

Terminology

code "Body mass index (BMI) [Ratio]" ("LOINC Code (39156-5)")

code "Discharge to healthcare facility for hospice care (procedure)" ("SNOMEDCT Code (428371000124100)")
code "Discharge to home for hospice care (procedure)" ("SNOMEDCT Code (428361000124107)")
code "Encounter for palliative care" ("ICD10CM Code (Z51.5)")

code "Functional Assessment of Chronic Iliness Therapy - Palliative Care Questionnaire (FACIT-Pal)" ("LOINC Code (71007-9)")
code "Hospice care [Minimum Data Set]" ("LOINC Code (45755-6)")

code "virtual" ("ActCode Code (VR)")

code "Yes (qualifier value)" ("SNOMEDCT Code (373066001)")

valueset "Encounter Inpatient" (2.16.840.1.113883.3.666.5.307)

valueset "Encounter to Evaluate BMI" (2.16.840.1.113883.3.600.1.1751)

valueset "Ethnicity" (2.16.840.1.114222.4.11.837)

valueset "Follow Up for Above Normal BMI" (2.16.840.1.113883.3.600.1.1525)

valueset "Follow Up for Below Normal BMI" (2.16.840.1.113883.3.600.1.1528)

valueset "Hospice Care Ambulatory" (2.16.840.1.113883.3.526.3.1584)

valueset "Hospice Encounter" (2.16.840.1.113883.3.464.1003.1003)

valueset "Medical Reason" (2.16.840.1.113883.3.526.3.1007)

valueset "Medications for Above Normal BMI" (2.16.840.1.113883.3.526.3.1561)

valueset "Medications for Below Normal BMI" (2.16.840.1.113883.3.526.3.1562)

valueset "ONC Administrative Sex" (2.16.840.1.113762.1.4.1)

valueset "Overweight or Obese" (2.16.840.1.113762.1.4.1047.502)

valueset "Palliative Care Encounter" (2.16.840.1.113883.3.464.1003.101.12.1090)

valueset "Palliative Care Intervention" (2.16.840.1.113883.3.464.1003.198.12.1135)

valueset "Patient Declined" (2.16.840.1.113883.3.526.3.1582)

valueset "Payer" (2.16.840.1.114222.4.11.3591)

valueset "Pregnancy or Other Related Diagnoses" (2.16.840.1.113883.3.600.1.1623)

valueset "Race" (2.16.840.1.114222.4.11.836)

valueset "Referrals Where Weight Assessment May Occur" (2.16.840.1.113883.3.600.1.1527)
valueset "Underweight" (2.16.840.1.113883.3.526.3.1563)

Data Criteria (QDM Data Elements)

"Assessment, Performed: Functional Assessment of Chronic Illness Therapy - Palliative Care Questionnaire (FACIT-Pal)" using "Functional
Assessment of Chronic Illness Therapy - Palliative Care Questionnaire (FACIT-Pal) (LOINC Code 71007-9)"

"Assessment, Performed: Hospice care [Minimum Data Set]" using "Hospice care [Minimum Data Set] (LOINC Code 45755-6)"

"Diagnosis: Encounter for palliative care" using "Encounter for palliative care (ICD10CM Code Z51.5)"

"Diagnosis: Overweight or Obese" using "Overweight or Obese (2.16.840.1.113762.1.4.1047.502)"

"Diagnosis: Pregnancy or Other Related Diagnoses" using "Pregnancy or Other Related Diagnoses (2.16.840.1.113883.3.600.1.1623)"
"Diagnosis: Underweight" using "Underweight (2.16.840.1.113883.3.526.3.1563)"

"Encounter, Performed: Encounter Inpatient" using "Encounter Inpatient (2.16.840.1.113883.3.666.5.307)"

"Encounter, Performed: Encounter to Evaluate BMI" using "Encounter to Evaluate BMI (2.16.840.1.113883.3.600.1.1751)"

"Encounter, Performed: Hospice Encounter" using "Hospice Encounter (2.16.840.1.113883.3.464.1003.1003)"

"Encounter, Performed: Palliative Care Encounter" using "Palliative Care Encounter (2.16.840.1.113883.3.464.1003.101.12.1090)"
"Intervention, Not Ordered: Follow Up for Above Normal BMI" using "Follow Up for Above Normal BMI (2.16.840.1.113883.3.600.1.1525)"
"Intervention, Not Ordered: Follow Up for Below Normal BMI" using "Follow Up for Below Normal BMI (2.16.840.1.113883.3.600.1.1528)"
"Intervention, Not Ordered: Referrals Where Weight Assessment May Occur" using "Referrals Where Weight Assessment May Occur
(2.16.840.1.113883.3.600.1.1527)"

"Intervention, Not Performed: Follow Up for Above Normal BMI" using "Follow Up for Above Normal BMI (2.16.840.1.113883.3.600.1.1525)"
"Intervention, Not Performed: Follow Up for Below Normal BMI" using "Follow Up for Below Normal BMI (2.16.840.1.113883.3.600.1.1528)"
"Intervention, Order: Follow Up for Above Normal BMI" using "Follow Up for Above Normal BMI (2.16.840.1.113883.3.600.1.1525)"
"Intervention, Order: Follow Up for Below Normal BMI" using "Follow Up for Below Normal BMI (2.16.840.1.113883.3.600.1.1528)"
"Intervention, Order: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"

"Intervention, Order: Referrals Where Weight Assessment May Occur" using "Referrals Where Weight Assessment May Occur
(2.16.840.1.113883.3.600.1.1527)"

"Intervention, Performed: Follow Up for Above Normal BMI" using "Follow Up for Above Normal BMI (2.16.840.1.113883.3.600.1.1525)"
"Intervention, Performed: Follow Up for Below Normal BMI" using "Follow Up for Below Normal BMI (2.16.840.1.113883.3.600.1.1528)"
"Intervention, Performed: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"

"Intervention, Performed: Palliative Care Intervention" using "Palliative Care Intervention (2.16.840.1.113883.3.464.1003.198.12.1135)"
"Medication, Not Ordered: Medications for Above Normal BMI" using "Medications for Above Normal BMI (2.16.840.1.113883.3.526.3.1561)"
"Medication, Not Ordered: Medications for Below Normal BMI" using "Medications for Below Normal BMI (2.16.840.1.113883.3.526.3.1562)"
"Medication, Order: Medications for Above Normal BMI" using "Medications for Above Normal BMI (2.16.840.1.113883.3.526.3.1561)"
"Medication, Order: Medications for Below Normal BMI" using "Medications for Below Normal BMI (2.16.840.1.113883.3.526.3.1562)"
"Patient Characteristic Ethnicity: Ethnicity" using "Ethnicity (2.16.840.1.114222.4.11.837)"

"Patient Characteristic Payer: Payer" using "Payer (2.16.840.1.114222.4.11.3591)"

"Patient Characteristic Race: Race" using "Race (2.16.840.1.114222.4.11.836)"

"Patient Characteristic Sex: ONC Administrative Sex" using "ONC Administrative Sex (2.16.840.1.113762.1.4.1)"

"Physical Exam, Not Performed: Body mass index (BMI) [Ratio]" using "Body mass index (BMI) [Ratio] (LOINC Code 39156-5)"

"Physical Exam, Performed: Body mass index (BMI) [Ratio]" using "Body mass index (BMI) [Ratio] (LOINC Code 39156-5)"

Supplemental Data Elements

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Risk Adjustment Variables

None

Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up Plan 11.2.000

None
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Diabetes: Hemoglobin Alc (HbA1c) Poor Control (> 9%)

122 11.0.000

Not Applicable f2986519-5a4e-4149-a8f2-af0aldc7f6bc
January 1, 20XX through December 31, 20XX

National Committee for Quality Assurance

National Committee for Quality Assurance

None

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

This Physician Performance Measure (Measure) and related data specifications are owned and were developed by the
National Committee for Quality Assurance (NCQA). NCQA is not responsible for any use of the Measure. NCQA makes
no representations, warranties, or endorsement about the quality of any organization or physician that uses or reports
performance measures and NCQA has no liability to anyone who relies on such measures or specifications. NCQA
holds a copyright in the Measure. The Measure can be reproduced and distributed, without modification, for
noncommercial purposes (e.g., use by healthcare providers in connection with their practices) without obtaining
approval from NCQA. Commercial use is defined as the sale, licensing, or distribution of the Measure for commercial
gain, or incorporation of the Measure into a product or service that is sold, licensed or distributed for commercial gain.
All commercial uses or requests for modification must be approved by NCQA and are subject to a license at the
discretion of NCQA. (C) 2012-2021 National Committee for Quality Assurance. All Rights Reserved.

Limited proprietary coding is contained in the Measure specifications for user convenience. Users of proprietary code
sets should obtain all necessary licenses from the owners of the code sets. NCQA disclaims all liability for use or
accuracy of any third party codes contained in the specifications.

CPT(R) contained in the Measure specifications is copyright 2004-2021 American Medical Association. LOINC(R)
copyright 2004-2021 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms(R) (SNOMED CT[R])
copyright 2004-2021 International Health Terminology Standards Development Organisation. ICD-10 copyright 2021
World Health Organization. All Rights Reserved.

The performance Measure is not a clinical guideline and does not establish a standard of medical care, and has not
been tested for all potential applications. THE MEASURE AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT
WARRANTY OF ANY KIND.

Due to technical limitations, registered trademarks are indicated by (R) or [R] and unregistered trademarks are
indicated by (TM) or [TM].

Proportion

Intermediate Clinical Outcome
None

None

None

Diabetes is the seventh leading cause of death in the United States. In 2017, diabetes affected approximately 34
million Americans (10.5 percent of the U.S. population) and killed approximately 84,000 people (Centers for Disease
Control and Prevention [CDC], 2020a). Diabetes is a long-lasting disease marked by high blood glucose levels,
resulting from the body's inability to produce or use insulin properly (CDC, 2020b). People with diabetes are at
increased risk of serious health complications including vision loss, heart disease, stroke, kidney damage, amputation
of feet or legs, and premature death (CDC, 2021).

In 2017, diabetes cost the U.S. an estimated $327 billion: $237 billion in direct medical costs and $90 billion in
reduced productivity. This is a 34 percent increase from the estimated $245 billion spent on diabetes in 2012
(American Diabetes Association [ADA], 2018).

Controlling Alc blood levels helps reduce the risk of microvascular complications (eye, kidney and nerve diseases)
(ADA, 2021).

American Diabetes Association (2021):

- An A1C goal for many nonpregnant adults of <7% (53 mmol/mol) without significant hypocalcemia is appropriate.
(Level of evidence: A)

- On the basis of provider judgement and patient preference, achievement of lower A1C levels than the goal of 7%
may be acceptable, and even beneficial, if it can be achieved safely without significant hypoglycemia or other adverse
effects of treatment. (Level of evidence: C)

- Less stringent A1C goals (such as <8% [64 mmol/mol]) may be appropriate for patients with limited life expectancy,
where the harms of treatment are greater than the benefits. (Level of evidence: B)

Lower score indicates better quality

Reference Type: CITATION

Reference Text: 'American Diabetes Association. (2018). Economic Costs of Diabetes in the U.S. in 2017. Diabetes
Care, 41, 917-928. Retrieved from http://care.diabetesjournals.org/content/early/2018/03/20/dci18-0007'

Reference Type: CITATION

Reference Text: 'American Diabetes Association. (2021). 6. Glycemic Targets: Standards of Medical Care in Diabetes—
2021. Diabetes Care 2021; 44(Suppl. 1):S73-S84. https://doi.org/10.2337/dc21-S006'

Reference Type: CITATION

Reference Text: 'Centers for Disease Control and Prevention. (2021). Diabetes Report Card 2019. Atlanta, GA: Centers
for Disease Control and Prevention, US Dept of Health and Human Services. Retrieved from
https://www.cdc.gov/diabetes/library/reports/reportcard.html’

Reference Type: CITATION

Reference Text: 'Centers for Disease Control and Prevention. (2020a). National Diabetes Statistics Report, 2020.
Atlanta, GA: Centers for Disease Control and Prevention, U.S. Dept of Health and Human Services. Retrieved from
https://www.cdc.gov/diabetes/data/statistics-report/index.html'

Reference Type: CITATION

Reference Text: 'Centers for Disease Control and Prevention. (2020b). Diabetes Basics. Retrieved from
https://www.cdc.gov/diabetes/basics/diabetes.html'

None
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If the HbA1c test result is in the medical record, the test can be used to determine numerator compliance.
This eCQM is a patient-based measure.

This version of the eCQM uses QDM version 5.6. Please refer to the eCQI resource center
(https://ecqi.healthit.gov/qdm) for more information on the QDM.

TBD

Patients 18-75 years of age by the end of the measurement period, with diabetes with a visit during the measurement
period

Equals Initial Population

Exclude patients who are in hospice care for any part of the measurement period.

Exclude patients 66 and older by the end of the measurement period who are living long term in a nursing home any
time on or before the end of during the measurement period.

Exclude patients 66 and older by the end of the measurement period with an indication of frailty for any part of the
measurement period who also meet any of the following advanced illness criteria:

- Advanced illness with two outpatient encounters during the measurement period or the year prior

- OR advanced illness with one inpatient encounter during the measurement period or the year prior

- OR taking dementia medications during the measurement period or the year prior

Exclude patients receiving palliative care for any part of the measurement period.

Patients whose most recent HbA1c level (performed during the measurement period) is >9.0% or is missing, or was
not performed during the measurement period

Not Applicable
None

For every patient evaluated by this measure also identify payer, race, ethnicity and sex

Table of Contents

Population Criteria

Definitions

Functions

Terminology

Data Criteria (QDM Data Elements)
Supplemental Data Elements

Risk Adjustment Variables

Population Criteria

4 Initial Population
AgelnYearsAt(date from
end of "Measurement Period"
)in Interval[18, 75]
and exists ( "Qualifying Encounters" )
and exists ( ["Diagnosis": "Diabetes"] Diabetes
where Diabetes.prevalencePeriod overlaps "Measurement Period"

)

4 Denominator

"Initial Population"

4 Denominator Exclusions
Hospice."Has Hospice Services"
or AIFrailLTCF."Is Age 66 or Older with Advanced Iliness and Frailty"

or AIFrailLTCF."Is Age 66 or Older Living Long Term in a Nursing Home"
or PalliativeCare."Palliative Care in the Measurement Period"

4 Numerator
"Has Most Recent HbAlc Without Result"

or "Has Most Recent Elevated HbA1c"
or "Has No Record Of HbA1c"

4 Numerator Exclusions

None

4 Denominator Exceptions

None

4 Stratification

None

Definitions

4 AIFrailLTCF.Has Criteria Indicating Frailty

exists ( ["Device, Order": "Frailty Device"] FrailtyDeviceOrder
where FrailtyDeviceOrder.authorDatetime during day of "Measurement Period"
)

or exists ( ["Assessment, Performed": "Medical equipment used"] EquipmentUsed

where EquipmentUsed.result in "Frailty Device"
and Global."NormalizeInterval" ( EquipmentUsed.relevantDatetime, EquipmentUsed.relevantPeriod ) ends during day of "Measurement Period"
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or exists ( ["Diagnosis": "Frailty Diagnosis"] FrailtyDiagnosis
where FrailtyDiagnosis.prevalencePeriod overlaps "Measurement Period"

or exists ( ["Encounter, Performed": "Frailty Encounter"] FrailtyEncounter
where FrailtyEncounter.relevantPeriod overlaps "Measurement Period"

)

or exists ( ["Symptom": "Frailty Symptom"] FrailtySymptom
where FrailtySymptom.prevalencePeriod overlaps "Measurement Period"

)

4 AIFrailLTCF.Has Dementia Medications in Year Before or During Measurement Period

exists (["Medication, Active": "Dementia Medications"] DementiaMedication
where Global."NormalizeInterval" ( DementiaMedication.relevantDatetime, DementiaMedication.relevantPeriod ) overlaps Interval[start of "Measurement Period" - 1 year,
end of "Measurement Period"])

4 AIFrailLTCF.Has Inpatient Encounter with Advanced Iliness

exists( ["Encounter, Performed": "Acute Inpatient"] InpatientEncounter
where exists ( InpatientEncounter.diagnoses Diagnosis
where Diagnosis.code in "Advanced Iliness"
)
and InpatientEncounter.relevantPeriod starts during day of Interval[start of "Measurement Period" - 1 year,
end of "Measurement Period"])

4 ATFrailLTCF.Has Two Outpatient Encounters with Advanced Iliness on Different Dates of Service

exists (

from
"Outpatient Encounters with Advanced Iliness" OutpatientEncounteri,
"Outpatient Encounters with Advanced Iliness" OutpatientEncounter2
where OutpatientEncounter2.relevantPeriod ends 1 day or more after day of
end of OutpatientEncounterl.relevantPeriod
return OutpatientEncounterl

)

4 AIFrailLTCF.Is Age 66 or Older Living Long Term in a Nursing Home

( AgelnYearsAt(date from
end of "Measurement Period"
)>= 66

and ( ( Last(["Assessment, Performed": "Housing status"] HousingStatus
where Global."Normalizelnterval"(HousingStatus.relevantDatetime, HousingStatus.relevantPeriod)ends on or before
end of "Measurement Period"
sort by
end of Global."NormalizeInterval"(relevantDatetime, relevantPeriod)asc

)) LastHousingStatus
where LastHousingStatus.result ~ "Lives in a nursing home (finding)"
) is not null

4 AIFrailLTCF.Is Age 66 or Older with Advanced Iliness and Frailty

( AgelnYearsAt(date from
end of "Measurement Period"
)>= 66
and "Has Criteria Indicating Frailty"
and ( "Has Two Outpatient Encounters with Advanced Iliness on Different Dates of Service"
or "Has Inpatient Encounter with Advanced Iliness"
or "Has Dementia Medications in Year Before or During Measurement Period"
)
)

4 AIFrailLTCF.Outpatient Encounters with Advanced Iliness

( ["Encounter, Performed": "Outpatient"]
union ["Encounter, Performed": "Observation"]
union [" : "Emergency Department Visit"]
union ["Encounter, Performed": "Nonacute Inpatient"] ) OutpatientEncounter
where exists ( OutpatientEncounter.diagnoses Diagnosis
where Diagnosis.code in "Advanced Iliness"

and OutpatientEncounter.relevantPeriod starts during day of Interval[start of "Measurement Period" - 1 year,
end of "Measurement Period"]

4 Denominator

"Initial Population"

4 Denominator Exclusions
Hospice."Has Hospice Services"
or AIFrailLTCF."Is Age 66 or Older with Advanced Iliness and Frailty"

or AIFrailLTCF."Is Age 66 or Older Living Long Term in a Nursing Home"
or PalliativeCare."Palliative Care in the Measurement Period"

4 Has Most Recent Elevated HbA1c

"Most Recent HbA1c".result > 9 '%'

4 Has Most Recent HbA1c Without Result

"Most Recent HbA1c" is not null
and "Most Recent HbA1c".result is null

4 Has No Record Of HbA1lc

not exists ["Laboratory Test, Performed": "HbA1lc Laboratory Test"] NoHbAlc
where Global."LatestOf" ( NoHbA1lc.relevantDatetime, NoHbA1lc.relevantPeriod ) during day of "Measurement Period"
4 Hospice.Has Hospice Services
exists ( ["Encounter, Performed": "Encounter Inpatient"] InpatientEncounter

where ( InpatientEncounter.dischargeDisposition ~ "Discharge to home for hospice care (procedure)"
or InpatientEncounter.dischargeDisposition ~ "Discharge to healthcare facility for hospice care (procedure)"
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and InpatientEncounter.relevantPeriod ends during day of "Measurement Period"

or exists ( ["Encounter, Performed": "Hospice Encounter"] HospiceEncounter
where HospiceEncounter.relevantPeriod overlaps "Measurement Period"
)
or exists ( ["Assessment, Performed": "Hospice care [Minimum Data Set]"] HospiceAssessment
where HospiceAssessment.result ~ "Yes (qualifier value)"
and Global."NormalizeInterval" ( HospiceAssessment.relevantDatetime, HospiceAssessment.relevantPeriod ) overlaps "Measurement Period"

or exists ( ["Intervention, Order": "Hospice Care Ambulatory"] HospiceOrder
where HospiceOrder.authorDatetime during day of "Measurement Period"
)
or exists ( ["Intervention, Performed": "Hospice Care Ambulatory"] HospicePerformed
where Global."NormalizeInterval" ( HospicePerformed.relevantDatetime, HospicePerformed.relevantPeriod ) overlaps "Measurement Period"

)

4 Initial Population

AgelnYearsAt(date from
end of "Measurement Period"
)in Interval[18, 75]
and exists ( "Qualifying Encounters" )
and exists ( ["Diagnosis": "Diabetes"] Diabetes
where Diabetes.prevalencePeriod overlaps "Measurement Period"
)

4 Most Recent HbA1c

Last(["Laboratory Test, Performed": "HbAlc Laboratory Test"] RecentHbA1lc
where Global."LatestOf"(RecentHbAlc.relevantDatetime, RecentHbA1lc.relevantPeriod)during day of "Measurement Period"
sort by start of Global."NormalizeInterval"(relevantDatetime, relevantPeriod)

)

4 Numerator

"Has Most Recent HbA1lc Without Result"
or "Has Most Recent Elevated HbA1c"
or "Has No Record Of HbA1c"

4 PalliativeCare.Palliative Care in the Measurement Period

exists ( ["Assessment, Performed": "Functional Assessment of Chronic Iliness Therapy - Palliative Care Questionnaire (FACIT-Pal)"] PalliativeAssessment
where Global."Normalizelnterval"(PalliativeAssessment.relevantDatetime, PalliativeAssessment.relevantPeriod) overlaps "Measurement Period"

or exists (["Diagnosis": "Encounter for palliative care"] PalliativeDiagnosis
where PalliativeDiagnosis.prevalencePeriod overlaps "Measurement Period")
or exists ( ["Encounter, Performed": "Palliative Care Encounter"] PalliativeEncounter
where PalliativeEncounter.relevantPeriod overlaps "Measurement Period"

or exists ( ["Intervention, Performed": "Palliative Care Intervention"] PalliativeIntervention
where Global."NormalizeInterval"(PalliativeIntervention.relevantDatetime, PalliativeIntervention.relevantPeriod) overlaps "Measurement Period"
)

4 Qualifying Encounters

( ["Encounter, Performed": "Office Visit"]

union ["Encounter, Performed": "Annual Wellness Visit"]

union ["Encounter, Performed Preventive Care Services Established Office Visit, 18 and Up"]

union ["Encounter, Performed": "Preventive Care Services Initial Office Visit, 18 and Up"]

union ["Encounter, Performed": "Home Healthcare Services"]

union ["Encounter, Performed": "Nutrition Services"]

union ["Encounter, Performed": "Medical nutrition therapy; initial assessment and intervention, individual, face-to-face with the patient, each 15 minutes"]

union ["Encounter, Performed": "Medical nutrition therapy; re-assessment and intervention, individual, face-to-face with the patient, each 15 minutes"]

union ["Encounter, Performed": "Medical nutrition therapy; group (2 or more individual(s)), each 30 minutes"]

union ["Encounter, Performed": "Medical nutrition therapy; reassessment and subsequent intervention(s) following second referral in same year for change in diagnosis,
medical condition or treatment regimen (including additional hours needed for renal disease), individual, face to face with the patient, each 15 minutes"]

union ["Encounter, Performed": "Medical nutrition therapy, reassessment and subsequent intervention(s) following second referral in same year for change in diagnosis,
medical condition, or treatment regimen (including additional hours needed for renal disease), group (2 or more individuals), each 30 minutes"]

union ["Encounter, Performed": "Telephone Visits"] ) ValidEncounters

where ValidEncounters.relevantPeriod during day of "Measurement Period"

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Functions

4 Global.HasEnd(period Interval<DateTime>)

not (
end of period is null
or
end of period = maximum DateTime

)

4 Global.Latest(period Interval<DateTime>)
if ( HasEnd(period)) then

end of period
else start of period
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4 Global.LatestOf(pointInTime DateTime, period Interval<DateTime>)

Latest(NormalizeInterval(pointInTime, period))

4 Global.NormalizeInterval(pointInTime DateTime, period Interval<DateTime>)

if pointInTime is not null then Interval[pointInTime, pointInTime]
else if period is not null then period
else null as Interval<DateTime>

Terminology

code "Discharge to healthcare facility for hospice care (procedure)" ("SNOMEDCT Code (428371000124100)")

code "Discharge to home for hospice care (procedure)" ("SNOMEDCT Code (428361000124107)")

code "Encounter for palliative care" ("ICD10CM Code (Z51.5)")

code "Functional Assessment of Chronic Illness Therapy - Palliative Care Questionnaire (FACIT-Pal)" ("LOINC Code (71007-9)")

code "Hospice care [Minimum Data Set]" ("LOINC Code (45755-6)")

code "Housing status" ("LOINC Code (71802-3)")

code "Lives in a nursing home (finding)" ("SNOMEDCT Code (160734000)")

code "Medical equipment used" ("LOINC Code (98181-1)")

code "Medical nutrition therapy, reassessment and subsequent intervention(s) following second referral in same year for change in diagnosis,
medical condition, or treatment regimen (including additional hours needed for renal disease), group (2 or more individuals), each 30 minutes"
("HCPCS Code (G0271)")

code "Medical nutrition therapy; group (2 or more individual(s)), each 30 minutes" ("CPT Code (97804)")

code "Medical nutrition therapy; initial assessment and intervention, individual, face-to-face with the patient, each 15 minutes" ("CPT Code

(97802)")

code "Medical nutrition therapy; re-assessment and intervention, individual, face-to-face with the patient, each 15 minutes" ("CPT Code

(97803)")

code "Medical nutrition therapy; reassessment and subsequent intervention(s) following second referral in same year for change in diagnosis,
medical condition or treatment regimen (including additional hours needed for renal disease), individual, face to face with the patient, each 15
minutes" ("HCPCS Code (G0270)")

code "Yes (qualifier value)" ("SNOMEDCT Code (373066001)")

valueset "Acute Inpatient" (2.16.840.1.113883.3.464.1003.101.12.1083)

valueset "Advanced Iliness" (2.16.840.1.113883.3.464.1003.110.12.1082)

valueset "Annual Wellness Visit" (2.16.840.1.113883.3.526.3.1240)

valueset "Dementia Medications" (2.16.840.1.113883.3.464.1003.196.12.1510)

valueset "Diabetes" (2.16.840.1.113883.3.464.1003.103.12.1001)

valueset "Emergency Department Visit" (2.16.840.1.113883.3.464.1003.101.12.1010)

valueset "Encounter Inpatient" (2.16.840.1.113883.3.666.5.307)

valueset "Ethnicity" (2.16.840.1.114222.4.11.837)

valueset "Frailty Device" (2.16.840.1.113883.3.464.1003.118.12.1300)

valueset "Frailty Diagnosis" (2.16.840.1.113883.3.464.1003.113.12.1074)

valueset "Frailty Encounter" (2.16.840.1.113883.3.464.1003.101.12.1088)

valueset "Frailty Symptom" (2.16.840.1.113883.3.464.1003.113.12.1075)

valueset "HbAlc Laboratory Test" (2.16.840.1.113883.3.464.1003.198.12.1013)

valueset "Home Healthcare Services" (2.16.840.1.113883.3.464.1003.101.12.1016)

valueset "Hospice Care Ambulatory" (2.16.840.1.113883.3.526.3.1584)

valueset "Hospice Encounter" (2.16.840.1.113883.3.464.1003.1003)

valueset "Nonacute Inpatient" (2.16.840.1.113883.3.464.1003.101.12.1084)

valueset "Nutrition Services" (2.16.840.1.113883.3.464.1003.1006)

valueset "Observation" (2.16.840.1.113883.3.464.1003.101.12.1086)

valueset "Office Visit" (2.16.840.1.113883.3.464.1003.101.12.1001)

valueset "ONC Administrative Sex" (2.16.840.1.113762.1.4.1)

valueset "Outpatient" (2.16.840.1.113883.3.464.1003.101.12.1087)

valueset "Palliative Care Encounter" (2.16.840.1.113883.3.464.1003.101.12.1090)

valueset "Palliative Care Intervention" (2.16.840.1.113883.3.464.1003.198.12.1135)

valueset "Payer" (2.16.840.1.114222.4.11.3591)

valueset "Preventive Care Services Established Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1025)
valueset "Preventive Care Services Initial Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1023)
valueset "Race" (2.16.840.1.114222.4.11.836)

valueset "Telephone Visits" (2.16.840.1.113883.3.464.1003.101.12.1080)

Data Criteria (QDM Data Elements)

"Assessment, Performed: Functional Assessment of Chronic Iliness Therapy - Palliative Care Questionnaire (FACIT-Pal)" using "Functional
Assessment of Chronic Illness Therapy - Palliative Care Questionnaire (FACIT-Pal) (LOINC Code 71007-9)"

"Assessment, Performed: Hospice care [Minimum Data Set]" using "Hospice care [Minimum Data Set] (LOINC Code 45755-6)"
"Assessment, Performed: Housing status" using "Housing status (LOINC Code 71802-3)"

"Assessment, Performed: Medical equipment used" using "Medical equipment used (LOINC Code 98181-1)"

"Device, Order: Frailty Device" using "Frailty Device (2.16.840.1.113883.3.464.1003.118.12.1300)"

"Diagnosis: Diabetes" using "Diabetes (2.16.840.1.113883.3.464.1003.103.12.1001)"

"Diagnosis: Encounter for palliative care" using "Encounter for palliative care (ICD10CM Code Z51.5)"

"Diagnosis: Frailty Diagnosis" using "Frailty Diagnosis (2.16.840.1.113883.3.464.1003.113.12.1074)"

"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:

Acute Inpatient" using "Acute Inpatient (2.16.840.1.113883.3.464.1003.101.12.1083)"

Annual Wellness Visit" using "Annual Wellness Visit (2.16.840.1.113883.3.526.3.1240)"

Emergency Department Visit" using "Emergency Department Visit (2.16.840.1.113883.3.464.1003.101.12.1010)"
Encounter Inpatient" using "Encounter Inpatient (2.16.840.1.113883.3.666.5.307)"

Frailty Encounter" using "Frailty Encounter (2.16.840.1.113883.3.464.1003.101.12.1088)"

Home Healthcare Services" using "Home Healthcare Services (2.16.840.1.113883.3.464.1003.101.12.1016)"

Hospice Encounter" using "Hospice Encounter (2.16.840.1.113883.3.464.1003.1003)"

Medical nutrition therapy, reassessment and subsequent intervention(s) following second referral in same year for change

in diagnosis, medical condition, or treatment regimen (including additional hours needed for renal disease), group (2 or more individuals), each
30 minutes" using "Medical nutrition therapy, reassessment and subsequent intervention(s) following second referral in same year for change in
diagnosis, medical condition, or treatment regimen (including additional hours needed for renal disease), group (2 or more individuals), each 30
minutes (HCPCS Code G0271)"

"Encounter, Performed:

Medical nutrition therapy; group (2 or more individual(s)), each 30 minutes" using "Medical nutrition therapy; group (2 or

more individual(s)), each 30 minutes (CPT Code 97804)"

"Encounter, Performed:

Medical nutrition therapy; initial assessment and intervention, individual, face-to-face with the patient, each 15 minutes"

using "Medical nutrition therapy; initial assessment and intervention, individual, face-to-face with the patient, each 15 minutes (CPT Code

97802)"

"Encounter, Performed:

Medical nutrition therapy; re-assessment and intervention, individual, face-to-face with the patient, each 15 minutes"

using "Medical nutrition therapy; re-assessment and intervention, individual, face-to-face with the patient, each 15 minutes (CPT Code 97803)"

"Encounter, Performed:

Medical nutrition therapy; reassessment and subsequent intervention(s) following second referral in same year for change

in diagnosis, medical condition or treatment regimen (including additional hours needed for renal disease), individual, face to face with the
patient, each 15 minutes" using "Medical nutrition therapy; reassessment and subsequent intervention(s) following second referral in same year
for change in diagnosis, medical condition or treatment regimen (including additional hours needed for renal disease), individual, face to face with
the patient, each 15 minutes (HCPCS Code G0270)"

"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:

Nonacute Inpatient" using "Nonacute Inpatient (2.16.840.1.113883.3.464.1003.101.12.1084)"

Nutrition Services" using "Nutrition Services (2.16.840.1.113883.3.464.1003.1006)"

Observation" using "Observation (2.16.840.1.113883.3.464.1003.101.12.1086)"

Office Visit" using "Office Visit (2.16.840.1.113883.3.464.1003.101.12.1001)"

Outpatient" using "Outpatient (2.16.840.1.113883.3.464.1003.101.12.1087)"

Palliative Care Encounter" using "Palliative Care Encounter (2.16.840.1.113883.3.464.1003.101.12.1090)"

Preventive Care Services Established Office Visit, 18 and Up" using "Preventive Care Services Established Office Visit, 18

and Up (2.16.840.1.113883.3.464.1003.101.12.1025)"

"Encounter, Performed:

Preventive Care Services Initial Office Visit, 18 and Up" using "Preventive Care Services Initial Office Visit, 18 and Up

(2.16.840.1.113883.3.464.1003.101.12.1023)"
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"Encounter, Performed: Telephone Visits" using "Telephone Visits (2.16.840.1.113883.3.464.1003.101.12.1080)"

"Intervention, Order: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"
"Intervention, Performed: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"
"Intervention, Performed: Palliative Care Intervention" using "Palliative Care Intervention (2.16.840.1.113883.3.464.1003.198.12.1135)"
"Laboratory Test, Performed: HbA1lc Laboratory Test" using "HbA1lc Laboratory Test (2.16.840.1.113883.3.464.1003.198.12.1013)"
"Medication, Active: Dementia Medications" using "Dementia Medications (2.16.840.1.113883.3.464.1003.196.12.1510)"

"Patient Characteristic Ethnicity: Ethnicity" using "Ethnicity (2.16.840.1.114222.4.11.837)"

"Patient Characteristic Payer: Payer" using "Payer (2.16.840.1.114222.4.11.3591)"

"Patient Characteristic Race: Race" using "Race (2.16.840.1.114222.4.11.836)"

"Patient Characteristic Sex: ONC Administrative Sex" using "ONC Administrative Sex (2.16.840.1.113762.1.4.1)"

"Symptom: Frailty Symptom" using "Frailty Symptom (2.16.840.1.113883.3.464.1003.113.12.1075)"

Supplemental Data Elements
4 SDE Ethnicity
["Patient Characteristic Ethnicity": "Ethnicity"]
4 SDE Payer
["Patient Characteristic Payer": "Payer"]
4 SDE Race
["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Risk Adjustment Variables

None

None
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Diabetes: Eye Exam

131 11.0.000
Not Applicable d90bdab4-b9d2-4329-9993-
5c34e2c0dc66

January 1, 20XX through December 31, 20XX
National Committee for Quality Assurance
National Committee for Quality Assurance
None

Percentage of patients 18-75 years of age with diabetes and an active diagnosis of retinopathy in any part of the
measurement period who had a retinal or dilated eye exam by an eye care professional during the measurement
period or diabetics with no diagnosis of retinopathy in any part of the measurement period who had a retinal or dilated
eye exam by an eye care professional during the measurement period or in the 12 months prior to the measurement
period

This Physician Performance Measure (Measure) and related data specifications are owned and were developed by the
National Committee for Quality Assurance (NCQA). NCQA is not responsible for any use of the Measure. NCQA makes
no representations, warranties, or endorsement about the quality of any organization or physician that uses or reports
performance measures and NCQA has no liability to anyone who relies on such measures or specifications. NCQA
holds a copyright in the Measure. The Measure can be reproduced and distributed, without modification, for
noncommercial purposes (e.g., use by healthcare providers in connection with their practices) without obtaining
approval from NCQA. Commercial use is defined as the sale, licensing, or distribution of the Measure for commercial
gain, or incorporation of the Measure into a product or service that is sold, licensed or distributed for commercial gain.
All commercial uses or requests for modification must be approved by NCQA and are subject to a license at the
discretion of NCQA. (C) 2012-2021 National Committee for Quality Assurance. All Rights Reserved.

Limited proprietary coding is contained in the Measure specifications for user convenience. Users of proprietary code
sets should obtain all necessary licenses from the owners of the code sets. NCQA disclaims all liability for use or
accuracy of any third party codes contained in the specifications.

CPT(R) contained in the Measure specifications is copyright 2004-2021 American Medical Association. LOINC(R)
copyright 2004-2021 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms(R) (SNOMED CT[R])
copyright 2004-2021 International Health Terminology Standards Development Organisation. ICD-10 copyright 2021
World Health Organization. All Rights Reserved.

The performance Measure is not a clinical guideline and does not establish a standard of medical care, and has not
been tested for all potential applications. THE MEASURE AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT
WARRANTY OF ANY KIND.

Due to technical limitations, registered trademarks are indicated by (R) or [R] and unregistered trademarks are
indicated by (TM) or [TM].

Proportion
Process
None
None
None

Diabetes is the seventh leading cause of death in the United States. In 2017, diabetes affected approximately 34
million Americans (10.5 percent of the U.S. population) and killed approximately 84,000 people (Centers for Disease
Control and Prevention [CDC], 2020a). Diabetes is a long-lasting disease marked by high blood glucose levels,
resulting from the body's inability to produce or use insulin properly (CDC, 2020b). People with diabetes are at
increased risk of serious health complications including vision loss, heart disease, stroke, kidney damage, amputation
of feet or legs, and premature death (CDC, 2021).

In 2017, diabetes cost the U.S. an estimated $327 billion: $237 billion in direct medical costs and $90 billion in
reduced productivity. This is a 34 percent increase from the estimated $245 billion spent on diabetes in 2012
(American Diabetes Association, 2018).

Diabetic retinopathy is progressive damage to the small blood vessels in the retina that may result in loss of vision. It
is the leading cause of blindness in adults between 20-74 years of age. Approximately 4.1 million adults are affected
by diabetic retinopathy (CDC, 2020c).

American Diabetes Association (2021):

- Adults with type 1 diabetes should have an initial dilated and comprehensive eye examination by an ophthalmologist
or optometrist within 5 years after the onset of diabetes. (Level of evidence: B)

- Patients with type 2 diabetes should have an initial dilated and comprehensive eye examination by an
ophthalmologist or optometrist at the time of the diabetes diagnosis. (Level of evidence: B)

-If there is no evidence of retinopathy for one or more annual eye exam and glycemia is well controlled, then
screening every 1-2 years may be considered. If any level of diabetic retinopathy is present, subsequent dilated
retinal examinations should be repeated at least annually by an ophthalmologist or optometrist. If retinopathy is
progressing or sight threatening, then examinations will be required more frequently. (Level of evidence: B)

Higher score indicates better quality

Reference Type: CITATION

Reference Text: 'American Diabetes Association. (2018). Economic Costs of Diabetes in the U.S. in 2017. Diabetes
Care, 41, 917-928. Retrieved from http://care.diabetesjournals.org/content/early/2018/03/20/dci18-0007"

Reference Type: CITATION

Reference Text: 'American Diabetes Association. (2021). 11. Microvascular Complications and Foot Care: Standards of
Medical Care in Diabetes-2021. Diabetes Care 2021; 44(Suppl. 1):5151-S167. https://doi.org/10.2337/dc21-S011'

Reference Type: CITATION

Reference Text: 'Centers for Disease Control and Prevention. (2020a). National Diabetes Statistics Report, 2020.
Atlanta, GA: Centers for Disease Control and Prevention, U.S. Dept of Health and Human Services. Retrieved from
https://www.cdc.gov/diabetes/data/statistics-report/index.html'

Reference Type: CITATION

Reference Text: 'Centers for Disease Control and Prevention. (2020b). Diabetes Basics. Retrieved from
https://www.cdc.gov/diabetes/basics/diabetes.html'

Reference Type: CITATION
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Reference Text: 'Centers for Disease Control and Prevention. (2020c). Common Eye Disorders and Diseases. Retrieved
from https://www.cdc.gov/visionhealth/basics/ced/index.html'

Reference Type: CITATION

Reference Text: 'Centers for Disease Control and Prevention. (2021). Diabetes Report Card 2019. Atlanta, GA: Centers
for Disease Control and Prevention, US Dept of Health and Human Services. Retrieved from
https://www.cdc.gov/diabetes/library/reports/reportcard.html’

None

The eye exam must be performed by an ophthalmologist or optometrist, or there must be evidence that fundus
photography results were read by a system that provides an artificial intelligence (AI) interpretation.

This eCQM is a patient-based measure.

This version of the eCQM uses QDM version 5.6. Please refer to the eCQI resource center
(https://ecqi.healthit.gov/qdm) for more information on the QDM.
TBD

Patients 18-75 years of age by the end of the measurement period, with diabetes with a visit during the measurement
period

Equals Initial Population

Exclude patients who are in hospice care for any part of the measurement period.

Exclude patients 66 and older by the end of the measurement period who are living long term in a nursing home any
time on or before the end of the measurement period.

Exclude patients 66 and older by the end of the measurement period with an indication of frailty for any part of the
measurement period who also meet any of the following advanced illness criteria:

- Advanced illness with two outpatient encounters during the measurement period or the year prior

- OR advanced illness with one inpatient encounter during the measurement period or the year prior

- OR taking dementia medications during the measurement period or the year prior

Exclude patients receiving palliative care for any part of the measurement period.

Patients with an eye screening for diabetic retinal disease. This includes diabetics who had one of the following:
eDiabetic with a diagnosis of retinopathy in any part of the measurement period and a retinal or dilated eye exam by
an eye care professional in the measurement period

eDiabetic with no diagnosis of retinopathy in any part of the measurement period and a retinal or dilated eye exam by
an eye care professional in the measurement period or the year prior to the measurement period

Not Applicable
None

For every patient evaluated by this measure also identify payer, race, ethnicity and sex

Table of Contents

Population Criteria

Definitions

Functions

Terminology

Data Criteria (QDM Data Elements)
Supplemental Data Elements

Risk Adjustment Variables

Population Criteria

4 Initial Population
AgelnYearsAt(date from
end of "Measurement Period"
)in Interval[18, 75]
and exists ( "Qualifying Encounters" )
and exists ( ["Diagnosis": "Diabetes"] Diabetes
where Diabetes.prevalencePeriod overlaps "Measurement Period"

)

4 Denominator

"Initial Population"

4 Denominator Exclusions
Hospice."Has Hospice Services"
or AIFrailLTCF."Is Age 66 or Older with Advanced Iliness and Frailty"

or AIFrailLTCF."Is Age 66 or Older Living Long Term in a Nursing Home"
or PalliativeCare."Palliative Care in the Measurement Period"

4 Numerator

( "Diabetic Retinopathy Overlapping Measurement Period"
and exists ( "Retinal Exam in Measurement Period" )

or ( not ( "Diabetic Retinopathy Overlapping Measurement Period" )
and exists ( "Retinal Exam in Measurement Period or Year Prior" )

)

4 Numerator Exclusions

None

4 Denominator Exceptions

None
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4 Stratification

None

Definitions

4 AIFrailLTCF.Has Criteria Indicating Frailty

exists ( ["Device, Order": "Frailty Device"] FrailtyDeviceOrder
where FrailtyDeviceOrder.authorDatetime during day of "Measurement Period"
)
or exists ( ["Assessment, Performed": "Medical equipment used"] EquipmentUsed
where EquipmentUsed.result in "Frailty Device"
and Global."Normalizelnterval" ( EquipmentUsed.relevantDatetime, EquipmentUsed.relevantPeriod ) ends during day of "Measurement Period"
)

or exists ( ["Diagnosis": "Frailty Diagnosis"] FrailtyDiagnosis
where FrailtyDiagnosis.prevalencePeriod overlaps "Measurement Period"

or exists ( ["Encounter, Performed": "Frailty Encounter"] FrailtyEncounter
where FrailtyEncounter.relevantPeriod overlaps "Measurement Period"

)
or exists ( ["Symptom": "Frailty Symptom"] FrailtySymptom
where FrailtySymptom.prevalencePeriod overlaps "Measurement Period"

4 AIFrailLTCF.Has Dementia Medications in Year Before or During Measurement Period

exists (["Medication, Active": "Dementia Medications"] DementiaMedication

where Global."NormalizeInterval" ( DementiaMedication.relevantDatetime, DementiaMedication.relevantPeriod ) overlaps Interval[start of "Measurement Period" - 1 year,
end of "Measurement Period"])

4 AIFrailLTCF.Has Inpatient Encounter with Advanced Iliness

exists( ["Encounter, Performed": "Acute Inpatient"] InpatientEncounter
where exists ( InpatientEncounter.diagnoses Diagnosis
where Diagnosis.code in "Advanced Iliness"

and InpatientEncounter.relevantPeriod starts during day of Interval[start of "Measurement Period" - 1 year,
end of "Measurement Period"])

4 ATFrailLTCF.Has Two Outpatient Encounters with Advanced Iliness on Different Dates of Service

exists (

from
"Outpatient Encounters with Advanced Iliness" OutpatientEncounterl,
"Outpatient Encounters with Advanced Iliness" OutpatientEncounter2
where OutpatientEncounter2.relevantPeriod ends 1 day or more after day of
end of OutpatientEncounterl.relevantPeriod
return OutpatientEncounterl

)

4 AIFrailLTCF.Is Age 66 or Older Living Long Term in a Nursing Home

( AgelnYearsAt(date from
end of "Measurement Period"
)>= 66

and ( ( Last(["Assessment, Performed": "Housing status"] HousingStatus
where Global."Normalizelnterval"(HousingStatus.relevantDatetime, HousingStatus.relevantPeriod)ends on or before
end of "Measurement Period"
sort by
end of Global."Normalizelnterval"(relevantDatetime, relevantPeriod)asc

)) LastHousingStatus
where LastHousingStatus.result ~ "Lives in a nursing home (finding)"
) is not null

4 ATFrailLTCF.Is Age 66 or Older with Advanced Illness and Frailty

( AgelnYearsAt(date from
end of "Measurement Period"
)>= 66
and "Has Criteria Indicating Frailty"
and ( "Has Two Outpatient Encounters with Advanced Iliness on Different Dates of Service"
or "Has Inpatient Encounter with Advanced Iliness"
or "Has Dementia Medications in Year Before or During Measurement Period"
)
)

4 ATFrailLTCF.Outpatient Encounters with Advanced Iliness

( ["Encounter, Performed": "Outpatient"]
union ["Encounter, Performed": "Observation"]
union [" : "Emergency Department Visit"]
union ["Encounter, Performed": "Nonacute Inpatient"] ) OutpatientEncounter
where exists ( OutpatientEncounter.diagnoses Diagnosis
where Diagnosis.code in "Advanced Iliness"
)

and OutpatientEncounter.relevantPeriod starts during day of Interval[start of "Measurement Period" - 1 year,
end of "Measurement Period"]

4 Denominator

"Initial Population"

4 Denominator Exclusions
Hospice."Has Hospice Services"
or AIFrailLTCF."Is Age 66 or Older with Advanced Illness and Frailty"

or AIFrailLTCF."Is Age 66 or Older Living Long Term in a Nursing Home"
or PalliativeCare."Palliative Care in the Measurement Period"

4 Diabetic Retinopathy Overlapping Measurement Period
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exists ( ["Diagnosis": "Diabetic Retinopathy"] Retinopathy
where Retinopathy.prevalencePeriod overlaps "Measurement Period"
)

4 Hospice.Has Hospice Services

exists ( ["Encounter, Performed": "Encounter Inpatient"] InpatientEncounter
where ( InpatientEncounter.dischargeDisposition ~ "Discharge to home for hospice care (procedure)"
or InpatientEncounter.dischargeDisposition ~ "Discharge to healthcare facility for hospice care (procedure)"

)

and InpatientEncounter.relevantPeriod ends during day of "Measurement Period"

or exists ( ["Encounter, Performed": "Hospice Encounter"] HospiceEncounter
where HospiceEncounter.relevantPeriod overlaps "Measurement Period"

or exists ( ["Assessment, Performed": "Hospice care [Minimum Data Set]"] HospiceAssessment
where HospiceAssessment.result ~ "Yes (qualifier value)"
and Global."Normalizelnterval" ( HospiceAssessment.relevantDatetime, HospiceAssessment.relevantPeriod ) overlaps "Measurement Period"

or exists ( ["Intervention, Order": "Hospice Care Ambulatory"] HospiceOrder
where HospiceOrder.authorDatetime during day of "Measurement Period"

or exists ( ["Intervention, Performed": "Hospice Care Ambulatory"] HospicePerformed
where Global."NormalizeInterval" ( HospicePerformed.relevantDatetime, HospicePerformed.relevantPeriod ) overlaps "Measurement Period"

4 Initial Population

AgelnYearsAt(date from
end of "Measurement Period"
)in Interval[18, 75]
and exists ( "Qualifying Encounters" )
and exists ( ["Diagnosis": "Diabetes"] Diabetes
where Diabetes.prevalencePeriod overlaps "Measurement Period"

4 Numerator

( "Diabetic Retinopathy Overlapping Measurement Period"
and exists ( "Retinal Exam in Measurement Period" )
)

or ( not ( "Diabetic Retinopathy Overlapping Measurement Period" )
and exists ( "Retinal Exam in Measurement Period or Year Prior" )
)

4 PalliativeCare.Palliative Care in the Measurement Period

exists ( ["Assessment, Performed": "Functional Assessment of Chronic Iliness Therapy - Palliative Care Questionnaire (FACIT-Pal)"] PalliativeAssessment
where Global."Normalizelnterval"(PalliativeAssessment.relevantDatetime, PalliativeAssessment.relevantPeriod) overlaps "Measurement Period"
)
or exists (["Diagnosis": "Encounter for palliative care"] PalliativeDiagnosis
where PalliativeDiagnosis.prevalencePeriod overlaps "Measurement Period")
or exists ( ["Encounter, Performed": "Palliative Care Encounter"] PalliativeEncounter
where PalliativeEncounter.relevantPeriod overlaps "Measurement Period"

or exists ( ["Intervention, Performed": "Palliative Care Intervention"] PalliativeIntervention
where Global."NormalizeInterval"(Palliativelntervention.relevantDatetime, Palliativelntervention.relevantPeriod) overlaps "Measurement Period"
)

4 Qualifying Encounters

( ["Encounter, Performed": "Office Visit"]
union ["Encounter, Performed": "Annual Wellness Visit"]
union ["Encounter, Performed": "Preventive Care Services Established Office Visit, 18 and Up"]
union ["Encounter, Performed Preventive Care Services Initial Office Visit, 18 and Up"]
union ["Encounter, Performed": "Home Healthcare Services"]
union ["Encounter, Performed": "Ophthalmological Services"]
union ["Encounter, Performed": "Telephone Visits"] ) ValidEncounters
where ValidEncounters.relevantPeriod during day of "Measurement Period"

4 Retinal Exam in Measurement Period
["Physical Exam, Performed": "Retinal or Dilated Eye Exam"] RetinalExam
where Global."Normalizelnterval" ( RetinalExam.relevantDatetime, RetinalExam.relevantPeriod ) during day of "Measurement Period"
4 Retinal Exam in Measurement Period or Year Prior

["Physical Exam, Performed": "Retinal or Dilated Eye Exam"] RetinalExam

where Global."Normalizelnterval" ( RetinalExam.relevantDatetime, RetinalExam.relevantPeriod ) during day of Interval[start of "Measurement Period" - 1 year,

end of "Measurement Period"]

4 SDE Ethnicity
["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Functions

4 Global.NormalizeInterval(pointInTime DateTime, period Interval<DateTime>)

if pointInTime is not null then Interval[pointInTime, pointInTime]
else if period is not null then period
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else null as Interval<DateTime>

Terminology

Diabetes: Eye Exam 11.0.000

code "Discharge to healthcare facility for hospice care (procedure)" ("SNOMEDCT Code (428371000124100)")
code "Discharge to home for hospice care (procedure)" ("SNOMEDCT Code (428361000124107)")

code "Encounter for palliative care" ("ICD10CM Code (Z51.5)")

code "Functional Assessment of Chronic Illness Therapy - Palliative Care Questionnaire (FACIT-Pal)" ("LOINC Code (71007-9)")
code "Hospice care [Minimum Data Set]" ("LOINC Code (45755-6)")

code "Housing status" ("LOINC Code (71802-3)")

code "Lives in a nursing home (finding)" ("SNOMEDCT Code (160734000)")

code "Medical equipment used" ("LOINC Code (98181-1)")

code "Yes (qualifier value)" ("SNOMEDCT Code (373066001)")

valueset "Acute Inpatient" (2.16.840.1.113883.3.464.1003.101.12.1083)

valueset "Advanced Iliness" (2.16.840.1.113883.3.464.1003.110.12.1082)

valueset "Annual Wellness Visit" (2.16.840.1.113883.3.526.3.1240)

valueset "Dementia Medications" (2.16.840.1.113883.3.464.1003.196.12.1510)

valueset "Diabetes" (2.16.840.1.113883.3.464.1003.103.12.1001)

valueset "Diabetic Retinopathy" (2.16.840.1.113883.3.526.3.327)

valueset "Emergency Department Visit" (2.16.840.1.113883.3.464.1003.101.12.1010)

valueset "Encounter Inpatient" (2.16.840.1.113883.3.666.5.307)

valueset "Ethnicity" (2.16.840.1.114222.4.11.837)

valueset "Frailty Device" (2.16.840.1.113883.3.464.1003.118.12.1300)

valueset "Frailty Diagnosis" (2.16.840.1.113883.3.464.1003.113.12.1074)

valueset "Frailty Encounter" (2.16.840.1.113883.3.464.1003.101.12.1088)

valueset "Frailty Symptom" (2.16.840.1.113883.3.464.1003.113.12.1075)

valueset "Home Healthcare Services" (2.16.840.1.113883.3.464.1003.101.12.1016)

valueset "Hospice Care Ambulatory" (2.16.840.1.113883.3.526.3.1584)

valueset "Hospice Encounter" (2.16.840.1.113883.3.464.1003.1003)

valueset "Nonacute Inpatient" (2.16.840.1.113883.3.464.1003.101.12.1084)

valueset "Observation" (2.16.840.1.113883.3.464.1003.101.12.1086)

valueset "Office Visit" (2.16.840.1.113883.3.464.1003.101.12.1001)

valueset "ONC Administrative Sex" (2.16.840.1.113762.1.4.1)

valueset "Ophthalmological Services" (2.16.840.1.113883.3.526.3.1285)

valueset "Outpatient" (2.16.840.1.113883.3.464.1003.101.12.1087)

valueset "Palliative Care Encounter" (2.16.840.1.113883.3.464.1003.101.12.1090)

valueset "Palliative Care Intervention" (2.16.840.1.113883.3.464.1003.198.12.1135)

valueset "Payer" (2.16.840.1.114222.4.11.3591)

valueset "Preventive Care Services Established Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1025)
valueset "Preventive Care Services Initial Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1023)
valueset "Race" (2.16.840.1.114222.4.11.836)

valueset "Retinal or Dilated Eye Exam" (2.16.840.1.113883.3.464.1003.115.12.1088)

valueset "Telephone Visits" (2.16.840.1.113883.3.464.1003.101.12.1080)

Data Criteria (QDM Data Elements)

"Assessment, Performed: Functional Assessment of Chronic Iliness Therapy - Palliative Care Questionnaire (FACIT-Pal)" using "Functional
Assessment of Chronic Illness Therapy - Palliative Care Questionnaire (FACIT-Pal) (LOINC Code 71007-9)"

"Assessment, Performed: Hospice care [Minimum Data Set]" using "Hospice care [Minimum Data Set] (LOINC Code 45755-6)"
"Assessment, Performed: Housing status" using "Housing status (LOINC Code 71802-3)"

"Assessment, Performed: Medical equipment used" using "Medical equipment used (LOINC Code 98181-1)"

"Device, Order: Frailty Device" using "Frailty Device (2.16.840.1.113883.3.464.1003.118.12.1300)"

"Diagnosis: Diabetes" using "Diabetes (2.16.840.1.113883.3.464.1003.103.12.1001)"

"Diagnosis: Diabetic Retinopathy" using "Diabetic Retinopathy (2.16.840.1.113883.3.526.3.327)"

"Diagnosis: Encounter for palliative care" using "Encounter for palliative care (ICD10CM Code Z51.5)"

"Diagnosis: Frailty Diagnosis" using "Frailty Diagnosis (2.16.840.1.113883.3.464.1003.113.12.1074)"

"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:
"Encounter, Performed:

Acute Inpatient" using "Acute Inpatient (2.16.840.1.113883.3.464.1003.101.12.1083)"

Annual Wellness Visit" using "Annual Wellness Visit (2.16.840.1.113883.3.526.3.1240)"

Emergency Department Visit" using "Emergency Department Visit (2.16.840.1.113883.3.464.1003.101.12.1010)"
Encounter Inpatient" using "Encounter Inpatient (2.16.840.1.113883.3.666.5.307)"

Frailty Encounter" using "Frailty Encounter (2.16.840.1.113883.3.464.1003.101.12.1088)"

Home Healthcare Services" using "Home Healthcare Services (2.16.840.1.113883.3.464.1003.101.12.1016)"
Hospice Encounter" using "Hospice Encounter (2.16.840.1.113883.3.464.1003.1003)"

Nonacute Inpatient" using "Nonacute Inpatient (2.16.840.1.113883.3.464.1003.101.12.1084)"

Observation" using "Observation (2.16.840.1.113883.3.464.1003.101.12.1086)"

Office Visit" using "Office Visit (2.16.840.1.113883.3.464.1003.101.12.1001)"

Ophthalmological Services" using "Ophthalmological Services (2.16.840.1.113883.3.526.3.1285)"

Outpatient" using "Outpatient (2.16.840.1.113883.3.464.1003.101.12.1087)"

Palliative Care Encounter" using "Palliative Care Encounter (2.16.840.1.113883.3.464.1003.101.12.1090)"
Preventive Care Services Established Office Visit, 18 and Up" using "Preventive Care Services Established Office Visit, 18

and Up (2.16.840.1.113883.3.464.1003.101.12.1025)"

"Encounter, Performed:

Preventive Care Services Initial Office Visit, 18 and Up" using "Preventive Care Services Initial Office Visit, 18 and Up

(2.16.840.1.113883.3.464.1003.101.12.1023)"

"Encounter, Performed:

Telephone Visits" using "Telephone Visits (2.16.840.1.113883.3.464.1003.101.12.1080)"

"Intervention, Order: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"

"Intervention, Performed: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"

"Intervention, Performed: Palliative Care Intervention" using "Palliative Care Intervention (2.16.840.1.113883.3.464.1003.198.12.1135)"
"Medication, Active: Dementia Medications" using "Dementia Medications (2.16.840.1.113883.3.464.1003.196.12.1510)"

"Patient Characteristic Ethnicity: Ethnicity" using "Ethnicity (2.16.840.1.114222.4.11.837)"

"Patient Characteristic Payer: Payer" using "Payer (2.16.840.1.114222.4.11.3591)"

"Patient Characteristic Race: Race" using "Race (2.16.840.1.114222.4.11.836)"

"Patient Characteristic Sex: ONC Administrative Sex" using "ONC Administrative Sex (2.16.840.1.113762.1.4.1)"

"Physical Exam, Performed: Retinal or Dilated Eye Exam" using "Retinal or Dilated Eye Exam (2.16.840.1.113883.3.464.1003.115.12.1088)"
"Symptom: Frailty Symptom" using "Frailty Symptom (2.16.840.1.113883.3.464.1003.113.12.1075)"

Supplemental Data Elements

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

Risk Adjustment Variables

["Patient Characteristic Sex": "ONC Administrative Sex"]

None
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None
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0565e 39e0424a-1727-4629-89e2-c46c2fbb3f5f
January 1, 20XX through December 31, 20XX

American Academy of Ophthalmology

American Academy of Ophthalmology

American Medical Association (AMA)

PCPI(R) Foundation (PCPI[R])

National Quality Forum

Percentage of cataract surgeries for patients aged 18 and older with a diagnosis of uncomplicated cataract and no
significant ocular conditions impacting the visual outcome of surgery and had best-corrected visual acuity of 20/40 or
better (distance or near) achieved in the operative eye within 90 days following the cataract surgery

Copyright 2022 American Academy of Ophthalmology. All Rights Reserved.

The Measure is not a clinical guideline, does not establish a standard of medical care, and has not been tested for all
potential applications.

The Measure, while copyrighted, can be reproduced and distributed, without modification, for noncommercial
purposes, e.g., use by health care providers in connection with their practices. Commercial use is defined as the sale,
license, or distribution of the Measure for commercial gain, or incorporation of the Measure into a product or service
that is sold, licensed or distributed for commercial gain.

Commercial uses of the Measure require a license agreement between the user and the American Academy of
Ophthalmology (Academy). Neither the Academy, PCPI, nor the American Medical Association (AMA), nor the former
AMA-convened Physician Consortium for Performance Improvement(R) (AMA-PCPI), nor their members shall be
responsible for any use of the Measure.

The PCPI's and AMA’s significant past efforts and contributions to the development and updating of the Measures are
acknowledged. The National Committee for Quality Assurance’s significant past efforts and contributions to the
development and updating of the Measure is acknowledged.

THE MEASURE AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT WARRANTY OF ANY KIND.

Limited proprietary coding is contained in the Measure specifications for convenience. A license agreement must be
entered prior to a third party’s use of Current Procedural Terminology (CPT[R]) or other proprietary code set contained
in the Measures. Any other use of CPT or other coding by the third party is strictly prohibited. The Academy, its
members, the AMA, and former members of the PCPI disclaim all liability for use or accuracy of any CPT or other
coding contained in the specifications.

CPT(R) contained in the Measure specifications is copyright 2004-2021 American Medical Association. LOINC(R) is
copyright 2004-2021 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms(R) (SNOMED CT[R])
copyright 2004-2021 International Health Terminology Standards Development Organisation. ICD-10 is copyright

2021 World Health Organization. All Rights Reserved.

Due to technical limitations, registered trademarks are indicated by (R) or [R].
Proportion

Outcome

None

None

None

In the United States, cataracts affect more than 24 million adults over 40 years (National Eye Institute, 2019).
According to the American Academy of Ophthalmology (2016), cataract surgery has a substantial beneficial impact on
visual function and on quality of life.

1. Scientific basis for measuring visual acuity outcomes after cataract surgery

The only reason to perform cataract surgery (other than for a limited set of medical indications) is to improve a
patient's vision and associated functioning. The use of a 20/40 visual acuity threshold is based on several
considerations. First, it is the level for unrestricted operation of a motor vehicle in the US. Second, it has been
consistently used by the FDA in its assessment for approval of intraocular lens (IOL) and other vision devices. Third, it
is the literature standard to denote success in cataract surgery. Fourth, work by West et al. in the Salisbury Eye Study
suggests that 20/40 is a useful threshold for 50th percentile functioning for several vision-related tasks.

Most patients achieve excellent visual acuity after cataract surgery (20/40 or better). This outcome is achieved
consistently through careful attention through the accurate measurement of axial length and corneal power and the
appropriate selection of an IOL power calculation formula. As such, it reflects the care and diligence with which the
surgery is assessed, planned and executed. Failure to achieve this after surgery in eyes without comorbid ocular
conditions that would impact the success of the surgery would reflect care that should be assessed for opportunities
for improvement.

The exclusion of patients with other ocular and systemic conditions known to increase the risk of an adverse outcome
reflects the findings of the two published prediction rule papers for cataract surgery outcomes, by Mangione et al.
(1995) and Steinberg et al. (1994). In both papers, the presence of comorbid glaucoma and macular degeneration
negatively impacted the likelihood of successful outcomes of surgery. Further, as noted in the prior indicator, exclusion
of eyes with ocular conditions that could impact the success of the surgery would NOT eliminate the large majority of
eyes undergoing surgery while also minimizing the potential adverse selection that might otherwise occur relative to
those patients with the most complex situations who might benefit the most from having surgery to maximize their
remaining vision.

2. Evidence of a gap in care
Cataract surgery successfully restores vision in the majority of people who have the procedure.

Data from a study of 368,256 cataract surgeries show that corrected visual acuity (CDVA) of 0.5 (20/40) or better was
achieved in 94.3% and CDVA of 1.0 (20/20) or better was achieved in 61.3% of cases (Lundstrom, Barry, Henry,
Rosen & Stenevi, 2013).

Additionally, data from a UK multi-center Cataract National Dataset found a postoperative visual acuity of 6/12
(20/40) or better was achieved for 94.7% of eyes with no co-pathologies and in 79.9% of eyes with one or more co-
pathologies (Jaycock et al., 2009).

A rate of 85.5-94.7% of patients achieving a 20/40 or better visual acuity in the context of approximately 3 million
cataract surgeries in the US annually would mean that between 160,000 to 435,000 individuals would not achieve a
20/40 or better visual acuity which suggests an opportunity for improvement.
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This is an outcome measure. As such, there is no statement in the guideline specific to this measurement topic.

Higher score indicates better quality

Reference Type: CITATION

Reference Text: '"American Academy of Ophthalmology. (2016). Cataract in the adult eye Preferred Practice Pattern.
San Francisco, CA: American Academy of Ophthalmology.'

Reference Type: CITATION

Reference Text: 'Jaycock, P., Johnston, R. L., Taylor, H., Adams, M., Tole, D. M., Galloway, P., ... UK EPR user group
(2009). The Cataract National Dataset electronic multi-centre audit of 55,567 operations: Updating benchmark
standards of care in the United Kingdom and internationally. Eye, 23(1), 38-49. doi:10.1038/sj.eye.6703015'

Reference Type: CITATION

Reference Text: 'Lundstrom, M., Barry, P., Henry, Y., Rosen, P., & Stenevi, U. (2013). Visual outcome of cataract
surgery; Study from the European Registry of Quality Outcomes for Cataract and Refractive Surgery. Journal of
Cataract & Refractive Surgery, 39(5), 673-679. do0i:10.1016/j.jcrs.2012.11.026'

Reference Type: CITATION

Reference Text: 'Mangione, C. M., Oray, J., Lawrence, M. G., Phillips, R.S., Seddon, J.M., & Goldman, L. (1995).
Prediction of visual function after cataract surgery: A prospectively validated model. Archives of Ophthalmology,
113(10), 1305-1311. doi:10.1001/archopht.1995.01100100093037"

Reference Type: CITATION

Reference Text: 'National Eye Institute. (2019). Cataract data and statistics. Retrieved from
https://nei.nih.gov/eyedata/cataract’

Reference Type: CITATION

Reference Text: 'Steinberg, E. P, Tielsch, J. M., Schein, O. D., Javitt, J. C., Sharkey, P., Cassard, S. D., ... Damiano, A.
M. (1994). National study of cataract surgery outcomes: Variation in 4-month postoperative outcomes as reflected in
multiple outcome measures. Ophthalmology, 101(6), 1131-1141. doi:10.1016/s0161-6420(94)31210-3"

None

This eCQM is an episode-based measure. An episode for this measure is defined as each cataract surgery during the
measurement period, including instances where more than one cataract procedure was performed during the
measurement period. Every cataract surgery during the measurement period should be counted as a measurable
denominator event for the measure calculation.

Only procedures performed during January 1 - September 30 of the reporting period will be considered for this
measure, in order to determine if 20/40 or better visual acuity has been achieved within the 90 days following the
cataract procedure. Cataract procedures performed during October 1 - December 31 are excluded from the initial
population.

The measure, as written, does not specifically require documentation of laterality. Coding limitations in particular
clinical terminologies do not currently allow for that level of specificity (ICD-10-CM includes laterality, but SNOMED-CT
does not uniformly include this distinction). Therefore, at this time, it is not a requirement of this measure to indicate
laterality of the diagnoses, findings or procedures. Available coding to capture the data elements specified in this
measure has been provided. It is assumed that the eligible professional or eligible clinician will record laterality in the
patient medical record, as quality care and clinical documentation should include laterality.

This measure is to be reported by the clinician performing the cataract surgery procedure. Clinicians who provide only
preoperative or postoperative management of cataract patients are not eligible for this measure.

Telehealth encounters are not eligible for this measure because the measure does not contain telehealth-eligible
encounter codes.

This version of the eCQM uses QDM version 5.6. Please refer to the eCQI resource center
(https://ecqi.healthit.gov/qdm) for more information on the QDM.

TBD

All cataract surgeries for patients aged 18 years and older who did not meet any exclusion criteria
Equals Initial Population

Cataract surgeries in patients with significant ocular conditions impacting the visual outcome of surgery

Cataract surgeries with best-corrected visual acuity of 20/40 or better (distance or near) achieved in the operative eye
within 90 days following cataract surgery

Not Applicable
None

For every patient evaluated by this measure also identify payer, race, ethnicity and sex

Table of Contents

Population Criteria

Definitions

Functions

Terminology

Data Criteria (QDM Data Elements)
Supplemental Data Elements

Risk Adjustment Variables

Population Criteria

4 Initial Population

"Cataract Surgery Between January and September of Measurement Period" CataractSurgeryPerformed
where AgelnYearsAt(date from start of "Measurement Period")>= 18

4 Denominator

"Initial Population"
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4 Denominator Exclusions

"Cataract Surgery Between January and September of Measurement Period" CataractSurgeryPerformed
with ( ["Diagnosis": "Acute and Subacute Iridocyclitis"]

union ["Diagnosis": "Amblyopia"]

union ["Diagnosis": "Burn Confined to Eye and Adnexa"]
union ["Diagnosis": "Cataract Secondary to Ocular Disorders"]
union ["Diagnosis": "Cataract, Congenital"]

Cataract, Mature or Hypermature"]
Cataract, Posterior Polar"]

Central Corneal Ulcer"]

Certain Types of Iridocyclitis"]
Choroidal Degenerations"]
"Choroidal Detachment"]

"Choroidal Hemorrhage and Rupture"]
Chronic Iridocyclitis"]

union ["Diagnosis
union ["Diagnosis":
union ["Diagnosis":
union ["Diagnosis'

Corneal Edema"]

Corneal Opacity and Other Disorders of Cornea"]

Degeneration of Macula and Posterior Pole"]

Degenerative Disorders of Globe"]

"Diabetic Macular Edema"]

"Diabetic Retinopathy"]

Disorders of Optic Chiasm"]

Disorders of Visual Cortex"]

Disseminated Chorioretinitis and Disseminated Retinochoroiditis"]
Focal Chorioretinitis and Focal Retinochoroiditis"]

"Glaucoma"]

"Glaucoma Associated with Congenital Anomalies, Dystrophies, and Systemic Syndromes"]
Hereditary Choroidal Dystrophies"]

Hereditary Corneal Dystrophies"]

Hereditary Retinal Dystrophies"]

union ["Diagnosis
union ["Diagnosis":
union ["Diagnosis":
union ["Diagnosis":

union ["Diagnosis
union ["Diagnosis":
union ["Diagnosis":
union ["Diagnosis'

union ["Diagnosis": "Hypotony of Eye"]

union ["Diagnosis": "Injury to Optic Nerve and Pathways"]

union ["Diagnosis": "Macular Scar of Posterior Polar"]

union ["Diagnosis": "Morgagnian Cataract"]

union ["Diagnosis": "Nystagmus and Other Irregular Eye Movements"]

Open Wound of Eyeball"]
Optic Atrophy"]
Optic Neuritis"]
Other and Unspecified Forms of Chorioretinitis and Retinochoroiditis"]
union ["Diagnosis": "Other Background Retinopathy and Retinal Vascular Changes"]
union ["Diagnosis": "Other Disorders of Optic Nerve"]
union ["Diagnosis": "Other Endophthalmitis"]
union ["Diagnosis": "Other Proliferative Retinopathy"]
union ["Diagnosis": "Pathologic Myopia"]
union ["Diagnosis": "Posterior Lenticonus"]
union ["Diagnosis": "Prior Penetrating Keratoplasty"]
union ["Diagnosis": "Purulent Endophthalmitis"]
union ["Diagnosis": "Retinal Detachment with Retinal Defect"]
Retinal Vascular Occlusion"]
Retrolental Fibroplasias"]
Scleritis"]
Separation of Retinal Layers"]
Traumatic Cataract"]

union ["Diagnosis

union ["Diagnosis

union ["Diagnosis": "Uveitis"]

union ["Diagnosis": "Vascular Disorders of Iris and Ciliary Body"]

union ["Diagnosis": "Visual Field Defects"] ) ComorbidDiagnosis

such that ComorbidDiagnosis.prevalencePeriod overlaps before Global."NormalizeInterval" ( CataractSurgeryPerformed.relevantDatetime,
CataractSurgeryPerformed.relevantPeriod )

4 Numerator
"Cataract Surgery Between January and September of Measurement Period" CataractSurgeryPerformed
with ( ["Physical Exam, Performed": "Best corrected visual acuity (observable entity)"]
union ["Physical Exam, Performed": "Best Corrected Visual Acuity Exam Using Snellen Chart"] ) VisualAcuityExamPerformed
such that Global."NormalizeInterval" ( VisualAcuityExamPerformed.relevantDatetime, VisualAcuityExamPerformed.relevantPeriod ) 90 days or less after day of
end of Global."NormalizeInterval" ( CataractSurgeryPerformed.relevantDatetime, CataractSurgeryPerformed.relevantPeriod )
and VisualAcuityExamPerformed.result in "Visual Acuity 20/40 or Better"

4 Numerator Exclusions

None

4 Denominator Exceptions

None

4 Stratification

None

Definitions

4 Cataract Surgery Between January and September of Measurement Period

["Procedure, Performed": "Cataract Surgery"] CataractSurgery
where Global."Normalizelnterval" ( CataractSurgery.relevantDatetime, CataractSurgery.relevantPeriod ) during "Measurement Period"
and Global."Normalizelnterval" ( CataractSurgery.relevantDatetime, CataractSurgery.relevantPeriod ) starts 93 days or more before
end of "Measurement Period"

4 Denominator

"Initial Population"

4 Denominator Exclusions

"Cataract Surgery Between January and September of Measurement Period" CataractSurgeryPerformed
with ( ["Diagnosis": "Acute and Subacute Iridocyclitis"]
union ["Diagnosis": "Amblyopia"]
union ["Diagnosis": "Burn Confined to Eye and Adnexa"]
union ["Diagnosis": "Cataract Secondary to Ocular Disorders"]
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union ["Diagnosis": "Cataract, Congenital"]

union ["Diagnosis": "Cataract, Mature or Hypermature"]

union ["Diagnosis": "Cataract, Posterior Polar"]

union ["Diagnosis": "Central Corneal Ulcer"]

union ["Diagnosis": "Certain Types of Iridocyclitis"]

union ["Diagnosi "Choroidal Degenerations"]

union ["Diagnosis": "Choroidal Detachment"]

union ["Diagnosis": "Choroidal Hemorrhage and Rupture"]

union ["Diagnosis": "Chronic Iridocyclitis"]

union ["Diagnosis": "Cloudy Cornea"]

union ["Diagnosis": "Corneal Edema"]

union ["Diagnosis": "Corneal Opacity and Other Disorders of Cornea"]
union ["Diagnosis": "Degeneration of Macula and Posterior Pole"]
union ["Diagnosis": "Degenerative Disorders of Globe"]

union ["Diagnosis": "Diabetic Macular Edema"]

union ["Diagnosis": "Diabetic Retinopathy"]

union ["Diagnosis": "Disorders of Optic Chiasm"]

union ["Diagnosis": "Disorders of Visual Cortex"]

union ["Diagnosis": "Disseminated Chorioretinitis and Disseminated Retinochoroiditis"]
union ["Diagnosis": "Focal Chorioretinitis and Focal Retinochoroiditis"]
union ["Diagnosis": "Glaucoma"]

union ["Diagnosis": "Glaucoma Associated with Congenital Anomalies, Dystrophies, and Systemic Syndromes"]
union ["Diagnosis": "Hereditary Choroidal Dystrophies"]

union ["Diagnosis": "Hereditary Corneal Dystrophies"]

union ["Diagnosis": "Hereditary Retinal Dystrophies"]

union ["Diagnosis": "Hypotony of Eye"]

union ["Diagnosis": "Injury to Optic Nerve and Pathways"]

union ["Diagnosis": "Macular Scar of Posterior Polar"]

union ["Diagnosis": "Morgagnian Cataract"]

union ["Diagnosis": "Nystagmus and Other Irregular Eye Movements"]
union ["Diagnosis": "Open Wound of Eyeball"]

union ["Diagnosis": "Optic Atrophy"]

union ["Diagnosis": "Optic Neuritis"]

union ["Diagnosis": "Other and Unspecified Forms of Chorioretinitis and Retinochoroiditis"]
union ["Diagnosis": "Other Background Retinopathy and Retinal Vascular Changes"]
union ["Diagnosis": "Other Disorders of Optic Nerve"]

union ["Diagnosis": "Other Endophthalmitis"]

union ["Diagnosis": "Other Proliferative Retinopathy"]

union ["Diagnosis": "Pathologic Myopia"]

union ["Diagnosis": "Posterior Lenticonus"]

union ["Diagnosis": "Prior Penetrating Keratoplasty"]

union ["Diagnosis": "Purulent Endophthalmitis"]

union ["Diagnosis": "Retinal Detachment with Retinal Defect"]

union ["Diagnosis": "Retinal Vascular Occlusion"]

union ["Diagnosis": "Retrolental Fibroplasias"]

union ["Diagnosis": "Scleritis"]

union ["Diagnosis": "Separation of Retinal Layers"]

union ["Diagnosis": "Traumatic Cataract"]

union ["Diagnosis": "Uveitis"]

union ["Diagnosis": "Vascular Disorders of Iris and Ciliary Body"]
union ["Diagnosis": "Visual Field Defects"] ) ComorbidDiagnosis

such that ComorbidDiagnosis.prevalencePeriod overlaps before Global."NormalizeInterval" ( CataractSurgeryPerformed.relevantDatetime,

CataractSurgeryPerformed.relevantPeriod )

4 Initial Population

"Cataract Surgery Between January and September of Measurement Period" CataractSurgeryPerformed
where AgelnYearsAt(date from start of "Measurement Period")>= 18

4 Numerator

"Cataract Surgery Between January and September of Measurement Period" CataractSurgeryPerformed
with ( ["Physical Exam, Performed": "Best corrected visual acuity (observable entity)"]
union ["Physical Exam, Performed": "Best Corrected Visual Acuity Exam Using Snellen Chart"] ) VisualAcuityExamPerformed

such that Global."Normalizelnterval" ( VisualAcuityExamPerformed.relevantDatetime, VisualAcuityExamPerformed.relevantPeriod ) 90 days or less after day of

end of Global."NormalizeInterval" ( CataractSurgeryPerformed.relevantDatetime, CataractSurgeryPerformed.relevantPeriod )
and VisualAcuityExamPerformed.result in "Visual Acuity 20/40 or Better"

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Functions

4 Global.NormalizeInterval(pointInTime DateTime, period Interval<DateTime>)

if pointInTime is not null then Interval[pointInTime, pointInTime]
else if period is not null then period
else null as Interval<DateTime>

Terminology

code "Best corrected visual acuity (observable entity)" ("SNOMEDCT Code (419775003)")

valueset "Acute and Subacute Iridocyclitis" (2.16.840.1.113883.3.526.3.1241)

valueset "Amblyopia" (2.16.840.1.113883.3.526.3.1448)

valueset "Best Corrected Visual Acuity Exam Using Snellen Chart" (2.16.840.1.113883.3.526.3.1560)
valueset "Burn Confined to Eye and Adnexa" (2.16.840.1.113883.3.526.3.1409)

valueset "Cataract Secondary to Ocular Disorders" (2.16.840.1.113883.3.526.3.1410)

valueset "Cataract Surgery" (2.16.840.1.113883.3.526.3.1411)

valueset "Cataract, Congenital" (2.16.840.1.113883.3.526.3.1412)

valueset "Cataract, Mature or Hypermature" (2.16.840.1.113883.3.526.3.1413)

valueset "Cataract, Posterior Polar" (2.16.840.1.113883.3.526.3.1414)
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valueset "Central Corneal Ulcer" (2.16.840.1.113883.3.526.3.1428)

valueset "Certain Types of Iridocyclitis" (2.16.840.1.113883.3.526.3.1415)

valueset "Choroidal Degenerations" (2.16.840.1.113883.3.526.3.1450)

valueset "Choroidal Detachment" (2.16.840.1.113883.3.526.3.1451)

valueset "Choroidal Hemorrhage and Rupture" (2.16.840.1.113883.3.526.3.1452)

valueset "Chronic Iridocyclitis" (2.16.840.1.113883.3.526.3.1416)

valueset "Cloudy Cornea" (2.16.840.1.113883.3.526.3.1417)

valueset "Corneal Edema" (2.16.840.1.113883.3.526.3.1418)

valueset "Corneal Opacity and Other Disorders of Cornea" (2.16.840.1.113883.3.526.3.1419)
valueset "Degeneration of Macula and Posterior Pole" (2.16.840.1.113883.3.526.3.1453)
valueset "Degenerative Disorders of Globe" (2.16.840.1.113883.3.526.3.1454)

valueset "Diabetic Macular Edema" (2.16.840.1.113883.3.526.3.1455)

valueset "Diabetic Retinopathy" (2.16.840.1.113883.3.526.3.327)

valueset "Disorders of Optic Chiasm" (2.16.840.1.113883.3.526.3.1457)

valueset "Disorders of Visual Cortex" (2.16.840.1.113883.3.526.3.1458)

valueset "Disseminated Chorioretinitis and Disseminated Retinochoroiditis" (2.16.840.1.113883.3.526.3.1459)
valueset "Ethnicity" (2.16.840.1.114222.4.11.837)

valueset "Focal Chorioretinitis and Focal Retinochoroiditis" (2.16.840.1.113883.3.526.3.1460)
valueset "Glaucoma" (2.16.840.1.113883.3.526.3.1423)

valueset "Glaucoma Associated with Congenital Anomalies, Dystrophies, and Systemic Syndromes" (2.16.840.1.113883.3.526.3.1461)
valueset "Hereditary Choroidal Dystrophies" (2.16.840.1.113883.3.526.3.1462)

valueset "Hereditary Corneal Dystrophies" (2.16.840.1.113883.3.526.3.1424)

valueset "Hereditary Retinal Dystrophies" (2.16.840.1.113883.3.526.3.1463)

valueset "Hypotony of Eye" (2.16.840.1.113883.3.526.3.1426)

valueset "Injury to Optic Nerve and Pathways" (2.16.840.1.113883.3.526.3.1427)

valueset "Macular Scar of Posterior Polar" (2.16.840.1.113883.3.526.3.1559)

valueset "Morgagnian Cataract" (2.16.840.1.113883.3.526.3.1558)

valueset "Nystagmus and Other Irregular Eye Movements" (2.16.840.1.113883.3.526.3.1465)
valueset "ONC Administrative Sex" (2.16.840.1.113762.1.4.1)

valueset "Open Wound of Eyeball" (2.16.840.1.113883.3.526.3.1430)

valueset "Optic Atrophy" (2.16.840.1.113883.3.526.3.1466)

valueset "Optic Neuritis" (2.16.840.1.113883.3.526.3.1467)

valueset "Other and Unspecified Forms of Chorioretinitis and Retinochoroiditis" (2.16.840.1.113883.3.526.3.1468)
valueset "Other Background Retinopathy and Retinal Vascular Changes" (2.16.840.1.113883.3.526.3.1469)
valueset "Other Disorders of Optic Nerve" (2.16.840.1.113883.3.526.3.1471)

valueset "Other Endophthalmitis" (2.16.840.1.113883.3.526.3.1473)

valueset "Other Proliferative Retinopathy" (2.16.840.1.113883.3.526.3.1480)

valueset "Pathologic Myopia" (2.16.840.1.113883.3.526.3.1432)

valueset "Payer" (2.16.840.1.114222.4.11.3591)

valueset "Posterior Lenticonus" (2.16.840.1.113883.3.526.3.1433)

valueset "Prior Penetrating Keratoplasty" (2.16.840.1.113883.3.526.3.1475)

valueset "Purulent Endophthalmitis" (2.16.840.1.113883.3.526.3.1477)

valueset "Race" (2.16.840.1.114222.4.11.836)

valueset "Retinal Detachment with Retinal Defect" (2.16.840.1.113883.3.526.3.1478)
valueset "Retinal Vascular Occlusion" (2.16.840.1.113883.3.526.3.1479)

valueset "Retrolental Fibroplasias" (2.16.840.1.113883.3.526.3.1438)

valueset "Scleritis" (2.16.840.1.113762.1.4.1226.1)

valueset "Separation of Retinal Layers" (2.16.840.1.113883.3.526.3.1482)

valueset "Traumatic Cataract" (2.16.840.1.113883.3.526.3.1443)

valueset "Uveitis" (2.16.840.1.113883.3.526.3.1444)

valueset "Vascular Disorders of Iris and Ciliary Body" (2.16.840.1.113883.3.526.3.1445)
valueset "Visual Acuity 20/40 or Better" (2.16.840.1.113883.3.526.3.1483)

valueset "Visual Field Defects" (2.16.840.1.113883.3.526.3.1446)

Data Criteria (QDM Data Elements)

"Diagnosis: Acute and Subacute Iridocyclitis" using "Acute and Subacute Iridocyclitis (2.16.840.1.113883.3.526.3.1241)"
"Diagnosis: Amblyopia" using "Amblyopia (2.16.840.1.113883.3.526.3.1448)"

"Diagnosis: Burn Confined to Eye and Adnexa" using "Burn Confined to Eye and Adnexa (2.16.840.1.113883.3.526.3.1409)"
"Diagnosis: Cataract Secondary to Ocular Disorders" using "Cataract Secondary to Ocular Disorders (2.16.840.1.113883.3.526.3.1410)"
"Diagnosis: Cataract, Congenital" using "Cataract, Congenital (2.16.840.1.113883.3.526.3.1412)"

"Diagnosis: Cataract, Mature or Hypermature" using "Cataract, Mature or Hypermature (2.16.840.1.113883.3.526.3.1413)"
"Diagnosis: Cataract, Posterior Polar" using "Cataract, Posterior Polar (2.16.840.1.113883.3.526.3.1414)"

"Diagnosis: Central Corneal Ulcer" using "Central Corneal Ulcer (2.16.840.1.113883.3.526.3.1428)"

"Diagnosis: Certain Types of Iridocyclitis" using "Certain Types of Iridocyclitis (2.16.840.1.113883.3.526.3.1415)"

"Diagnosis: Choroidal Degenerations" using "Choroidal Degenerations (2.16.840.1.113883.3.526.3.1450)"

"Diagnosis: Choroidal Detachment" using "Choroidal Detachment (2.16.840.1.113883.3.526.3.1451)"

"Diagnosis: Choroidal Hemorrhage and Rupture" using "Choroidal Hemorrhage and Rupture (2.16.840.1.113883.3.526.3.1452)"
"Diagnosis: Chronic Iridocyclitis" using "Chronic Iridocyclitis (2.16.840.1.113883.3.526.3.1416)"

"Diagnosis: Cloudy Cornea" using "Cloudy Cornea (2.16.840.1.113883.3.526.3.1417)"

"Diagnosis: Corneal Edema" using "Corneal Edema (2.16.840.1.113883.3.526.3.1418)"

"Diagnosis: Corneal Opacity and Other Disorders of Cornea" using "Corneal Opacity and Other Disorders of Cornea
(2.16.840.1.113883.3.526.3.1419)"

"Diagnosis: Degeneration of Macula and Posterior Pole" using "Degeneration of Macula and Posterior Pole (2.16.840.1.113883.3.526.3.1453)"
"Diagnosis: Degenerative Disorders of Globe" using "Degenerative Disorders of Globe (2.16.840.1.113883.3.526.3.1454)"
"Diagnosis: Diabetic Macular Edema" using "Diabetic Macular Edema (2.16.840.1.113883.3.526.3.1455)"

"Diagnosis: Diabetic Retinopathy" using "Diabetic Retinopathy (2.16.840.1.113883.3.526.3.327)"

"Diagnosis: Disorders of Optic Chiasm" using "Disorders of Optic Chiasm (2.16.840.1.113883.3.526.3.1457)"

"Diagnosis: Disorders of Visual Cortex" using "Disorders of Visual Cortex (2.16.840.1.113883.3.526.3.1458)"

"Diagnosis: Disseminated Chorioretinitis and Disseminated Retinochoroiditis" using "Disseminated Chorioretinitis and Disseminated
Retinochoroiditis (2.16.840.1.113883.3.526.3.1459)"

. "Diagnosis: Focal Chorioretinitis and Focal Retinochoroiditis" using "Focal Chorioretinitis and Focal Retinochoroiditis
(2.16.840.1.113883.3.526.3.1460)"

. "Diagnosis: Glaucoma" using "Glaucoma (2.16.840.1.113883.3.526.3.1423)"

. "Diagnosis: Glaucoma Associated with Congenital Anomalies, Dystrophies, and Systemic Syndromes" using "Glaucoma Associated with Congenital
Anomalies, Dystrophies, and Systemic Syndromes (2.16.840.1.113883.3.526.3.1461)"

. "Diagnosis: Hereditary Choroidal Dystrophies" using "Hereditary Choroidal Dystrophies (2.16.840.1.113883.3.526.3.1462)"

. "Diagnosis: Hereditary Corneal Dystrophies" using "Hereditary Corneal Dystrophies (2.16.840.1.113883.3.526.3.1424)"

. "Diagnosis: Hereditary Retinal Dystrophies" using "Hereditary Retinal Dystrophies (2.16.840.1.113883.3.526.3.1463)"

. "Diagnosis: Hypotony of Eye" using "Hypotony of Eye (2.16.840.1.113883.3.526.3.1426)"

. "Diagnosis: Injury to Optic Nerve and Pathways" using "Injury to Optic Nerve and Pathways (2.16.840.1.113883.3.526.3.1427)"

. "Diagnosis: Macular Scar of Posterior Polar" using "Macular Scar of Posterior Polar (2.16.840.1.113883.3.526.3.1559)"

. "Diagnosis: Morgagnian Cataract" using "Morgagnian Cataract (2.16.840.1.113883.3.526.3.1558)"

. "Diagnosis: Nystagmus and Other Irregular Eye Movements" using "Nystagmus and Other Irregular Eye Movements
(2.16.840.1.113883.3.526.3.1465)"

. "Diagnosis: Open Wound of Eyeball" using "Open Wound of Eyeball (2.16.840.1.113883.3.526.3.1430)"

. "Diagnosis: Optic Atrophy" using "Optic Atrophy (2.16.840.1.113883.3.526.3.1466)"

. "Diagnosis: Optic Neuritis" using "Optic Neuritis (2.16.840.1.113883.3.526.3.1467)"

. "Diagnosis: Other and Unspecified Forms of Chorioretinitis and Retinochoroiditis" using "Other and Unspecified Forms of Chorioretinitis and
Retinochoroiditis (2.16.840.1.113883.3.526.3.1468)"

. "Diagnosis: Other Background Retinopathy and Retinal Vascular Changes" using "Other Background Retinopathy and Retinal Vascular Changes
(2.16.840.1.113883.3.526.3.1469)"

. "Diagnosis: Other Disorders of Optic Nerve" using "Other Disorders of Optic Nerve (2.16.840.1.113883.3.526.3.1471)"

. "Diagnosis: Other Endophthalmitis" using "Other Endophthalmitis (2.16.840.1.113883.3.526.3.1473)"

. "Diagnosis: Other Proliferative Retinopathy" using "Other Proliferative Retinopathy (2.16.840.1.113883.3.526.3.1480)"

. "Diagnosis: Pathologic Myopia" using "Pathologic Myopia (2.16.840.1.113883.3.526.3.1432)"

. "Diagnosis: Posterior Lenticonus" using "Posterior Lenticonus (2.16.840.1.113883.3.526.3.1433)"

. "Diagnosis: Prior Penetrating Keratoplasty" using "Prior Penetrating Keratoplasty (2.16.840.1.113883.3.526.3.1475)"

. "Diagnosis: Purulent Endophthalmitis" using "Purulent Endophthalmitis (2.16.840.1.113883.3.526.3.1477)"
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"Diagnosis: Retinal Detachment with Retinal Defect" using "Retinal Detachment with Retinal Defect (2.16.840.1.113883.3.526.3.1478)"

"Diagnosis: Retinal Vascular Occlusion" using "Retinal Vascular Occlusion (2.16.840.1.113883.3.526.3.1479)"

"Diagnosis: Retrolental Fibroplasias" using "Retrolental Fibroplasias (2.16.840.1.113883.3.526.3.1438)"

"Diagnosis: Scleritis" using "Scleritis (2.16.840.1.113762.1.4.1226.1)"

"Diagnosis: Separation of Retinal Layers" using "Separation of Retinal Layers (2.16.840.1.113883.3.526.3.1482)"

"Diagnosis: Traumatic Cataract" using "Traumatic Cataract (2.16.840.1.113883.3.526.3.1443)"

"Diagnosis: Uveitis" using "Uveitis (2.16.840.1.113883.3.526.3.1444)"

"Diagnosis: Vascular Disorders of Iris and Ciliary Body" using "Vascular Disorders of Iris and Ciliary Body (2.16.840.1.113883.3.526.3.1445)"

"Diagnosis: Visual Field Defects" using "Visual Field Defects (2.16.840.1.113883.3.526.3.1446)"

"Patient Characteristic Ethnicity: Ethnicity" using "Ethnicity (2.16.840.1.114222.4.11.837)"

"Patient Characteristic Payer: Payer" using "Payer (2.16.840.1.114222.4.11.3591)"

"Patient Characteristic Race: Race" using "Race (2.16.840.1.114222.4.11.836)"

"Patient Characteristic Sex: ONC Administrative Sex" using "ONC Administrative Sex (2.16.840.1.113762.1.4.1)"

"Physical Exam, Performed: Best corrected visual acuity (observable entity)" using "Best corrected visual acuity (observable entity) (SNOMEDCT

Code 419775003)"

. "Physical Exam, Performed: Best Corrected Visual Acuity Exam Using Snellen Chart" using "Best Corrected Visual Acuity Exam Using Snellen Chart
(2.16.840.1.113883.3.526.3.1560)"

. "Procedure, Performed: Cataract Surgery" using "Cataract Surgery (2.16.840.1.113883.3.526.3.1411)"

Supplemental Data Elements
4 SDE Ethnicity
["Patient Characteristic Ethnicity": "Ethnicity"]
4 SDE Payer
["Patient Characteristic Payer": "Payer"]
4 SDE Race
["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Risk Adjustment Variables

None

None
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Preventive Care and Scr i Tob. Use: Scr and Cessation Intervention
138 11.0.000
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January 1, 20XX through December 31, 20XX
National Committee for Quality Assurance
National Committee for Quality Assurance
American Medical Association (AMA)

PCPI(R) Foundation (PCPI[R])

National Quality Forum

Percentage of patients aged 18 years and older who were screened for tobacco use one or more times during the
measurement period AND who received tobacco cessation intervention during the measurement period or in the six
months prior to the measurement period if identified as a tobacco user.

Three rates are reported:

a. Percentage of patients aged 18 years and older who were screened for tobacco use one or more times during the
measurement period

b. Percentage of patients aged 18 years and older who were identified as a tobacco user during the measurement
period who received tobacco cessation intervention during the measurement period or in the six months prior to the
measurement period

c. Percentage of patients aged 18 years and older who were screened for tobacco use one or more times during the
measurement period AND who received tobacco cessation intervention during the measurement period or in the six
months prior to the measurement period if identified as a tobacco user

This Physician Performance Measure (Measure) and related data specifications are owned by the National Committee
for Quality Assurance (NCQA). NCQA is not responsible for any use of the Measure. NCQA makes no representations,
warranties, or endorsement about the quality of any organization or physician that uses or reports performance
measures and NCQA has no liability to anyone who relies on such measures or specifications. NCQA holds a copyright
in the Measure. The Measure can be reproduced and distributed, without modification, for noncommercial purposes
(e.g., use by healthcare providers in connection with their practices) without obtaining approval from NCQA.
Commercial use is defined as the sale, licensing, or distribution of the Measure for commercial gain, or incorporation
of the Measure into a product or service that is sold, licensed or distributed for commercial gain. All commercial uses
or requests for modification must be approved by NCQA and are subject to a license at the discretion of NCQA. The
Physician Consortium for Performance Improvement’s (PCPI) and American Medical Association’s (AMA) significant
past efforts and contributions to the development and updating of the measure are acknowledged. (C) 2012-2021
National Committee for Quality Assurance. All Rights Reserved.

Limited proprietary coding is contained in the Measure specifications for user convenience. Users of proprietary code
sets should obtain all necessary licenses from the owners of the code sets. NCQA disclaims all liability for use or
accuracy of any third party codes contained in the specifications.

CPT(R) contained in the Measure specifications is copyright 2004-2021 American Medical Association. LOINC(R)
copyright 2004-2021 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms(R) (SNOMED CT[R])
copyright 2004-2021 International Health Terminology Standards Development Organisation. ICD-10 copyright 2021
World Health Organization. All Rights Reserved.

The performance Measure is not a clinical guideline and does not establish a standard of medical care, and has not
been tested for all potential applications. THE MEASURE AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT
WARRANTY OF ANY KIND.

Due to technical limitations, registered trademarks are indicated by (R) or [R] and unregistered trademarks are
indicated by (TM) or [TM].

Proportion
Process
None
None
None

This measure is intended to promote adult tobacco screening and tobacco cessation interventions for those who use
tobacco products. There is good evidence that tobacco screening and brief cessation intervention (including counseling
and/or pharmacotherapy) is successful in helping tobacco users quit. Tobacco users who are able to stop using
tobacco lower their risk for heart disease, lung disease, and stroke.

The US Preventive Services Task Force (USPSTF) recommends that clinicians ask all adults about tobacco use, advise
them to stop using tobacco, and provide behavioral interventions and U.S. Food and Drug Administration (FDA)-
approved pharmacotherapy for cessation to nonpregnant adults who use tobacco (Grade A Recommendation) (U.S.
Preventive Services Task Force, 2021).

The USPSTF recommends that clinicians ask all pregnant persons about tobacco use, advise them to stop using
tobacco, and provide behavioral interventions for cessation to pregnant persons who use tobacco (Grade A
Recommendation) (U.S. Preventive Services Task Force, 2021).

The USPSTF concludes that the current evidence is insufficient to assess the balance of benefits and harms of
pharmacotherapy interventions for tobacco cessation in pregnant women (Grade I Statement) (U.S. Preventive
Services Task Force, 2021).

The USPSTF concludes that the current evidence is insufficient to assess the balance of benefits and harms of
electronic cigarettes (e-cigarettes) for tobacco cessation in adults, including pregnant persons. The USPSTF
recommends that clinicians direct patients who use tobacco to other tobacco cessation interventions with proven
effectiveness and established safety (Grade I Statement) (U.S. Preventive Services Task Force, 2021).

Higher score indicates better quality

Reference Type: CITATION

Reference Text: 'US Preventive Services Task Force. (2021). Interventions for Tobacco Smoking Cessation in Adults,
Including Pregnant Persons. US Preventive Services Task Force Recommendation Statement. JAMA, 325(3), 265-279.
doi:10.1001/jama.2020.25019'

Tobacco Use - use of any tobacco product

The 2021 USPSTF recommendation references the US Food and Drug Administration definition of tobacco which
includes “any product made or derived from tobacco intended for human consumption (except products that meet the
definition of drugs), including, but not limited to, cigarettes, cigars (including cigarillos and little cigars), dissolvables,
hookah tobacco, nicotine gels, pipe tobacco, roll-your-own tobacco, smokeless tobacco products (including dip, snuff,
snus, and chewing tobacco), vapes, electronic cigarettes (e-cigarettes), hookah pens, and other electronic nicotine
delivery systems.”
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The 2021 USPSTF recommendation describes smoking as generally referring to “the inhaling and exhaling of smoke
produced by combustible tobacco products such as cigarettes, cigars, and pipes.”

The 2021 USPSTF recommendation describes vaping as “the inhaling and exhaling of aerosols produced by e-
cigarettes.” In addition, it states, “vaping products (i.e., e-cigarettes) usually contain nicotine, which is the addictive
ingredient in tobacco. Substances other than tobacco can also be used to smoke or vape. While the 2015 USPSTF
recommendation statement used the term ‘electronic nicotine delivery systems’ or ‘ENDS,’ the USPSTF recognizes that
the field has shifted to using the term ‘e-cigarettes’ (or ‘e-cigs’) and uses the term e-cigarettes in the current
recommendation statement. e-Cigarettes can come in many shapes and sizes, but generally they heat a liquid that
contains nicotine (the addictive drug in tobacco) to produce an aerosol (or ‘vapor’) that is inhaled (‘vaped’) by users.”

Tobacco Cessation Intervention - Includes brief counseling (3 minutes or less), and/or pharmacotherapy -

Note: Concepts aligned with brief counseling (e.g., minimal and intensive advice/counseling interventions conducted
both in person and over the phone) are included in the value set for the numerator. Other concepts such as written
self-help materials (e.g., brochures, pamphlets) and complementary/alternative therapies are not included in the
value set and do not qualify for the numerator. Counseling also may be of longer duration or be performed more
frequently, as evidence shows that higher-intensity interventions are associated with higher tobacco cessation rates
(U.S. Preventive Services Task Force, 2021).

The requirement of two or more visits is to establish that the eligible clinician has an existing relationship with the
patient for certain types of encounters.

To satisfy the intent of this measure, a patient must have at least one tobacco use screening during the measurement
period. If a patient has multiple tobacco use screenings during the measurement period, only the most recent
screening, which has a documented status of tobacco user or tobacco non-user, will be used to satisfy the measure
requirements.

If a patient uses any type of tobacco (i.e., smokes or uses smokeless tobacco), the expectation is that they should
receive tobacco cessation intervention: either counseling and/or pharmacotherapy.

As noted above in the 2021 USPSTF recommendation statement, the current evidence is insufficient to recommend
electronic cigarettes (e-cigarettes) for tobacco cessation. However, as noted above in the Definition section, the 2021
USPSTF recommendation also references the US Food and Drug Administration definition of tobacco, which includes e-
cigarettes, hookah pens and other electronic nicotine delivery systems. Therefore, the measure does consider the use
of e-cigarettes and other electronic nicotine delivery systems to be tobacco use.

If a patient's tobacco use status is unknown, the patient does not meet the screening requirement and does not meet
the numerator for populations 1 or 3. Instances where tobacco use status of "unknown" include: 1) the patient was
not screened; or 2) the patient was screened and the patient (or caregiver) was unable to provide a definitive answer.

In order to promote a team-based approach to patient care, the tobacco cessation intervention can be performed by
another healthcare provider; therefore, the tobacco use screening and tobacco cessation intervention do not need to
be performed by the same provider or clinician.

This measure contains three reporting rates which aim to identify patients who were screened for tobacco use
(rate/population 1), patients who were identified as tobacco users and who received a tobacco cessation intervention
(rate/population 2), and a comprehensive look at the overall performance on tobacco screening and cessation
intervention (rate/population 3). By separating this measure into various reporting rates, the eligible clinician will be
able to better ascertain where gaps in performance exist, and identify opportunities for improvement. The overall rate
(rate/population 3) can be utilized to compare performance to published versions of this measure prior to the 2018
performance year, when the measure had a single performance rate. For accountability reporting in the CMS MIPS
program, the rate for population 2 is used for performance.

The denominator of population criteria 2 is a subset of the resulting numerator for population criteria 1, as population
criteria 2 is limited to assessing if patients identified as tobacco users received an appropriate tobacco cessation
intervention. For all patients, population criteria 1 and 3 are applicable, but population criteria 2 will only be applicable
for those patients who are identified as tobacco users. Therefore, data for every patient that meets the initial
population criteria will only be submitted for population 1 and 3, whereas data submitted for population 2 will be for a
subset of patients who meet the initial population criteria, as the denominator has been further limited to those who
were identified as tobacco users.

This eCQM is a patient-based measure.

This version of the eCQM uses QDM version 5.6. Please refer to the eCQI resource center
(https://ecqi.healthit.gov/qdm) for more information on the QDM.
TBD

All patients aged 18 years and older seen for at least two visits or at least one preventive visit during the
measurement period

Population 1:
Equals Initial Population

Population 2:
Equals Initial Population who were screened for tobacco use during the measurement period and identified as a
tobacco user

Population 3:
Equals Initial Population

Exclude patients who are in hospice care for any part of the measurement period

Population 1:
Patients who were screened for tobacco use at least once during the measurement period

Population 2:
Patients who received tobacco cessation intervention during the measurement period or in the six months prior to the
measurement period

Population 3:

Patients who were screened for tobacco use at least once during the measurement period AND who received tobacco
cessation intervention during the measurement period or in the six months prior to the measurement period if
identified as a tobacco user

Not Applicable
None

For every patient evaluated by this measure also identify payer, race, ethnicity and sex

Table of Contents
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Terminology
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. Risk Adjustment Variables

Population Criteria

4 Population Criteria 1
4 Initial Population
AgelnYearsAt(date from start of "Measurement Period")>= 18

and ( Count("Qualifying Visit During Measurement Period")>= 2
or exists "Preventive Visit During Measurement Period"
)

4 Denominator

"Initial Population"

4 Denominator Exclusions

Hospice."Has Hospice Services"

4 Numerator
"Most Recent Tobacco Use Screening Indicates Tobacco Non User" is not null
or "Most Recent Tobacco Use Screening Indicates Tobacco User" is not null
4 Numerator Exclusions

None

4 Denominator Exceptions

None

4 Stratification

None

4 Population Criteria 2
4 Initial Population
AgelnYearsAt(date from start of "Measurement Period")>= 18

and ( Count("Qualifying Visit During Measurement Period")>= 2
or exists "Preventive Visit During Measurement Period"
)

4 Denominator
"Initial Population"
and "Most Recent Tobacco Use Screening Indicates Tobacco User" is not null
4 Denominator Exclusions

Hospice."Has Hospice Services"

4 Numerator
exists "Tobacco Cessation Counseling Given"
or exists "Tobacco Cessation Pharmacotherapy Ordered"
or exists "Active Pharmacotherapy for Tobacco Cessation"
4 Numerator Exclusions

None

4 Denominator Exceptions

None

4 Stratification

None

4 Population Criteria 3
4 Initial Population
AgelnYearsAt(date from start of "Measurement Period")>= 18

and ( Count("Qualifying Visit During Measurement Period")>= 2
or exists "Preventive Visit During Measurement Period"
)

4 Denominator

"Initial Population"

4 Denominator Exclusions

Hospice."Has Hospice Services"

4 Numerator

"Most Recent Tobacco Use Screening Indicates Tobacco Non User" is not null
or ( "Most Recent Tobacco Use Screening Indicates Tobacco User" is not null
and ( exists "Tobacco Cessation Counseling Given"
or exists "Tobacco Cessation Pharmacotherapy Ordered"
or exists "Active Pharmacotherapy for Tobacco Cessation"
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4 Numerator Exclusions

None

4 Denominator Exceptions

None

4 Stratification

None

Definitions

4 Active Pharmacotherapy for Tobacco Cessation

["Medication, Active": "Tobacco Use Cessation Pharmacotherapy"] TakingCessationPharmacotherapy

where Global."NormalizeInterval" ( TakingCessationPharmacotherapy.relevantDatetime, TakingCessationPharmacotherapy.relevantPeriod ) during day of Interval[start of
"Measurement Period" - 6 months,

end of "Measurement Period"]

4 Denominator 1

"Initial Population"

4 Denominator 2

"Initial Population"
and "Most Recent Tobacco Use Screening Indicates Tobacco User" is not null

4 Denominator 3

"Initial Population"

4 Denominator Exclusion

Hospice."Has Hospice Services"

4 Hospice.Has Hospice Services

exists ( ["Encounter, Performed": "Encounter Inpatient"] InpatientEncounter
where ( InpatientEncounter.dischargeDisposition ~ "Discharge to home for hospice care (procedure)"
or InpatientEncounter.dischargeDisposition ~ "Discharge to healthcare facility for hospice care (procedure)"

and InpatientEncounter.relevantPeriod ends during day of "Measurement Period"

or exists ( ["Encounter, Performed": "Hospice Encounter"] HospiceEncounter
where HospiceEncounter.relevantPeriod overlaps "Measurement Period"
)
or exists ( ["Assessment, Performed": "Hospice care [Minimum Data Set]"] HospiceAssessment
where HospiceAssessment.result ~ "Yes (qualifier value)"
and Global."Normalizelnterval" ( HospiceAssessment.relevantDatetime, HospiceAssessment.relevantPeriod ) overlaps "Measurement Period"

or exists ( ["Intervention, Order": "Hospice Care Ambulatory"] HospiceOrder
where HospiceOrder.authorDatetime during day of "Measurement Period"

or exists ( ["Intervention, Performed": "Hospice Care Ambulatory"] HospicePerformed
where Global."NormalizeInterval" ( HospicePerformed.relevantDatetime, HospicePerformed.relevantPeriod ) overlaps "Measurement Period"

)

4 Initial Population

AgelnYearsAt(date from start of "Measurement Period")>= 18
and ( Count("Qualifying Visit During Measurement Period")>= 2
or exists "Preventive Visit During Measurement Period"

)

4 Most Recent Tobacco Use Screening Indicates Tobacco Non User

( Last(["Assessment, Performed": "Tobacco Use Screening"] TobaccoUseScreening
where Global."Normalizelnterval"(TobaccoUseScreening.relevantDatetime, TobaccoUseScreening.relevantPeriod)during "Measurement Period"
sort by start of Global."NormalizeInterval"(relevantDatetime, relevantPeriod)
)) MostRecentTobaccoUseScreening
where MostRecentTobaccoUseScreening.result in "Tobacco Non User"

4 Most Recent Tobacco Use Screening Indicates Tobacco User

( Last(["Assessment, Performed": "Tobacco Use Screening"] TobaccoUseScreening
where Global."NormalizeInterval"(TobaccoUseScreening.relevantDatetime, TobaccoUseScreening.relevantPeriod)during "Measurement Period"
sort by start of Global."NormalizeInterval"(relevantDatetime, relevantPeriod)
)) MostRecentTobaccoUseScreening
where MostRecentTobaccoUseScreening.result in "Tobacco User"

4 Numerator 1
"Most Recent Tobacco Use Screening Indicates Tobacco Non User" is not null
or "Most Recent Tobacco Use Screening Indicates Tobacco User" is not null

4 Numerator 2

exists "Tobacco Cessation Counseling Given"
or exists "Tobacco Cessation Pharmacotherapy Ordered"
or exists "Active Pharmacotherapy for Tobacco Cessation"

4 Numerator 3

"Most Recent Tobacco Use Screening Indicates Tobacco Non User" is not null
or ( "Most Recent Tobacco Use Screening Indicates Tobacco User" is not null
and ( exists "Tobacco Cessation Counseling Given"
or exists "Tobacco Cessation Pharmacotherapy Ordered"
or exists "Active Pharmacotherapy for Tobacco Cessation"
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)
)

4 Preventive Visit During Measurement Period

( ["Encounter, Performed": "Annual Wellness Visit"]

union ["Encounter, Performed": "Preventive Care Services Established Office Visit, 18 and Up"]

union ["Encounter, Performed": "Preventive Care Services Group Counseling"]

union ["Encounter, Performed" nlisted preventive medicine service"]

union ["Encounter, Performed": "Preventive Care Services Individual Counseling"]

union ["Encounter, Performed": "Postoperative follow-up visit, normally included in the surgical package, to indicate that an evaluation and management service was
performed during a postoperative period for a reason(s) related to the original procedure"]

union ["Encounter, Performed": "Nutrition Services"]

union ["Encounter, Performed": "Preventive Care Services Initial Office Visit, 18 and Up"] ) PreventiveEncounter

where PreventiveEncounter.relevantPeriod during day of "Measurement Period"

4 Qualifying Visit During Measurement Period

( ["Encounter, Performed": "Health behavior intervention, individual, face-to-face; initial 30 minutes"]
union ["Encounter, Performed": "Health behavior nent, or r nent (ie, health-focused clinical interview, behavioral observations, clinical decision making)"]
union ["Encounter, Performed": "Home Healthcare Services"]
union ["Encounter, Performed": "Occupational Therapy Evaluation"]
union ["Encounter, Performed": "Office Visit"]
union ["Encounter, Performed": "Ophthalmological Services"]
union ["Encounter, Performed": "Physical Therapy Evaluation"]
union ["Encounter, Performed": "Psych Visit Diagnostic Evaluation"]
union ["Encounter, Performed": "Psych Visit Psychotherapy"]
union ["Encounter, Performed": "Psychoanalysis"]
union ["Encounter, Performed": "Speech and Hearing Evaluation"]
union ["Encounter, Performed": "Telephone Visits"]
union ["Encounter, Performed": "Online Assessments"] ) OfficeBasedEncounter
where OfficeBasedEncounter.relevantPeriod during day of "Measurement Period"

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

4 Tobacco Cessation Counseling Given

( ["Intervention, Performed": "Tobacco Use Cessation Counseling"] TobaccoCessationCounseling
where Global."NormalizeInterval" ( TobaccoCessationCounseling.relevantDatetime, TobaccoCessationCounseling.relevantPeriod ) during day of Interval[start of
"Measurement Period" - 6 months,
end of "Measurement Period"]
)
union ( ["Diagnosis": "Tobacco abuse counseling"] TobaccoCounseling
where ( TobaccoCounseling.prevalencePeriod ) starts during day of Interval[start of "Measurement Period" - 6 months,
end of "Measurement Period"]

)

4 Tobacco Cessation Pharmacotherapy Ordered

["Medication, Order": "Tobacco Use Cessation Pharmacotherapy"] CessationPharmacotherapyOrdered
where CessationPharmacotherapyOrdered.authorDatetime during day of Interval[start of "Measurement Period" - 6 months,
end of "Measurement Period"]

Functions

4 Global.NormalizeInterval(pointInTime DateTime, period Interval<DateTime>)

if pointInTime is not null then Interval[pointInTime, pointInTime]
else if period is not null then period
else null as Interval<DateTime>

Terminology

. code "Discharge to healthcare facility for hospice care (procedure)" ("SNOMEDCT Code (428371000124100)")

. code "Discharge to home for hospice care (procedure)" ("SNOMEDCT Code (428361000124107)")

. code "Health behavior nent, or ri nent (ie, health-focused clinical interview, behavioral observations, clinical decision making)" ("CPT
Code (96156)")

. code "Health behavior intervention, individual, face-to-face; initial 30 minutes" ("CPT Code (96158)")

code "Hospice care [Minimum Data Set]" ("LOINC Code (45755-6)")

code "Postoperative follow-up visit, normally included in the surgical package, to indicate that an evaluation and management service was performed

during a postoperative period for a reason(s) related to the original procedure" ("CPT Code (99024)")

code "Tobacco abuse counseling" ("ICD10CM Code (Z71.6)")

code "Unlisted preventive medicine service" ("CPT Code (99429)")

code "Yes (qualifier value)" ("SNOMEDCT Code (373066001)")

valueset "Annual Wellness Visit" (2.16.840.1.113883.3.526.3.1240)

valueset "Encounter Inpatient" (2.16.840.1.113883.3.666.5.307)

valueset "Ethnicity" (2.16.840.1.114222.4.11.837)

valueset "Home Healthcare Services" (2.16.840.1.113883.3.464.1003.101.12.1016)

valueset "Hospice Care Ambulatory" (2.16.840.1.113883.3.526.3.1584)

valueset "Hospice Encounter" (2.16.840.1.113883.3.464.1003.1003)

valueset "Nutrition Services" (2.16.840.1.113883.3.464.1003.1006)

valueset "Occupational Therapy Evaluation" (2.16.840.1.113883.3.526.3.1011)

valueset "Office Visit" (2.16.840.1.113883.3.464.1003.101.12.1001)

valueset "ONC Administrative Sex" (2.16.840.1.113762.1.4.1)

valueset "Online Assessments" (2.16.840.1.113883.3.464.1003.101.12.1089)

valueset "Ophthalmological Services" (2.16.840.1.113883.3.526.3.1285)

valueset "Payer" (2.16.840.1.114222.4.11.3591)

valueset "Physical Therapy Evaluation" (2.16.840.1.113883.3.526.3.1022)

valueset "Preventive Care Services Established Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1025)

valueset "Preventive Care Services Group Counseling" (2.16.840.1.113883.3.464.1003.101.12.1027)

valueset "Preventive Care Services Individual Counseling" (2.16.840.1.113883.3.464.1003.101.12.1026)

valueset "Preventive Care Services Initial Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1023)
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valueset "Psych Visit Diagnostic Evaluation" (2.16.840.1.113883.3.526.3.1492)
valueset "Psych Visit Psychotherapy" (2.16.840.1.113883.3.526.3.1496)
valueset "Psychoanalysis" (2.16.840.1.113883.3.526.3.1141)

valueset "Race" (2.16.840.1.114222.4.11.836)

valueset "Speech and Hearing Evaluation" (2.16.840.1.113883.3.526.3.1530)
valueset "Telephone Visits" (2.16.840.1.113883.3.464.1003.101.12.1080)
valueset "Tobacco Non User" (2.16.840.1.113883.3.526.3.1189)

valueset "Tobacco Use Cessation Counseling" (2.16.840.1.113883.3.526.3.509)
valueset "Tobacco Use Cessation Pharmacotherapy" (2.16.840.1.113883.3.526.3.1190)
valueset "Tobacco Use Screening" (2.16.840.1.113883.3.526.3.1278)

valueset "Tobacco User" (2.16.840.1.113883.3.526.3.1170)

e e 0o 0 00000 0 0

Data Criteria (QDM Data Elements)

"Assessment, Performed: Hospice care [Minimum Data Set]" using "Hospice care [Minimum Data Set] (LOINC Code 45755-6)"

"Assessment, Performed: Tobacco Use Screening" using "Tobacco Use Screening (2.16.840.1.113883.3.526.3.1278)"

"Diagnosis: Tobacco abuse counseling" using "Tobacco abuse counseling (ICD10CM Code Z271.6)"

"Encounter, Performed: Annual Wellness Visit" using "Annual Wellness Visit (2.16.840.1.113883.3.526.3.1240)"

"Encounter, Performed: Encounter Inpatient" using "Encounter Inpatient (2.16.840.1.113883.3.666.5.307)"

"Encounter, Performed: Health behavior ment, or r nent (ie, health-focused clinical interview, behavioral observations, clinical decision

making)" using "Health behavior ment, or r nent (ie, health-focused clinical interview, behavioral observations, clinical decision

making) (CPT Code 96156)"

"Encounter, Performed: Health behavior intervention, individual, face-to-face; initial 30 minutes" using "Health behavior intervention, individual,

face-to-face; initial 30 minutes (CPT Code 96158)"

"Encounter, Performed: Home Healthcare Services" using "Home Healthcare Services (2.16.840.1.113883.3.464.1003.101.12.1016)"

"Encounter, Performed: Hospice Encounter" using "Hospice Encounter (2.16.840.1.113883.3.464.1003.1003)"

"Encounter, Performed: Nutrition Services" using "Nutrition Services (2.16.840.1.113883.3.464.1003.1006)"

"Encounter, Performed: Occupational Therapy Evaluation" using "Occupational Therapy Evaluation (2.16.840.1.113883.3.526.3.1011)"

"Encounter, Performed: Office Visit" using "Office Visit (2.16.840.1.113883.3.464.1003.101.12.1001)"

"Encounter, Performed: Online Assessments" using "Online Assessments (2.16.840.1.113883.3.464.1003.101.12.1089)"

"Encounter, Performed: Ophthalmological Services" using "Ophthalmological Services (2.16.840.1.113883.3.526.3.1285)"

"Encounter, Performed: Physical Therapy Evaluation" using "Physical Therapy Evaluation (2.16.840.1.113883.3.526.3.1022)"

"Encounter, Performed: Postoperative follow-up visit, normally included in the surgical package, to indicate that an evaluation and management

service was performed during a postoperative period for a reason(s) related to the original procedure" using "Postoperative follow-up visit, normally

included in the surgical package, to indicate that an evaluation and management service was performed during a postoperative period for a

reason(s) related to the original procedure (CPT Code 99024)"

. "Encounter, Performed: Preventive Care Services Established Office Visit, 18 and Up" using "Preventive Care Services Established Office Visit, 18 and
Up (2.16.840.1.113883.3.464.1003.101.12.1025)"

. "Encounter, Performed: Preventive Care Services Group Counseling" using "Preventive Care Services Group Counseling
(2.16.840.1.113883.3.464.1003.101.12.1027)"

. "Encounter, Performed: Preventive Care Services Individual Counseling" using "Preventive Care Services Individual Counseling
(2.16.840.1.113883.3.464.1003.101.12.1026)"

. "Encounter, Performed: Preventive Care Services Initial Office Visit, 18 and Up" using "Preventive Care Services Initial Office Visit, 18 and Up

(2.16.840.1.113883.3.464.1003.101.12.1023)"

"Encounter, Performed: Psych Visit Diagnostic Evaluation" using "Psych Visit Diagnostic Evaluation (2.16.840.1.113883.3.526.3.1492)"

"Encounter, Performed: Psych Visit Psychotherapy" using "Psych Visit Psychotherapy (2.16.840.1.113883.3.526.3.1496)"

"Encounter, Performed: Psychoanalysis" using "Psychoanalysis (2.16.840.1.113883.3.526.3.1141)"

"Encounter, Performed: Speech and Hearing Evaluation" using "Speech and Hearing Evaluation (2.16.840.1.113883.3.526.3.1530)"

"Encounter, Performed: Telephone Visits" using "Telephone Visits (2.16.840.1.113883.3.464.1003.101.12.1080)"

"Encounter, Performed: Unlisted preventive medicine service" using "Unlisted preventive medicine service (CPT Code 99429)"

"Intervention, Order: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"

"Intervention, Performed: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"

"Intervention, Performed: Tobacco Use Cessation Counseling" using "Tobacco Use Cessation Counseling (2.16.840.1.113883.3.526.3.509)"

"Medication, Active: Tobacco Use Cessation Pharmacotherapy" using "Tobacco Use Cessation Pharmacotherapy (2.16.840.1.113883.3.526.3.1190)"

"Medication, Order: Tobacco Use Cessation Pharmacotherapy" using "Tobacco Use Cessation Pharmacotherapy (2.16.840.1.113883.3.526.3.1190)"

"Patient Characteristic Ethnicity: Ethnicity" using "Ethnicity (2.16.840.1.114222.4.11.837)"

"Patient Characteristic Payer: Payer" using "Payer (2.16.840.1.114222.4.11.3591)"

"Patient Characteristic Race: Race" using "Race (2.16.840.1.114222.4.11.836)"

"Patient Characteristic Sex: ONC Administrative Sex" using "ONC Administrative Sex (2.16.840.1.113762.1.4.1)"

e e 0o 0000 0 0

e e 0 0000000000 0 0

Supplemental Data Elements

4 SDE Ethnicity
["Patient Characteristic Ethnicity": "Ethnicity"]
4 SDE Payer
["Patient Characteristic Payer": "Payer"]
4 SDE Race
["Patient Characteristic Race": "Race"]
4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Risk Adjustment Variables

None

None
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Falls: Screening for Future Fall Risk

139 11.0.000

Not Applicable bc5b4a57-b964-4399-9d40-667c896f31ea
January 1, 20XX through December 31, 20XX

National Committee for Quality Assurance

National Committee for Quality Assurance

American Medical Association (AMA)

PCPI(R) Foundation (PCPI[R])

None

Percentage of patients 65 years of age and older who were screened for future fall risk during the measurement
period

This Physician Performance Measure (Measure) and related data specifications is owned and copyrighted by the
National Committee for Quality Assurance (NCQA). NCQA makes no representations, warranties, or endorsement and
NCQA has no liability to anyone who relies on or uses such measures or specifications. This Measure is not a clinical
guideline and does not establish a standard of medical care, and has not been tested for all potential applications. The
Measure, while copyrighted, can be reproduced and distributed, without modification, for noncommercial purposes,
e.g., use by health care providers in connection with their practices. Commercial use is defined as the sale, license, or
distribution of the Measure for commercial gain, or incorporation of the Measure into a product or service that is sold,
licensed or distributed for commercial gain. All commercial uses or requests for modification must be approved by
NCQA and are subject to a license at the discretion of NCQA. (C) 2021 National Committee for Quality Assurance and
PCPI(R) Foundation. All Rights Reserved.

Limited proprietary coding is contained in the Measure specifications for user convenience. Users of proprietary code
sets should obtain all necessary licenses from the owners of the code sets. NCQA disclaims all liability for use or
accuracy of any third party codes contained in the specifications.

CPT(R) contained in the Measure specifications is copyright 2004-2021 American Medical Association. LOINC(R)
copyright 2004-2021 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms(R) (SNOMED CT[R])
copyright 2004-2021 International Health Terminology Standards Development Organisation. ICD-10 copyright 2021
World Health Organization. All Rights Reserved.

The performance Measure is not a clinical guideline and does not establish a standard of medical care, and has not
been tested for all potential applications. THE MEASURE AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT
WARRANTY OF ANY KIND.

Due to technical limitations, registered trademarks are indicated by (R) or [R] and unregistered trademarks are
indicated by (TM) or [TM].

Proportion
Process
None
None
None

As the leading cause of both fatal and nonfatal injuries for older adults, falls are one of the most common and
significant health issues facing people aged 65 years or older (Schneider, Shubert and Harmon, 2010). Moreover, the
rate of falls increases with age (Dykes et al., 2010). Older adults are five times more likely to be hospitalized for fall-
related injuries than any other cause-related injury. It is estimated that one in every three adults over 65 will fall each
year (Centers for Disease Control and Prevention, 2015). In those over age 80, the rate of falls increases to fifty
percent (Doherty et al., 2009). Falls are also associated with substantial cost and resource use, approaching $30,000
per fall hospitalization (Woolcott et al., 2011). Identifying at-risk patients is the most important part of management,
as applying preventive measures in this vulnerable population can have a profound effect on public health (al-Aama,
2011). Family physicians have a pivotal role in screening older patients for risk of falls, and applying preventive
strategies for patients at risk (al-Aama, 2011).

All older persons who are under the care of a heath professional (or their caregivers) should be asked at least once a
year about falls. (American Geriatrics Society/British Geriatric Society/American Academy of Orthopaedic Surgeons,
2010)

Older persons who present for medical attention because of a fall, report recurrent falls in the past year, or
demonstrate abnormalities of gait and/or balance should have a fall evaluation performed. This evaluation should be
performed by a clinician with appropriate skills and experience, which may necessitate referral to a specialist (e.g.,
geriatrician). (AGS/BGS/AAQS, 2010)

A higher score indicates better quality
Reference Type: CITATION

Reference Text: 'al-Aama, T. 2011. "Falls in the Elderly: Spectrum and Prevention." Can Fam Physician 57(7),771-6."
Reference Type: CITATION

Reference Text: 'American Geriatrics Society and British Geriatric Society. (2010) Prevention of Falls in Older Persons
Clinical Practice Guidelines. Accessed June 14, 2018. Available at
https://www.archcare.org/sites/default/files/pdf/2010-prevention-of-falls-in-older-persons-ags-and-bgs-clinical-
practice-guideline.pdf'

Reference Type: CITATION

Reference Text: 'Centers for Disease Control and Prevention. 2015. "Important Facts about Falls" (December 14,
2015) http://www.cdc.gov/HomeandRecreationalSafety/Falls/adultfalls.html'

Reference Type: CITATION

Reference Text: 'Doherty, M., and J. Crossen-Sills. 2009. "Fall Risk: Keep your Patients in Balance." The Nurse
Practitioner: The American Journal of Primary Health Care 34(12),46-51."

Reference Type: CITATION

Reference Text: 'Dykes, P.C., D.L. Carroll DL, A. Hurley A, S. Lipsitz S, A. Benoit A, F. Chang F, S. Meltzer S, R.
Tsurikova R, L. Zuyov L, B. Middleton B. 2010. "Fall Prevention in Acute Care Hospitals: A Randomized Trial." JAMA.
2010;304(17),1912-1918."

Reference Type: CITATION
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Reference Text: 'Schneider, E.C., T.E. Shubert, and K.J. Harmon. 2010. "Addressing the Escalating Public Health Issue
of Falls Among Older Adults." NC Med J 71(6),547-52."

Reference Type: CITATION

Reference Text: 'Woolcott, J.C., K.M. Khan, S. Mitrovic, A.H. Anis, C.A. Marra. 2011. "The Cost of Fall Related
Presentations to the ED: A Prospective, In-Person, Patient-Tracking Analysis of Health Resource Utilization." Osteporos
Int [Epub ahead of print].'

Screening for Future Fall Risk: Assessment of whether an individual has experienced a fall or problems with gait or
balance. A specific screening tool is not required for this measure, however potential screening tools include the Morse
Fall Scale and the timed Get-Up-And-Go test.

Fall: A sudden, unintentional change in position causing an individual to land at a lower level, on an object, the floor,
or the ground, other than as a consequence of sudden onset of paralysis, epileptic seizure, or overwhelming external
force.

This eCQM is a patient-based measure.

This version of the eCQM uses QDM version 5.6. Please refer to the eCQI resource center
(https://ecqi.healthit.gov/qdm) for more information on the QDM.

TBD

Patients aged 65 years and older at the start of the measurement period with a visit during the measurement period
Equals Initial Population

Exclude patients who are in hospice care for any part of the measurement period

Patients who were screened for future fall risk at least once within the measurement period

Not Applicable

None

For every patient evaluated by this measure also identify payer, race, ethnicity and sex

Table of Contents

Population Criteria

Definitions

Functions

Terminology

Data Criteria (QDM Data Elements)
Supplemental Data Elements

Risk Adjustment Variables

Population Criteria

4 Initial Population

AgelnYearsAt(date from start of "Measurement Period")>= 65
and exists "Qualifying Encounter"

4 Denominator

"Initial Population"

4 Denominator Exclusions

Hospice."Has Hospice Services"

4 Numerator
exists ( ["Assessment, Performed": "Falls Screening"] FallsScreening
where Global."Normalizelnterval" ( FallsScreening.relevantDatetime, FallsScreening.relevantPeriod ) during day of "Measurement Period"

)

4 Numerator Exclusions

None

4 Denominator Exceptions

None

4 Stratification

None

Definitions

4 Denominator

"Initial Population"

4 Denominator Exclusions

Hospice."Has Hospice Services"

4 Hospice.Has Hospice Services
exists ( ["Encounter, Performed": "Encounter Inpatient"] InpatientEncounter

where ( InpatientEncounter.dischargeDisposition ~ "Discharge to home for hospice care (procedure)"
or InpatientEncounter.dischargeDisposition ~ "Discharge to healthcare facility for hospice care (procedure)"

and InpatientEncounter.relevantPeriod ends during day of "Measurement Period"
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or exists ( ["Encounter, Performed": "Hospice Encounter"] HospiceEncounter
where HospiceEncounter.relevantPeriod overlaps "Measurement Period"

or exists ( ["Assessment, Performed": "Hospice care [Minimum Data Set]"] HospiceAssessment
where HospiceAssessment.result ~ "Yes (qualifier value)"

and Global."Normalizelnterval" ( HospiceAssessment.relevantDatetime, HospiceAssessment.relevantPeriod ) overlaps "Measurement Period"

or exists ( ["Intervention, Order": "Hospice Care Ambulatory"] HospiceOrder
where HospiceOrder.authorDatetime during day of "Measurement Period"

or exists ( ["Intervention, Performed": "Hospice Care Ambulatory"] HospicePerformed

)

where Global."NormalizeInterval" ( HospicePerformed.relevantDatetime, HospicePerformed.relevantPeriod ) overlaps "Measurement Period"

4 Initial Population

AgelnYearsAt(date from start of "Measurement Period")>= 65
and exists "Qualifying Encounter"

4 Numerator

exists ( ["Assessment, Performed": "Falls Screening"] FallsScreening

)

where Global."Normalizelnterval" ( FallsScreening.relevantDatetime, FallsScreening.relevantPeriod ) during day of "Measurement Period"

4 Qualifying Encounter

( ["Encounter, Performed": "Office Visit"]
union ["Encounter, Performed": "Annual Wellness Visit"]
union ["Encounter, Performed": "Preventive Care Services Established Office Visit, 18 and Up"]
union ["Encounter, Performed": "Preventive Care Services Initial Office Visit, 18 and Up"]
union ["Encounter, Performed": "Home Healthcare Services"]
union ["Encounter, Performed": "Ophthalmological Services"]
union ["Encounter, Performed Preventive Care Services Individual Counseling"]
union ["Encounter, Performed": "Discharge Services Nursing Facility"]
union ["Encounter, Performed": "Nursing Facility Visit"]
union ["Encounter, Performed": "Care Services in Long Term Residential Facility"]
union ["Encounter, Performed": "Audiology Visit"]
union ["Encounter, Performed": "Telephone Visits"]
union ["Encounter, Performed": "Online Assessments"]
union ["Encounter, Performed Physical Therapy Evaluation"]
union ["Encounter, Performed": "Occupational Therapy Evaluation"] ) ValidEncounters
where ValidEncounters.relevantPeriod during day of "Measurement Period"

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Functions

4 Global.NormalizeInterval(pointInTime DateTime, period Interval<DateTime>)

if pointInTime is not null then Interval[pointInTime, pointInTime]
else if period is not null then period
else null as Interval<DateTime>

Terminology

code "Discharge to healthcare facility for hospice care (procedure)" ("SNOMEDCT Code (428371000124100)")
code "Discharge to home for hospice care (procedure)" ("SNOMEDCT Code (428361000124107)")

code "Hospice care [Minimum Data Set]" ("LOINC Code (45755-6)")

code "Yes (qualifier value)" ("SNOMEDCT Code (373066001)")

valueset "Annual Wellness Visit" (2.16.840.1.113883.3.526.3.1240)

valueset "Audiology Visit" (2.16.840.1.113883.3.464.1003.101.12.1066)

valueset "Care Services in Long Term Residential Facility" (2.16.840.1.113883.3.464.1003.101.12.1014)
valueset "Discharge Services Nursing Facility" (2.16.840.1.113883.3.464.1003.101.12.1013)

valueset "Encounter Inpatient" (2.16.840.1.113883.3.666.5.307)

valueset "Ethnicity" (2.16.840.1.114222.4.11.837)

valueset "Falls Screening" (2.16.840.1.113883.3.464.1003.118.12.1028)

valueset "Home Healthcare Services" (2.16.840.1.113883.3.464.1003.101.12.1016)

valueset "Hospice Care Ambulatory" (2.16.840.1.113883.3.526.3.1584)

valueset "Hospice Encounter" (2.16.840.1.113883.3.464.1003.1003)

valueset "Nursing Facility Visit" (2.16.840.1.113883.3.464.1003.101.12.1012)

valueset "Occupational Therapy Evaluation" (2.16.840.1.113883.3.526.3.1011)

valueset "Office Visit" (2.16.840.1.113883.3.464.1003.101.12.1001)

valueset "ONC Administrative Sex" (2.16.840.1.113762.1.4.1)

valueset "Online Assessments" (2.16.840.1.113883.3.464.1003.101.12.1089)

valueset "Ophthalmological Services" (2.16.840.1.113883.3.526.3.1285)

valueset "Payer" (2.16.840.1.114222.4.11.3591)

valueset "Physical Therapy Evaluation" (2.16.840.1.113883.3.526.3.1022)

valueset "Preventive Care Services Established Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1025)
valueset "Preventive Care Services Individual Counseling" (2.16.840.1.113883.3.464.1003.101.12.1026)
valueset "Preventive Care Services Initial Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1023)
valueset "Race" (2.16.840.1.114222.4.11.836)

valueset "Telephone Visits" (2.16.840.1.113883.3.464.1003.101.12.1080)

Data Criteria (QDM Data Elements)

. "Assessment, Performed: Falls Screening" using "Falls Screening (2.16.840.1.113883.3.464.1003.118.12.1028)"
. "Assessment, Performed: Hospice care [Minimum Data Set]" using "Hospice care [Minimum Data Set] (LOINC Code 45755-6)"
. "Encounter, Performed: Annual Wellness Visit" using "Annual Wellness Visit (2.16.840.1.113883.3.526.3.1240)"
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. "Encounter, Performed: Audiology Visit" using "Audiology Visit (2.16.840.1.113883.3.464.1003.101.12.1066)"

. "Encounter, Performed: Care Services in Long Term Residential Facility" using "Care Services in Long Term Residential Facility
(2.16.840.1.113883.3.464.1003.101.12.1014)"
. "Encounter, Performed: Discharge Services Nursing Facility" using "Discharge Services Nursing Facility

(2.16.840.1.113883.3.464.1003.101.12.1013)"

. "Encounter, Performed: Encounter Inpatient" using "Encounter Inpatient (2.16.840.1.113883.3.666.5.307)"

. "Encounter, Performed: Home Healthcare Services" using "Home Healthcare Services (2.16.840.1.113883.3.464.1003.101.12.1016)"

. "Encounter, Performed: Hospice Encounter" using "Hospice Encounter (2.16.840.1.113883.3.464.1003.1003)"

. "Encounter, Performed: Nursing Facility Visit" using "Nursing Facility Visit (2.16.840.1.113883.3.464.1003.101.12.1012)"

. "Encounter, Performed: Occupational Therapy Evaluation" using "Occupational Therapy Evaluation (2.16.840.1.113883.3.526.3.1011)"

. "Encounter, Performed: Office Visit" using "Office Visit (2.16.840.1.113883.3.464.1003.101.12.1001)"

. "Encounter, Performed: Online Assessments" using "Online Assessments (2.16.840.1.113883.3.464.1003.101.12.1089)"

. "Encounter, Performed: Ophthalmological Services" using "Ophthalmological Services (2.16.840.1.113883.3.526.3.1285)"

. "Encounter, Performed: Physical Therapy Evaluation" using "Physical Therapy Evaluation (2.16.840.1.113883.3.526.3.1022)"

. "Encounter, Performed: Preventive Care Services Established Office Visit, 18 and Up" using "Preventive Care Services Established Office Visit, 18
and Up (2.16.840.1.113883.3.464.1003.101.12.1025)"

. "Encounter, Performed: Preventive Care Services Individual Counseling" using "Preventive Care Services Individual Counseling
(2.16.840.1.113883.3.464.1003.101.12.1026)"

. "Encounter, Performed: Preventive Care Services Initial Office Visit, 18 and Up" using "Preventive Care Services Initial Office Visit, 18 and Up
(2.16.840.1.113883.3.464.1003.101.12.1023)"

. "Encounter, Performed: Telephone Visits" using "Telephone Visits (2.16.840.1.113883.3.464.1003.101.12.1080)"

. "Intervention, Order: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"

. "Intervention, Performed: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"

. "Patient Characteristic Ethnicity: Ethnicity" using "Ethnicity (2.16.840.1.114222.4.11.837)"

. "Patient Characteristic Payer: Payer" using "Payer (2.16.840.1.114222.4.11.3591)"

. "Patient Characteristic Race: Race" using "Race (2.16.840.1.114222.4.11.836)"

. "Patient Characteristic Sex: ONC Administrative Sex" using "ONC Administrative Sex (2.16.840.1.113762.1.4.1)"

Supplemental Data Elements
4 SDE Ethnicity
["Patient Characteristic Ethnicity": "Ethnicity"]
4 SDE Payer
["Patient Characteristic Payer": "Payer"]
4 SDE Race
["Patient Characteristic Race": "Race"]
4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Risk Adjustment Variables

None

None
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Not Applicable 53d6d7c3-43fb-4d24-8099-17e74c022c05
January 1, 20XX through December 31, 20XX

American Academy of Ophthalmology

American Academy of Ophthalmology

American Medical Association (AMA)

PCPI(R) Foundation (PCPI[R])

None

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

Copyright 2022 American Academy of Ophthalmology. All Rights Reserved.

The Measure is not a clinical guideline, does not establish a standard of medical care, and has not been tested for all
potential applications.

The Measure, while copyrighted, can be reproduced and distributed, without modification, for noncommercial
purposes, e.g., use by health care providers in connection with their practices. Commercial use is defined as the sale,
license, or distribution of the Measure for commercial gain, or incorporation of the Measure into a product or service
that is sold, licensed or distributed for commercial gain.

Commercial uses of the Measure require a license agreement between the user and the American Academy of
Ophthalmology (Academy). Neither the Academy, its members, the American Medical Association (AMA), nor the
former AMA-convened Physician Consortium for Performance Improvement(R) (AMA-PCPI), nor PCPI, nor their
members shall be responsible for any use of the Measure.

The PCPI's and AMA’s significant past efforts and contributions to the development and updating of the Measures are
acknowledged. The National Committee for Quality Assurance's significant past efforts and contributions to the
development and updating of the Measure is acknowledged.

THE MEASURE AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT WARRANTY OF ANY KIND.

Limited proprietary coding is contained in the Measure specifications for convenience. A license agreement must be
entered prior to a third party’s use of Current Procedural Terminology (CPT[R]) or other proprietary code set contained
in the Measures. Any other use of CPT or other coding by the third party is strictly prohibited. The Academy, the AMA,
and former members of the PCPI disclaim all liability for use or accuracy of any CPT or other coding contained in the
specifications.

CPT(R) contained in the Measure specifications is copyright 2004-2021 American Medical Association. LOINC(R) is
copyright 2004-2021 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms(R) (SNOMED CT[R])
copyright 2004-2021 International Health Terminology Standards Development Organisation. ICD-10 is copyright

2021 World Health Organization. All Rights Reserved.

Due to technical limitations, registered trademarks are indicated by (R) or [R].
Proportion

Process

None

None

None

Diabetic retinopathy is a prevalent complication of diabetes, estimated to affect 28.5% of diabetic patients in the US
(Zhang et al., 2010). Diabetic Retinopathy is a key indicator of systemic complications of diabetes (Zhang, 2010).
Coordination of care between the eye care specialist and the physician managing a patient’s ongoing diabetes care is
essential in stemming the progression of vision loss. Communication from the eye care specialist to a primary care
physician facilitates the exchange of information about the severity and progression of a patient’s diabetic retinopathy,
adherence to recommended ocular care, need for follow-up visits, and treatment plans (Storey et al., 2016). Data
from the Diabetes Control and Complications Trial showed that diabetic treatment and maintenance of glucose control
delays the onset and slows the progression of diabetic retinopathy (Aiello & DCCT/EDIC Research Group, 2014).

The ophthalmologist should refer patients with diabetes to a primary care physician for appropriate management of
their systemic condition and should communicate examination results to the physician managing the patient's ongoing
diabetes care (III; Good Quality; Strong Recommendation) (American Academy of Ophthalmology, 2017).

Ophthalmologists should communicate the ophthalmologic findings and level of retinopathy with the primary care
physician as well as the need for optimizing metabolic control (III; Good Quality; Strong Recommendation) (American
Academy of Ophthalmology, 2017).

Close partnership with the primary care physician is important to make sure that the care of the patient is optimized
(I1I; Good Quality; Strong Recommendation) (American Academy of Ophthalmology, 2017).

Higher score indicates better quality

Reference Type: CITATION

Reference Text: 'Aiello, L. P., & DCCT/EDIC Research Group (2014). Diabetic retinopathy and other ocular findings in
the diabetes control and complications trial/epidemiology of diabetes interventions and complications study. Diabetes
care, 37(1), 17-23. doi:10.2337/dc13-2251"

Reference Type: CITATION

Reference Text: '"American Academy of Ophthalmology. (2017). Diabetic retinopathy Preferred Practice Pattern. San
Francisco, CA: American Academy of Ophthalmology.'

Reference Type: CITATION

Reference Text: 'Storey, P. P., Murchison, A. P., Pizzi, L. T., Hark, L. A., Dai, Y., Leiby, B. E., & Haller, J. A. Impact of
physician communication on diabetic eye examination adherence: Results from a Retrospective Cohort Analysis.
Retina. 2016 Jan;36(1),20-7. doi:10.1097/IAE.0000000000000652'

Reference Type: CITATION

Reference Text: 'Zhang, X., Saaddine, J. B., Chou, C. F., Cotch, M. F,, Cheng, Y. J., Geiss, L. S., ... Klein, R. (2010).
Prevalence of diabetic retinopathy in the United States, 2005-2008. JAMA, 304(6), 649-656.
doi:10.1001/jama.2010.1111"
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Communication - May include documentation in the medical record indicating that the findings of the dilated macular
or fundus exam were communicated (e.g., 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 (e.g., mild nonproliferative, moderate nonproliferative, severe
nonproliferative, very severe nonproliferative, proliferative) AND the presence or absence of macular edema.

The measure, as written, does not specifically require documentation of laterality. Coding limitations in particular
clinical terminologies do not currently allow for that level of specificity (ICD-10-CM includes laterality, but SNOMED-CT
does not uniformly include this distinction). Therefore, at this time, it is not a requirement of this measure to indicate
laterality of the diagnoses, findings or procedures. Available coding to capture the data elements specified in this
measure has been provided. It is assumed that the eligible professional or eligible clinician will record laterality in the
patient medical record, as quality care and clinical documentation should include laterality.

The communication of results to the primary care physician providing ongoing care of a patient's diabetes should be
completed soon after the dilated exam is performed. Eligible professionals or eligible clinicians reporting on this
measure should note that all data for the reporting year is to be submitted by the deadline established by CMS.
Therefore, eligible professionals or eligible clinicians who see patients towards the end of the reporting period (i.e.,
December in particular), should communicate the results of the dilated macular exam as soon as possible in order for
those patients to be counted in the measure numerator. Communicating the results as soon as possible after the date
of the exam will ensure the data are included in the submission to CMS.

This eCQM is a patient-based measure.

Telehealth encounters are not eligible for this measure because the measure requires a clinical action that cannot be
conducted via telehealth.

This version of the eCQM uses QDM version 5.6. Please refer to the eCQI resource center
(https://ecqi.healthit.gov/qdm) for more information on the QDM.

TBD

All patients aged 18 years and older with a diagnosis of diabetic retinopathy
Equals Initial Population who had a dilated macular or fundus exam performed
None

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

Not Applicable

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.

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.

For every patient evaluated by this measure also identify payer, race, ethnicity and sex

Table of Contents

Population Criteria

Definitions

Functions

Terminology.

Data Criteria (QDM Data Elements),
Supplemental Data Elements

Risk Adjustment Variables

Population Criteria

4 Initial Population

AgelnYearsAt(date from start of "Measurement Period")>= 18
and exists "Diabetic Retinopathy Encounter"

4 Denominator

"Initial Population"
and exists "Macular Exam Performed"

4 Denominator Exclusions

None

4 Numerator
exists "Level of Severity of Retinopathy Findings Communicated"
and ( exists "Macular Edema Absence Communicated"
or exists "Macular Edema Presence Communicated"

)

4 Numerator Exclusions

None

4 Denominator Exceptions
exists "Medical or Patient Reason for Not Communicating Level of Severity of Retinopathy"

or exists "Medical or Patient Reason for Not Communicating Absence of Macular Edema"
or exists "Medical or Patient Reason for Not Communicating Presence of Macular Edema"

4 Stratification

None
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Definitions

4 Denominator

"Initial Population"
and exists "Macular Exam Performed"

4 Denominator Exceptions

exists "Medical or Patient Reason for Not Communicating Level of Severity of Retinopathy"
or exists "Medical or Patient Reason for Not Communicating Absence of Macular Edema"
or exists "Medical or Patient Reason for Not Communicating Presence of Macular Edema"

4 Diabetic Retinopathy Encounter

"Qualifying Encounter During Measurement Period" ValidQualifyingEncounter
with ["Diagnosis": "Diabetic Retinopathy"] DiabeticRetinopathy
such that DiabeticRetinopathy.prevalencePeriod overlaps ValidQualifyingEncounter.relevantPeriod

4 Initial Population

AgelnYearsAt(date from start of "Measurement Period")>= 18
and exists "Diabetic Retinopathy Encounter"

4 Level of Severity of Retinopathy Findings Communicated

["Communication, Performed": "Level of Severity of Retinopathy Findings"] LevelOfSeverityCommunicated
with "Diabetic Retinopathy Encounter" EncounterDiabeticRetinopathy
such that LevelOfSeverityCommunicated.sentDatetime after start of EncounterDiabeticRetinopathy.relevantPeriod

4 Macular Edema Absence Communicated

["Communication, Performed": "Macular edema absent (situation)"] MacularEdemaAbsentCommunicated
with "Diabetic Retinopathy Encounter" EncounterDiabeticRetinopathy
such that MacularEdemaAbsentCommunicated.sentDatetime after start of EncounterDiabeticRetinopathy.relevantPeriod

4 Macular Edema Presence Communicated

["Communication, Performed": "Macular Edema Findings Present"] MacularEdemaPresentCommunicated
with "Diabetic Retinopathy Encounter" EncounterDiabeticRetinopathy
such that MacularEdemaPresentCommunicated.sentDatetime after start of EncounterDiabeticRetinopathy.relevantPeriod

4 Macular Exam Performed

["Diagnostic Study, Performed": "Macular Exam"] MacularExam
with "Diabetic Retinopathy Encounter" EncounterDiabeticRetinopathy
such that Global."NormalizeInterval" ( MacularExam.relevantDatetime, MacularExam.relevantPeriod ) during EncounterDiabeticRetinopathy.relevantPeriod
where MacularExam.result is not null

4 Medical or Patient Reason for Not Communicating Absence of Macular Edema

["Communication, Not Performed": "Macular edema absent (situation)"] MacularEdemaAbsentNotCommunicated
with "Diabetic Retinopathy Encounter" EncounterDiabeticRetinopathy
such that MacularEdemaAbsentNotCommunicated.authorDatetime during EncounterDiabeticRetinopathy.relevantPeriod
where ( MacularEdemaAbsentNotCommunicated.negationRationale in "Medical Reason"
or MacularEdemaAbsentNotCommunicated.negationRationale in "Patient Reason"

4 Medical or Patient Reason for Not Communicating Level of Severity of Retinopathy

["Communication, Not Performed": "Level of Severity of Retinopathy Findings"] LevelOfSeverityNotCommunicated
with "Diabetic Retinopathy Encounter" EncounterDiabeticRetinopathy
such that LevelOfSeverityNotCommunicated.authorDatetime during EncounterDiabeticRetinopathy.relevantPeriod
where ( LevelOfSeverityNotCommunicated.negationRationale in "Medical Reason"
or LevelOfSeverityNotCommunicated.negationRationale in "Patient Reason"

)

4 Medical or Patient Reason for Not Communicating Presence of Macular Edema

["Communication, Not Performed": "Macular Edema Findings Present"] MacularEdemaPresentNotCommunicated
with "Diabetic Retinopathy Encounter" EncounterDiabeticRetinopathy
such that MacularEdemaPresentNotCommunicated.authorDatetime during EncounterDiabeticRetinopathy.relevantPeriod
where ( MacularEdemaPresentNotCommunicated.negationRationale in "Medical Reason"
or MacularEdemaPresentNotCommunicated.negationRationale in "Patient Reason"

4 Numerator

exists "Level of Severity of Retinopathy Findings Communicated"
and ( exists "Macular Edema Absence Communicated"
or exists "Macular Edema Presence Communicated"

)

4 Qualifying Encounter During Measurement Period

( ["Encounter, Performed": "Office Visit"]
union ["Encounter, Performed": "Ophthalmological Services"]
union ["Encounter, Performed": "Outpatient Consultation"]
union ["Encounter, Performed": "Care Services in Long-Term Residential Facility"]
union ["Encounter, Performed": "Nursing Facility Visit"] ) QualifyingEncounter
where QualifyingEncounter.relevantPeriod during "Measurement Period"
and QualifyingEncounter.class !~ "virtual"

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

file:///Users/floralum/Downloads/EC-eCQM-2022-05-v2/CMS142v11/CMS142v11.html

3/4



1/21/23,9:05 PM

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Functions

4 Global.NormalizeInterval(pointInTime DateTime, period Interval<DateTime>)

if pointInTime is not null then Interval[pointInTime, pointInTime]
else if period is not null then period
else null as Interval<DateTime>

Terminology

code "Macular edema absent (situation)" ("SNOMEDCT Code (428341000124108)")
code "virtual" ("ActCode Code (VR)")

valueset "Care Services in Long-Term Residential Facility" (2.16.840.1.113883.3.464.1003.101.12.1014)
valueset "Diabetic Retinopathy" (2.16.840.1.113883.3.526.3.327)

valueset "Ethnicity" (2.16.840.1.114222.4.11.837)

valueset "Level of Severity of Retinopathy Findings" (2.16.840.1.113883.3.526.3.1283)
valueset "Macular Edema Findings Present" (2.16.840.1.113883.3.526.3.1320)
valueset "Macular Exam" (2.16.840.1.113883.3.526.3.1251)

valueset "Medical Reason" (2.16.840.1.113883.3.526.3.1007)

valueset "Nursing Facility Visit" (2.16.840.1.113883.3.464.1003.101.12.1012)
valueset "Office Visit" (2.16.840.1.113883.3.464.1003.101.12.1001)

valueset "ONC Administrative Sex" (2.16.840.1.113762.1.4.1)

valueset "Ophthalmological Services" (2.16.840.1.113883.3.526.3.1285)

valueset "Outpatient Consultation" (2.16.840.1.113883.3.464.1003.101.12.1008)
valueset "Patient Reason" (2.16.840.1.113883.3.526.3.1008)

valueset "Payer" (2.16.840.1.114222.4.11.3591)

valueset "Race" (2.16.840.1.114222.4.11.836)

Data Criteria (QDM Data Elements)

"Communication, Not Performed: Level of Severity of Retinopathy Findings" using "Level of Severity of Retinopathy Findings
(2.16.840.1.113883.3.526.3.1283)"

"Communication, Not Performed: Macular edema absent (situation)" using "Macular edema absent (situation) (SNOMEDCT Code
428341000124108)"

"Communication, Not Performed: Macular Edema Findings Present" using "Macular Edema Findings Present (2.16.840.1.113883.3.526.3.1320)"
"Communication, Performed: Level of Severity of Retinopathy Findings" using "Level of Severity of Retinopathy Findings
(2.16.840.1.113883.3.526.3.1283)"

"Communication, Performed: Macular edema absent (situation)" using "Macular edema absent (situation) (SNOMEDCT Code 428341000124108)"
"Communication, Performed: Macular Edema Findings Present" using "Macular Edema Findings Present (2.16.840.1.113883.3.526.3.1320)"
"Diagnosis: Diabetic Retinopathy" using "Diabetic Retinopathy (2.16.840.1.113883.3.526.3.327)"

"Diagnostic Study, Performed: Macular Exam" using "Macular Exam (2.16.840.1.113883.3.526.3.1251)"

"Encounter, Performed: Care Services in Long-Term Residential Facility" using "Care Services in Long-Term Residential Facility
(2.16.840.1.113883.3.464.1003.101.12.1014)"

"Encounter, Performed: Nursing Facility Visit" using "Nursing Facility Visit (2.16.840.1.113883.3.464.1003.101.12.1012)"

"Encounter, Performed: Office Visit" using "Office Visit (2.16.840.1.113883.3.464.1003.101.12.1001)"

"Encounter, Performed: Ophthalmological Services" using "Ophthalmological Services (2.16.840.1.113883.3.526.3.1285)"

"Encounter, Performed: Outpatient Consultation" using "Outpatient Consultation (2.16.840.1.113883.3.464.1003.101.12.1008)"

"Patient Characteristic Ethnicity: Ethnicity" using "Ethnicity (2.16.840.1.114222.4.11.837)"

"Patient Characteristic Payer: Payer" using "Payer (2.16.840.1.114222.4.11.3591)"

"Patient Characteristic Race: Race" using "Race (2.16.840.1.114222.4.11.836)"

"Patient Characteristic Sex: ONC Administrative Sex" using "ONC Administrative Sex (2.16.840.1.113762.1.4.1)"

Supplemental Data Elements

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Risk Adjustment Variables

None

None
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Primary Open-Angle Glaucoma (POAG): Optic Nerve Evaluation

143 11.0.000

0086e db9d9f09-6b6a-4749-a8b2-8c1fdb018823
January 1, 20XX through December 31, 20XX

American Academy of Ophthalmology

American Academy of Ophthalmology

American Medical Association (AMA)

PCPI(R) Foundation (PCPI[R])

National Quality Forum

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

Copyright 2022 American Academy of Ophthalmology. All Rights Reserved.

The Measure is not a clinical guideline, does not establish a standard of medical care, and has not been tested for all
potential applications.

The Measure, while copyrighted, can be reproduced and distributed, without modification, for noncommercial
purposes, e.g., use by health care providers in connection with their practices. Commercial use is defined as the sale,
license, or distribution of the Measure for commercial gain, or incorporation of the Measure into a product or service
that is sold, licensed or distributed for commercial gain.

Commercial uses of the Measure require a license agreement between the user and the American Academy of
Ophthalmology (Academy). Neither the Academy, its members, the American Medical Association (AMA), nor the
former AMA-convened Physician Consortium for Performance Improvement(R) (AMA-PCPI), nor PCPI, nor their
members shall be responsible for any use of the Measure.

The PCPI's and AMA’s significant past efforts and contributions to the development and updating of the Measures are
acknowledged. The National Committee for Quality Assurance's significant past efforts and contributions to the
development and updating of the Measure is acknowledged.

THE MEASURE AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT WARRANTY OF ANY KIND.

Limited proprietary coding is contained in the Measure specifications for convenience. A license agreement must be
entered prior to a third party’s use of Current Procedural Terminology (CPT[R]) or other proprietary code set contained
in the Measures. Any other use of CPT or other coding by the third party is strictly prohibited. The Academy, its
members, the AMA, and former members of the PCPI disclaim all liability for use or accuracy of any CPT or other
coding contained in the specifications.

CPT(R) contained in the Measure specifications is copyright 2004-2021 American Medical Association. LOINC(R) is
copyright 2004-2021 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms(R) (SNOMED CT[R])
copyright 2004-2021 International Health Terminology Standards Development Organisation. ICD-10 is copyright

2021 World Health Organization. All Rights Reserved.

Due to technical limitations, registered trademarks are indicated by (R) or [R].
Proportion

Process

None

None

None

Glaucoma is a group of diseases that damage the eye’s optic nerve and can result in vision loss and blindness. In
2011, 2.71 million persons in the U.S. had primary open-angle glaucoma (POAG) and in 2050, an estimated 7.32
million persons will have POAG (Vajaranant, Wu, Torres, & Varma, 2012). Furthermore, a study by Rein, Zhang, &
Wirth (2006) estimated that the total financial burden of major visual disorders among U.S. residents aged 40 years
or older was $35.4 billion in 2004: $16.2 billion in direct medical costs, $11.1 billion in other direct costs, and $8
billion in productivity losses. Of the direct medical costs, approximately $2.9 billion was attributable to glaucoma
(Rein, Zhang, & Wirth, 2006). It is imperative that evidence-based care be delivered to all glaucoma patients.

According to recent guidelines, optic nerve changes are one of the characteristics which reflect progression of
glaucoma (the other characteristic is visual field). Examination of the optic nerve head (ONH) and retinal nerve fiber
layer (RNFL) provides valuable structural information about optic nerve damage from glaucoma. Visible structural
alterations of the ONH or RNFL may precede the onset of visual field defects. Careful study of the optic disc neural rim
for small hemorrhages is important because these hemorrhages sometimes signal focal disc damage and visual field
loss, and they may signify ongoing optic nerve damage in patients with glaucoma (American Academy of
Ophthalmology, 2015). Despite evidence emphasizing the value of an optic nerve evaluation, there is a gap in
documentation patterns of the optic nerve for both initial and follow-up care.

This measure is intended to promote examination and documentation of the structure and function of the optic nerve,
and to monitor and detect disease progression among patients diagnosed with POAG.

Ophthalmic Evaluation
The ophthalmic evaluation specifically focuses on the following elements in the comprehensive adult medical eye
evaluation:

Visual acuity measurement

Pupil examination

Anterior segment examination

IOP measurement

Gonioscopy

Optic nerve head (ONH) and retinal nerve fiber layer (RNFL) examination
Fundus examination

(American Academy of Ophthalmology, 2015)

The optic nerve should be carefully examined for the signs of glaucoma damage, and its appearance should be serially
documented (I+, moderate quality, strong recommendation) (American Academy of Ophthalmology, 2015).

Higher score indicates better quality

Reference Type: CITATION

Reference Text: 'American Academy of Ophthalmology (2015). Primary open-angle glaucoma Preferred Practice
Pattern. San Francisco, CA: American Academy of Ophthalmology.'

Reference Type: CITATION
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Reference Text: 'Rein, D. B., Zhang, P., & Wirth, K. (2006). The economic burden of major adult visual disorders in the
United States. Archives of Ophthalmology, 124(12), 1754-1760. doi:10.1001/archopht.124.12.1754'

Reference Type: CITATION

Reference Text: 'Vajaranant, T. S., Wu, S., Torres, M., & Varma, R. (2012). The changing face of primary open-angle
glaucoma in the United States: Demographic and geographic changes from 2011 to 2050. American Journal of
Ophthalmology, 154(2). doi:10.1016/j.ajo.2012.02.024'

None

Optic nerve head evaluation includes examination of the cup to disc ratio and identification of optic disc or retinal
nerve abnormalities. Both of these components of the optic nerve head evaluation are examined using
ophthalmoscopy.

The measure, as written, does not specifically require documentation of laterality. Coding limitations in particular
clinical terminologies do not currently allow for that level of specificity (ICD-10-CM includes laterality, but SNOMED-CT
does not uniformly include this distinction). Therefore, at this time, it is not a requirement of this measure to indicate
laterality of the diagnoses, findings or procedures. Available coding to capture the data elements specified in this
measure has been provided. It is assumed that the eligible professional or eligible clinician will record laterality in the
patient medical record, as quality care and clinical documentation should include laterality.

This eCQM is a patient-based measure.

Telehealth encounters are not eligible for this measure because the measure requires a clinical action that cannot be
conducted via telehealth.

This version of the eCQM uses QDM version 5.6. Please refer to the eCQI resource center
(https://ecqi.healthit.gov/qdm) for more information on the QDM.

TBD

All patients aged 18 years and older with a diagnosis of primary open-angle glaucoma

Equals Initial Population

None

Patients who have an optic nerve head evaluation during one or more visits within 12 months
Not Applicable

Documentation of medical reason(s) for not performing an optic nerve head evaluation

For every patient evaluated by this measure also identify payer, race, ethnicity and sex

Table of Contents

Population Criteria

Definitions

Functions

Terminology.

Data Criteria (QDM Data Elements),
Supplemental Data Elements

Risk Adjustment Variables

Population Criteria

4 Initial Population

AgelnYearsAt(date from start of "Measurement Period")>= 18
and exists "Primary Open Angle Glaucoma Encounter"

4 Denominator

"Initial Population"

4 Denominator Exclusions

None

4 Numerator

exists "Cup to Disc Ratio Performed with Result"
and exists "Optic Disc Exam Performed with Result"

4 Numerator Exclusions

None

4 Denominator Exceptions

exists "Medical Reason for Not Performing Cup to Disc Ratio"
or exists "Medical Reason for Not Performing Optic Disc Exam"

4 Stratification

None

Definitions

4 Cup to Disc Ratio Performed with Result
["Diagnostic Study, Performed": "Cup to Disc Ratio"] CupToDiscExamPerformed

with "Primary Open Angle Glaucoma Encounter" EncounterWithPOAG
such that Global."NormalizeInterval" ( CupToDiscExamPerformed.relevantDatetime, CupToDiscExamPerformed.relevantPeriod ) during
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EncounterWithPOAG.relevantPeriod
where CupToDiscExamPerformed.result is not null

4 Denominator

"Initial Population"

4 Denominator Exceptions

exists "Medical Reason for Not Performing Cup to Disc Ratio"
or exists "Medical Reason for Not Performing Optic Disc Exam"

4 Initial Population

AgelnYearsAt(date from start of "Measurement Period")>= 18
and exists "Primary Open Angle Glaucoma Encounter"

4 Medical Reason for Not Performing Cup to Disc Ratio

["Diagnostic Study, Not Performed": "Cup to Disc Ratio"] CupToDiscExamNotPerformed
with "Primary Open Angle Glaucoma Encounter" EncounterWithPOAG
such that CupToDiscExamNotPerformed.authorDatetime during EncounterWithPOAG.relevantPeriod
where CupToDiscExamNotPerformed.negationRationale in "Medical Reason"

4 Medical Reason for Not Performing Optic Disc Exam

["Diagnostic Study, Not Performed": "Optic Disc Exam for Structural Abnormalities"] OpticDiscExamNotPerformed
with "Primary Open Angle Glaucoma Encounter" EncounterWithPOAG
such that OpticDiscExamNotPerformed.authorDatetime during EncounterWithPOAG.relevantPeriod
where OpticDiscExamNotPerformed.negationRationale in "Medical Reason"

4 Numerator

exists "Cup to Disc Ratio Performed with Result"
and exists "Optic Disc Exam Performed with Result"

4 Optic Disc Exam Performed with Result

["Diagnostic Study, Performed": "Optic Disc Exam for Structural Abnormalities"] OpticDiscExamPerformed
with "Primary Open Angle Glaucoma Encounter" EncounterWithPOAG
such that Global."Normalizelnterval" ( OpticDiscExamPerformed.relevantDatetime, OpticDiscExamPerformed.relevantPeriod ) during EncounterWithPOAG.relevantPeriod
where OpticDiscExamPerformed.result is not null

4 Primary Open Angle Glaucoma Encounter

"Qualifying Encounter During Measurement Period" ValidQualifyingEncounter
with ["Diagnosis": "Primary Open-Angle Glaucoma"] PrimaryOpenAngleGlaucoma
such that PrimaryOpenAngleGlaucoma.prevalencePeriod overlaps ValidQualifyingEncounter.relevantPeriod

4 Qualifying Encounter During Measurement Period

( ["Encounter, Performed": "Office Visit"]
union ["Encounter, Performed": "Ophthalmological Services"]
union ["Encounter, Performed": "Outpatient Consultation"]
union ["Encounter, Performed": "Nursing Facility Visit"]
union ["Encounter, Performed": "Care Services in Long-Term Residential Facility"] ) QualifyingEncounter
where QualifyingEncounter.relevantPeriod during "Measurement Period"
and QualifyingEncounter.class !~ "virtual"

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Functions

4 Global.NormalizeInterval(pointInTime DateTime, period Interval<DateTime>)

if pointInTime is not null then Interval[pointInTime, pointInTime]
else if period is not null then period
else null as Interval<DateTime>

Terminology

code "virtual" ("ActCode Code (VR)")

valueset "Care Services in Long-Term Residential Facility" (2.16.840.1.113883.3.464.1003.101.12.1014)
valueset "Cup to Disc Ratio" (2.16.840.1.113883.3.526.3.1333)

valueset "Ethnicity" (2.16.840.1.114222.4.11.837)

valueset "Medical Reason" (2.16.840.1.113883.3.526.3.1007)

valueset "Nursing Facility Visit" (2.16.840.1.113883.3.464.1003.101.12.1012)

valueset "Office Visit" (2.16.840.1.113883.3.464.1003.101.12.1001)

valueset "ONC Administrative Sex" (2.16.840.1.113762.1.4.1)

valueset "Ophthalmological Services" (2.16.840.1.113883.3.526.3.1285)

valueset "Optic Disc Exam for Structural Abnormalities" (2.16.840.1.113883.3.526.3.1334)
valueset "Outpatient Consultation" (2.16.840.1.113883.3.464.1003.101.12.1008)

valueset "Payer" (2.16.840.1.114222.4.11.3591)

valueset "Primary Open-Angle Glaucoma" (2.16.840.1.113883.3.526.3.326)

valueset "Race" (2.16.840.1.114222.4.11.836)

Data Criteria (QDM Data Elements)
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. "Diagnosis: Primary Open-Angle Glaucoma" using "Primary Open-Angle Glaucoma (2.16.840.1.113883.3.526.3.326)"

. "Diagnostic Study, Not Performed: Cup to Disc Ratio" using "Cup to Disc Ratio (2.16.840.1.113883.3.526.3.1333)"

. "Diagnostic Study, Not Performed: Optic Disc Exam for Structural Abnormalities" using "Optic Disc Exam for Structural Abnormalities
(2.16.840.1.113883.3.526.3.1334)"

. "Diagnostic Study, Performed: Cup to Disc Ratio" using "Cup to Disc Ratio (2.16.840.1.113883.3.526.3.1333)"

. "Diagnostic Study, Performed: Optic Disc Exam for Structural Abnormalities" using "Optic Disc Exam for Structural Abnormalities
(2.16.840.1.113883.3.526.3.1334)"
. "Encounter, Performed: Care Services in Long-Term Residential Facility" using "Care Services in Long-Term Residential Facility

(2.16.840.1.113883.3.464.1003.101.12.1014)"

"Encounter, Performed: Nursing Facility Visit" using "Nursing Facility Visit (2.16.840.1.113883.3.464.1003.101.12.1012)"
"Encounter, Performed: Office Visit" using "Office Visit (2.16.840.1.113883.3.464.1003.101.12.1001)"

"Encounter, Performed: Ophthalmological Services" using "Ophthalmological Services (2.16.840.1.113883.3.526.3.1285)"
"Encounter, Performed: Outpatient Consultation" using "Outpatient Consultation (2.16.840.1.113883.3.464.1003.101.12.1008)"
"Patient Characteristic Ethnicity: Ethnicity" using "Ethnicity (2.16.840.1.114222.4.11.837)"

"Patient Characteristic Payer: Payer" using "Payer (2.16.840.1.114222.4.11.3591)"

"Patient Characteristic Race: Race" using "Race (2.16.840.1.114222.4.11.836)"

"Patient Characteristic Sex: ONC Administrative Sex" using "ONC Administrative Sex (2.16.840.1.113762.1.4.1)"

Supplemental Data Elements
4 SDE Ethnicity
["Patient Characteristic Ethnicity": "Ethnicity"]
4 SDE Payer
["Patient Characteristic Payer": "Payer"]
4 SDE Race
["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Risk Adjustment Variables

None

None
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156 11.1.000

Not Applicable a3837ff8-1abc-4ba9-800e-fd4e7953adbd
January 1, 20XX through December 31, 20XX

National Committee for Quality Assurance

National Committee for Quality Assurance

None

Percentage of patients 65 years of age and older who were ordered at least two high-risk medications from the same
drug class. Three rates are reported.

1. Percentage of patients 65 years of age and older who were ordered at least two high-risk medications from the
same drug class.

2. Percentage of patients 65 years of age and older who were ordered at least two high-risk medications from the
same drug class, except for appropriate diagnoses.

3. Total rate (the sum of the two numerators divided by the denominator, deduplicating for patients in both
numerators).

This Physician Performance Measure (Measure) and related data specifications are owned and stewarded by the
Centers for Medicare & Medicaid Services (CMS). CMS contracted (Contract HHSM-500-2011-00079C) with the
National Committee for Quality Assurance (NCQA) to develop this electronic measure. NCQA is not responsible for any
use of the Measure. NCQA makes no representations, warranties, or endorsement about the quality of any
organization or physician that uses or reports performance measures and NCQA has no liability to anyone who relies
on such measures or specifications.

Limited proprietary coding is contained in the Measure specifications for user convenience. Users of proprietary code
sets should obtain all necessary licenses from the owners of the code sets. NCQA disclaims all liability for use or
accuracy of any third party codes contained in the specifications.

CPT(R) contained in the Measure specifications is copyright 2004-2021 American Medical Association. LOINC(R)
copyright 2004-2021 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms(R) (SNOMED CT[R])
copyright 2004-2021 International Health Terminology Standards Development Organisation. ICD-10 copyright 2021
World Health Organization. All Rights Reserved.

The performance Measure is not a clinical guideline and does not establish a standard of medical care, and has not
been tested for all potential applications. THE MEASURE AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT
WARRANTY OF ANY KIND.

Due to technical limitations, registered trademarks are indicated by (R) or [R] and unregistered trademarks are
indicated by (TM) or [TM].

Proportion
Process
None
None
None

Certain medications (MacKinnon & Hepler, 2003) are associated with increased risk of harm from drug side-effects and
drug toxicity and pose a concern for patient safety. There is clinical consensus that these drugs pose increased risks in
older adults (Kaufman, Brodin, & Sarafian, 2005). Potentially inappropriate medication use in older adults has been
connected to significantly longer hospital stay lengths and increased hospitalization costs (Hagstrom et al., 2015) as
well as increased risk of death (Lau et al., 2004). Use of specific high-risk medications such as hypnotics, including
benzodiazepine receptor agonists, and nonsteroidal anti-inflammatory drugs (NSAIDS) can result in increased risk of
delirium, falls, fractures, gastrointestinal bleeding and acute kidney injury (Merel et al., 2017). Long-term use of
benzodiazepines in older adults has been associated with increased risk of dementia (Zhong et al., 2015; Takada et
al., 2016). Additionally, the use of antipsychotics can lead to increased risk of stroke and greater cognitive decline in
older adults with dementia (Tampi et al., 2016).

Older adults receiving inappropriate medications are more likely to report poorer health status at follow-up, compared
to those who receive appropriate medications (Fu, Liu, & Christensen, 2004). A study of the prevalence of potentially
inappropriate medication use in older adults found that 40 percent of individuals 65 and older filled at least one
prescription for a potentially inappropriate medication and 13 percent filled two or more (Fick et al., 2008). While
some adverse drug events (ADEs) are unavoidable, studies estimate that between 30 and 80 percent of ADEs in older
adults are preventable (MacKinnon & Hepler, 2003). More recently with the onset of the COVID-19 pandemic, several
studies have shown an increase in anxiety, insomnia and depression rates, which could result in an increase in the use
of high-risk medications in order to treat these conditions (Agrawal, 2020).

Reducing the number of inappropriate prescriptions can lead to improved patient safety and significant cost savings.
Conservative estimates of extra costs due to potentially inappropriate medications in older adults average $7.2 billion
a year (Fu et al., 2007). Medication use by older adults will likely increase further as the U.S. population ages, new
drugs are developed, and new therapeutic and preventive uses for medications are discovered (Rothberg et al., 2008).
The annual direct costs of preventable ADEs in the Medicare population have been estimated to exceed $800 million
(Institute of Medicine, 2007). By the year 2030, nearly one in five U.S. residents is expected to be aged 65 years or
older; this age group is projected to more than double from 38.7 million in 2008 to more than 88.5 million in 2050.
Likewise, the population aged 85 years or older is expected to increase almost four-fold, from 5.4 million to 19 million
between 2008 and 2050. As the older adult population continues to grow, the number of older adults who present
with multiple medical conditions for which several medications are prescribed will likely continue to increase, resulting
in polypharmacy concerns (Gray & Gardner, 2009).

The measure is based on recommendations from the American Geriatrics Society Beers Criteria[R] for Potentially
Inappropriate Medication Use in Older Adults (2019 Update). The criteria were developed through key clinical expert
consensus processes by Beers in 1997, Zhan in 2001, and an updated process by Fick et al. in 2003, 2012, 2015, and
2019. The Beers Criteria identifies lists of drugs that are potentially inappropriate for all older adults, except for those
with certain conditions for which some high-risk medications may be warranted, and drugs that are potentially
inappropriate in older adults based on various high-risk factors such as dosage, days supply and underlying diseases
or conditions.

NCQA's Geriatric Measurement Advisory Panel recommended a subset of drugs that should be used with caution in
older adults for inclusion in the measure based upon the recommendations in the Beers Criteria.

Lower score indicates better quality

Reference Type: CITATION

Reference Text: 'Agrawal, R. (2020). Careful Prescribing of Benzodiazepines during COVID-19 Pandemic: A Review.
Journal of Mental Health & Clinical Psychology 4(4). Retrieved from
https://www.mentalhealthjournal.org/articles/careful-prescribing-of-benzodiazepines-during-covid-19-pandemic-a-
review.html'

Reference Type: CITATION

Reference Text: 'American Geriatrics Society 2015 Beers Criteria Update Expert Panel. (2015). American Geriatrics
Society 2015 Updated Beers Criteria for Potentially Inappropriate Medication Use in Older Adults. Journal of the
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American Geriatrics Society, 63(11), 2227-2246."
Reference Type: CITATION

Reference Text: 'Beers, M. H. (1997). Explicit criteria for determining potentially inappropriate medication use by the
elderly. Archives of Internal Medicine, 157, 1531-1536."

Reference Type: CITATION

Reference Text: 'Campanelli, C. M. (2012). American Geriatrics Society updated Beers criteria for potentially
inappropriate medication use in older adults: The American Geriatrics Society 2012 Beers Criteria Update Expert
Panel. Journal of the American Geriatrics Society, 60(4), 616.'

Reference Type: CITATION

Reference Text: 'Fick, D. M., Cooper J. W., Wade, W. E., et al. (2003). Updating the Beers criteria for potentially
inappropriate medication use in older adults. Archives of Internal Medicine, 163(22), 2716-2724."

Reference Type: CITATION

Reference Text: 'Fick, D. M., Mion, L. C., Beers, M. H., et al. (2008). Health outcomes associated with potentially
inappropriate medication use in older adults. Research in Nursing & Health, 31(1), 42-51."

Reference Type: CITATION

Reference Text: 'Fu, A. Z., Liu, G. G., & Christensen, D. B. (2004). Inappropriate medication use and health outcomes
in the elderly. Journal of the American Geriatrics Society, 52(11), 1934-1939."

Reference Type: CITATION

Reference Text: 'Gray, C. L., & Gardner, C. (2009). Adverse drug events in the elderly: An ongoing problem. Journal of
Managed Care & Specialty Pharmacy, 15(7), 568-571.'

Reference Type: CITATION

Reference Text: 'Hagstrom, K., Nailor, M., Lindberg, M., Hobbs, L., & Sobieraj, D. M. 2015. Association Between
Potentially Inappropriate Medication Use in Elderly Adults and Hospital-Related Outcomes. Journal of the American
Geriatrics Society, 63(1), 185-186."

Reference Type: CITATION

Reference Text: 'Institute of Medicine, Committee on Identifying and Preventing Medication Errors. (2007). Preventing
medication errors. Aspden, P., Wolcott, J. A., Bootman, J. L., & Cronenwatt, L. R. (eds.). Washington, DC: National
Academy Press.'

Reference Type: CITATION

Reference Text: 'Kaufman, M. B., Brodin, K. A., & Sarafian, A. (2005, April/May). Effect of prescriber education on the
use of medications contraindicated in older adults in a managed Medicare population. Journal of Managed Care &
Specialty Pharmacy, 11(3), 211-219.'

Reference Type: CITATION

Reference Text: 'Lau, D.T., J.D., Kasper, D.E., Potter, A. Lyles. (2004). Potentially Inappropriate Medication
Prescriptions Among Elderly Nursing Home Residents: Their Scope and Associated Resident and Facility
Characteristics. Health Services Research, 39(5), 1257-1276."

Reference Type: CITATION

Reference Text: 'MacKinnon, N. J., & Hepler, C. D. (2003). Indicators of preventable drug-related morbidity in older
adults: Use within a managed care organization. Journal of Managed Care & Specialty Pharmacy, 9(2), 134-141."

Reference Type: CITATION

Reference Text: 'Merel, S.E., and D.S. Paauw. (2017). Common Drug Side Effects and Drug-Drug Interactions in
Elderly Adults in Primary Care. Journal of the American Geriatrics Society, 65(7), 1578-1585."

Reference Type: CITATION

Reference Text: 'Rothberg, M. B., Perkow, P. S., Liu, F.,, et al. (2008). Potentially inappropriate medication use in
hospitalized elders. Journal of Hospital Medicine, 3(2), 91-102."

Reference Type: CITATION

Reference Text: 'Takada, M., M. Fujimoto, and K. Hosomi. (2016). Association between benzodiazepine use and
dementia: data mining of different medical databases. International Journal of Medical Sciences, 13(11), 825-834."

Reference Type: CITATION

Reference Text: 'Tampi, R.R., D.J. Tampi, S. Balachandran, and S. Srinivasan. (2016). Antipsychotic use in dementia: a
systematic review of benefits and risks from meta-analyses. Therapeutic Advances in Chronic Disease, 7(5), 229-245."

Reference Type: CITATION

Reference Text: 'Zhan, C., Sangl, J., Bierman, A. S., et al. (2001). Potentially inappropriate medication use in the
community-dwelling elderly. JAMA, 286(22), 2823-2868."

Reference Type: CITATION

Reference Text: 'Zhong, G., Y. Wang, Y. Zhang, and Y. Zhao. (2015). Association between benzodiazepine use and
dementia: a meta-analysis. PLoS One, 10(5)."

Reference Type: CITATION

Reference Text: '2019 American Geriatrics Society Beers Criteria Update Expert Panel. (2019). American Geriatrics
Society 2019 Updated AGS Beers Criteria for Potentially Inappropriate Medication Use in Older Adults. Journal of the
American Geriatrics Society, 67(4), 674-694."

Index Prescription Start Date (IPSD). The start date of the earliest prescription ordered for a high-risk medication
during the measurement period.

A high-risk medication is identified by any one of the following:

a. A prescription for medications classified as high risk at any dose and for any duration.

b. A prescription for medications classified as high risk at any dose with greater than a 90 day supply.
c. A prescription for medications classified as high risk exceeding average daily dose criteria.

An order is identified by either a prescription order or a prescription refill.

The intent of the measure is to assess if the patient has been ordered at least two high-risk medication prescriptions
from the same drug class on different days.

The intent of the measure is to assess if the reporting provider ordered the high-risk medication(s). If the patient had
a high-risk medication previously prescribed by another provider, they would not be counted towards the numerator
unless the reporting provider also ordered a high-risk medication from the same drug class for them.
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Calculate average daily dose for each prescription event. To calculate average daily dose, multiply the quantity of pills
prescribed by the dose of each pill and divide by the days supply. For example, a prescription for the 30-days supply
of digoxin containing 15 pills, 0.25 mg each pill, has an average daily dose of 0.125 mg. To calculate average daily
dose for elixirs and concentrates, multiply the volume prescribed by daily dose and divide by the days supply. Do not
round when calculating average daily dose.

This eCQM is a patient-based measure.

This version of the eCQM uses QDM version 5.6. Please refer to the eCQI resource center
(https://ecqi.healthit.gov/qdm) for more information on the QDM.

TBD
Patients 65 years and older at the end of the measurement period who had a visit during the measurement period
Equals Initial Population

Exclude patients who are in hospice care for any part of the measurement period.

Exclude patients receiving palliative care for any part of the measurement period.

Rate 1: Patients with at least two orders of high-risk medications from the same drug class on different days.

a. At least two orders of high-risk medications from the same drug class.

b. At least two orders of high-risk medications from the same drug class with summed days supply greater than 90
days.

c. At least two orders of high-risk medications from the same drug class each exceeding average daily dose criteria.

Rate 2: Patients with at least two orders of high-risk medications from the same drug class (i.e., antipsychotics and
benzodiazepines) on different days.

Total rate (the sum of the two previous numerators, deduplicated).

Rate 2: For patients with two or more antipsychotic prescriptions ordered, exclude patients who have a diagnosis of
schizophrenia, schizoaffective disorder, or bipolar disorder on or between January 1 of the year prior to the
measurement period and the IPSD for antipsychotics.

For patients with two or more benzodiazepine prescriptions ordered, exclude patients who have a diagnosis of seizure
disorders, rapid eye movement sleep behavior disorder, benzodiazepine withdrawal, ethanol withdrawal, or severe
generalized anxiety disorder on or between January 1 of the year prior to the measurement period and the IPSD for
benzodiazepines.

None

For every patient evaluated by this measure also identify payer, race, ethnicity and sex
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Population Criteria

4 Population Criteria 1
4 Initial Population
AgelnYearsAt(date from
end of "Measurement Period"
)>= 65
and exists ( "Qualifying Encounters" )
4 Denominator

"Initial Population"

4 Denominator Exclusions
Hospice."Has Hospice Services"
or PalliativeCare."Palliative Care in the Measurement Period"
4 Numerator
exists ( "Same High Risk Medications Ordered on Different Days" )
or ( "Two High Risk Medications with Prolonged Duration" )
or ( "High Risk Medications with Average Daily Dose Criteria" )
4 Numerator Exclusions

None

4 Denominator Exceptions

None

4 Stratification
None
4 Population Criteria 2
4 Initial Population
AgelnYearsAt(date from
end of "Measurement Period"

)>= 65
and exists ( "Qualifying Encounters" )

4 Denominator
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"Initial Population"

4 Denominator Exclusions

Hospice."Has Hospice Services"
or PalliativeCare."Palliative Care in the Measurement Period"

4 Numerator

( "More than One Antipsychotic Order" )
or ( "More than One Benzodiazepine Order" )

4 Numerator Exclusions

( "More than One Antipsychotic Order"
and not ( "More than One Benzodiazepine Order" )
and ( exists ( ( ["Diagnosis": "Schizophrenia"]
union ["Diagnosis": "Bipolar Disorder"]
union ["Diagnosis": "Other Bipolar Disorder"] ) AntipsychoticTreatedDiagnoses
where AntipsychoticTreatedDiagnoses.prevalencePeriod overlaps Interval[start of "Measurement Period" - 1 year, "Antipsychotic Index Prescription Start Date"]
)
)
)
or ( "More than One Benzodiazepine Order"
and not ( "More than One Antipsychotic Order" )
and ( exists ( ( ["Diagnosis": "Seizure Disorder"]
union ["Diagnosis": "REM Sleep Behavior Disorder"]
union ["Diagnosis": "Benzodiazepine Withdrawal"]
union ["Diagnosis": "Alcohol Withdrawal"]
union ["Diagnosis": "Generalized Anxiety Disorder"] ) BenzodiazepineTreatedDiagnoses
where BenzodiazepineTreatedDiagnoses.prevalencePeriod overlaps Interval[start of "Measurement Period" - 1 year, "Benzodiazepine Index Prescription Start
Date"]
)
)

)
or ( "More than One Benzodiazepine Order"
and ( "More than One Antipsychotic Order" )
and ( exists ( ( ["Diagnosis": "Seizure Disorder"]
union ["Diagnosis": "REM Sleep Behavior Disorder"]
union ["Diagnosis": "Benzodiazepine Withdrawal"]
union ["Diagnosis": "Alcohol Withdrawal"]
union ["Diagnosis": "Generalized Anxiety Disorder"] ) BenzodiazepineTreatedDiagnoses
where BenzodiazepineTreatedDiagnoses.prevalencePeriod overlaps Interval[start of "Measurement Period" - 1 year, "Benzodiazepine Index Prescription Start
Date"]
)

and ( exists ( ( ["Diagnosis": "Schizophrenia"]
union ["Diagnosis": "Bipolar Disorder"]
union ["Diagnosis": "Other Bipolar Disorder"] ) AntipsychoticTreatedDiagnoses
where AntipsychoticTreatedDiagnoses.prevalencePeriod overlaps Interval[start of "Measurement Period" - 1 year, "Antipsychotic Index Prescription Start Date"]
)
)
)

4 Denominator Exceptions

None

4 Stratification
None
4 Population Criteria 3
4 Initial Population
AgelnYearsAt(date from
end of "Measurement Period"
)>=65
and exists ( "Qualifying Encounters" )
4 Denominator

"Initial Population"

4 Denominator Exclusions
Hospice."Has Hospice Services"
or PalliativeCare."Palliative Care in the Measurement Period"
4 Numerator

( "Numerator 2"
and not "Numerator Exclusion"

)
or ( "Numerator 1"
and not "Numerator 2"
)

4 Numerator Exclusions
None

4 Denominator Exceptions

None

4 Stratification

None
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Definitions

4 Antipsychotic Index Prescription Start Date

"First Antipsychotic Medication Ordered"

4 Benzodiazepine Index Prescription Start Date

"First Benzodiazepine Medication Ordered"

4 Denominator

"Initial Population"

4 Denominator Exclusions

Hospice."Has Hospice Services"
or PalliativeCare."Palliative Care in the Measurement Period"

4 First Antipsychotic Medication Ordered

First(["Medication, Order": "Antipsychotics"] AntipsychoticMedication
where AntipsychoticMedication.authorDatetime during "Measurement Period"
return AntipsychoticMedication.authorDatetime
sort asc

)

4 First Benzodiazepine Medication Ordered

First(["Medication, Order": "Benzodiazepines"] BenzodiazepineMedication
where BenzodiazepineMedication.authorDatetime during "Measurement Period"
return BenzodiazepineMedication.authorDatetime
sort asc

)

4 High Risk Medications with Average Daily Dose Criteria

exists ( "More Than One Order"(["Medication, Order": "Reserpine"] ReserpineOrdered
where "Average Daily Dose"(ReserpineOrdered)> 0.1 'mg/d'

)

or exists ( "More Than One Order"(["Medication, Order": "Digoxin"] DigoxinOrdered
where "Average Daily Dose"(DigoxinOrdered)> 0.125 'mg/d"
)

or exists ( "More Than One Order"(["Medication, Order": "Doxepin"] DoxepinOrdered
where "Average Daily Dose"(DoxepinOrdered)> 6 'mg/d'
)
)

4 Hospice.Has Hospice Services
exists ( ["Encounter, Performed": "Encounter Inpatient"] InpatientEncounter
where ( InpatientEncounter.dischargeDisposition ~ "Discharge to home for hospice care (procedure)"
or InpatientEncounter.dischargeDisposition ~ "Discharge to healthcare facility for hospice care (procedure)"
and InpatientEncounter.relevantPeriod ends during day of "Measurement Period"

or exists ( ["Encounter, Performed": "Hospice Encounter"] HospiceEncounter
where HospiceEncounter.relevantPeriod overlaps "Measurement Period"

or exists ( ["Assessment, Performed": "Hospice care [Minimum Data Set]"] HospiceAssessment
where HospiceAssessment.result ~ "Yes (qualifier value)"

and Global."NormalizeInterval" ( HospiceAssessment.relevantDatetime, HospiceAssessment.relevantPeriod ) overlaps "Measurement Period"

or exists ( ["Intervention, Order": "Hospice Care Ambulatory"] HospiceOrder
where HospiceOrder.authorDatetime during day of "Measurement Period"

or exists ( ["Intervention, Performed": "Hospice Care Ambulatory"] HospicePerformed

)

where Global."NormalizeInterval" ( HospicePerformed.relevantDatetime, HospicePerformed.relevantPeriod ) overlaps "Measurement Period"

4 Initial Population
AgelnYearsAt(date from
end of "Measurement Period"
)>= 65
and exists ( "Qualifying Encounters" )
4 More than One Antipsychotic Order

exists ( "More Than One Order"(["Medication, Order": "Antipsychotics"]))

4 More than One Benzodiazepine Order

exists ( "More Than One Order"(["Medication, Order": "Benzodiazepines"]))

4 Numerator 1

exists ( "Same High Risk Medications Ordered on Different Days" )
or ( "Two High Risk Medications with Prolonged Duration" )
or ( "High Risk Medications with Average Daily Dose Criteria" )

4 Numerator 2

( "More than One Antipsychotic Order" )
or ( "More than One Benzodiazepine Order" )

4 Numerator 3

( "Numerator 2"
and not "Numerator Exclusion”
)
or ( "Numerator 1"
and not "Numerator 2"

)
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4 Numerator Exclusion

( "More than One Antipsychotic Order"

and not ( "More than One Benzodiazepine Order" )

and ( exists ( ( ["Diagnosis": "Schizophrenia"]
union ["Diagnosis": "Bipolar Disorder"]
union ["Diagnosis": "Other Bipolar Disorder"] ) AntipsychoticTreatedDiagnoses
where AntipsychoticTreatedDiagnoses.prevalencePeriod overlaps Interval[start of "Measurement Period" - 1 year, "Antipsychotic Index Prescription Start Date"]

)
)

or ( "More than One Benzodiazepine Order"

and not ( "More than One Antipsychotic Order" )

and ( exists ( ( ["Diagnosis": "Seizure Disorder"]
union ["Diagnosis": "REM Sleep Behavior Disorder"]
union ["Diagnosis": "Benzodiazepine Withdrawal"]
union ["Diagnosis": "Alcohol Withdrawal"]
union ["Diagnosis": "Generalized Anxiety Disorder"] ) BenzodiazepineTreatedDiagnoses
where BenzodiazepineTreatedDiagnoses.prevalencePeriod overlaps Interval[start of "Measurement Period" - 1 year, "Benzodiazepine Index Prescription Start

Date"]

)

or ( "More than One Benzodiazepine Order"
and ( "More than One Antipsychotic Order" )
and ( exists ( ( ["Diagnosis": "Seizure Disorder"]
union ["Diagnosis": "REM Sleep Behavior Disorder"]
union ["Diagnosis": "Benzodiazepine Withdrawal"]
union ["Diagnosis": "Alcohol Withdrawal"]
union ["Diagnosis": "Generalized Anxiety Disorder"] ) BenzodiazepineTreatedDiagnoses
where BenzodiazepineTreatedDiagnoses.prevalencePeriod overlaps Interval[start of "Measurement Period" - 1 year, "Benzodiazepine Index Prescription Start
Date"]
)

and ( exists ( ( ["Diagnosis": "Schizophrenia"]
union ["Diagnosis": "Bipolar Disorder"]
union ["Diagnosis": "Other Bipolar Disorder"] ) AntipsychoticTreatedDiagnoses
where AntipsychoticTreatedDiagnoses.prevalencePeriod overlaps Interval[start of "Measurement Period" - 1 year, "Antipsychotic Index Prescription Start Date"]

4 PalliativeCare.Palliative Care in the Measurement Period

exists ( ["Assessment, Performed": "Functional Assessment of Chronic Iliness Therapy - Palliative Care Questionnaire (FACIT-Pal)"] PalliativeAssessment
where Global."NormalizeInterval"(PalliativeAssessment.relevantDatetime, PalliativeAssessment.relevantPeriod) overlaps "Measurement Period"

or exists (["Diagnosis": "Encounter for palliative care"] PalliativeDiagnosis
where PalliativeDiagnosis.prevalencePeriod overlaps "Measurement Period")
or exists ( ["Encounter, Performed": "Palliative Care Encounter"] PalliativeEncounter
where PalliativeEncounter.relevantPeriod overlaps "Measurement Period"

or exists ( ["Intervention, Performed": "Palliative Care Intervention"] PalliativeIntervention
where Global."NormalizeInterval"(PalliativeIntervention.relevantDatetime, Palliativelntervention.relevantPeriod) overlaps "Measurement Period"
)

4 Qualifying Encounters

( ["Encounter, Performed": "Office Visit"]

union ["Encounter, Performed": "Ophthalmologic Services"]

union ["Encounter, Performed Preventive Care Services Established Office Visit, 18 and Up"]

union ["Encounter, Performed Discharge Services Nursing Facility"]

union ["Encounter, Performed": "Nursing Facility Visit"]

union ["Encounter, Performed": "Care Services in Long Term Residential Facility"]

union ["Encounter, Performed": "Preventive Care Services Initial Office Visit, 18 and Up"]

union ["Encounter, Performed": "Annual Wellness Visit"]

union ["Encounter, Performed Home Healthcare Services"]

union ["Encounter, Performed": "Telephone Visits"]

union ["Encounter, Performed": "Online Assessments"]

union ["Encounter, Performed": "Office or other outpatient visit for the evaluation and management of an established patient, that may not require the presence of a
physician or other qualified health care professional. Usually, the presenting problem(s) are minimal."] ) ValidEncounters

where ValidEncounters.relevantPeriod during "Measurement Period"

4 Same High Risk Medications Ordered on Different Days

"More Than One Order"(["Medication, Order": "Anticholinergics, first generation antihistamines"])
union "More Than One Order"(["Medication, Order": "Anticholinergics, anti Parkinson agents"])
union "More Than One Order"(["Medication, Order": "Antispasmodics"])
union "More Than One Order"(["Medication, Order": "Antithrombotic"])
union "More Than One Order"(["Medication, Order": "Cardiovascular, alpha agonists, central"])
union "More Than One Order"(["Medication, Order": "Cardiovascular, other"])
union "More Than One Order"(["Medication, Order": "Central nervous system, antidepressants"])
union "More Than One Order"(["Medication, Order": "Central nervous system, barbiturates"])
union "More Than One Order"(["Medication, Order": "Central nervous system, vasodilators"])
union "More Than One Order"(["Medication, Order": "Central nervous system, other"])
union "More Than One Order"(["Medication, Order": "Endocrine system, estrogens with or without progestins"])
union "More Than One Order"(["Medication, Order": "Endocrine system, sulfonylureas, long duration"])
union "More Than One Order"(["Medication, Order": "Endocrine system, other"])
union "More Than One Order"(["Medication, Order": "Nonbenzodiazepine hypnotics"])
union "More Than One Order"(["Medication, Order" ain medications, skeletal muscle relaxants"])
union "More Than One Order"(["Medication, Order": "Pain medications, other"])

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]
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4 Two High Risk Medications with Prolonged Duration

Sum(("More Than One Order"(["Medication, Order": "Anti Infectives, other"]))AntiInfectives

let DaysSupply: Coalesce(Antilnfectives.daysSupplied, AntiInfectives.supply.value /(Antilnfectives.dosage.value * CMD.ToDaily(Antilnfectives.frequency)))*(1 +
Coalesce(Antilnfectives.refills, 0))

return all DaysSupply
)> 90

Functions

4 Average Daily Dose(MedicationOrder "Medication, Order")

MedicationOrder Order
let MedicationStrength: "MedicationStrengthPerUnit"(Order.code),
DaysSupplied: Coalesce(Order.daysSupplied, Order.supply.value /(Order.dosage.value * CMD.ToDaily(Order.frequency)))
return if DaysSupplied is not null
and ( MedicationStrength.unit = 'mg’
or ( MedicationStrength.unit = 'mg/mL"
and Order.supply.unit = 'mL"

)
) then ( ( Order.supply * MedicationStrength ) / Quantity { value: DaysSupplied, unit: 'd' } )
else null

4 CMD.CodeToDaily(Frequency Code)

case
when Frequency ~ "Once daily (qualifier value)" then 1.0
when Frequency ~ "Twice a day (qualifier value)" then 2.0
when Frequency ~ "Three times daily (qualifier value)" then 3.0
when Frequency ~ "Four times daily (qualifier value)" then 4.0
when Frequency ~ "Every twenty four hours (qualifier value)" then 1.0
when Frequency ~ "Every twelve hours (qualifier value)" then 2.0
when Frequency ~ "Every thirty six hours (qualifier value)" then 0.67
when Frequency ~ "Every eight hours (qualifier value)" then 3.0
when Frequency ~ "Every four hours (qualifier value)" then 6.0
when Frequency ~ "Every six hours (qualifier value)" then 4.0
when Frequency ~ "Every seventy two hours (qualifier value)" then 0.34
when Frequency ~ "Every forty eight hours (qualifier value)" then 0.5
when Frequency ~ "Every eight to twelve hours (qualifier value)" then 2.0
when Frequency ~ "Every six to eight hours (qualifier value)" then 3.0
when Frequency ~ "Every three to four hours (qualifier value)" then 6.0
when Frequency ~ "Every three to six hours (qualifier value)" then 4.0
when Frequency ~ "Every two to four hours (qualifier value)" then 6.0
when Frequency ~ "One to four times a day (qualifier value)" then 4.0
when Frequency ~ "One to three times a day (qualifier value)" then 3.0
when Frequency ~ "One to two times a day (qualifier value)" then 2.0
when Frequency ~ "Two to four times a day (qualifier value)" then 4.0
else null

end

4 CMD.QuantityToDaily(Frequency Quantity)

case Frequency.unit
when 'h' then (24.0 / Frequency.value)
when 'min’ then (24.0 / Frequency.value) * 60
when 's' then (24.0 / Frequency.value) * 60 * 60
when 'd' then (24.0 / Frequency.value) / 24
when 'wk' then (24.0 / Frequency.value) / (24 * 7)
when 'mo' then (24.0 / Frequency.value) / (24 * 30) /* assuming 30 days in month */
when 'a' then (24.0 / Frequency.value) / (24 * 365) /* assuming 365 days in year */
when 'hour' then (24.0 / Frequency.value)
when 'minute’ then (24.0 / Frequency.value) * 60
when 'second' then (24.0 / Frequency.value) * 60 * 60
when 'day' then (24.0 / Frequency.value) / 24
when 'week' then (24.0 / Frequency.value) / (24 * 7)
when 'month' then (24.0 / Frequency.value) / (24 * 30) /* assuming 30 days in month */
when 'year' then (24.0 / Frequency.value) / (24 * 365) /* assuming 365 days in year */
when 'hours' then (24.0 / Frequency.value)
when 'minutes' then (24.0 / Frequency.value) * 60
when 'seconds' then (24.0 / Frequency.value) * 60 * 60
when 'days' then (24.0 / Frequency.value) / 24
when 'weeks' then (24.0 / Frequency.value) / (24 * 7)
when 'months' then (24.0 / Frequency.value) / (24 * 30) /* assuming 30 days in month */
when 'years' then (24.0 / Frequency.value) / (24 * 365) /* assuming 365 days in year */
else null

end

4 CMD.ToDaily(Frequency Choice<Quantity, Code>)

case
when Frequency is Quantity then QuantityToDaily(Frequency as Quantity)
else CodeToDaily(Frequency as Code)

end

4 Global.NormalizeInterval(pointInTime DateTime, period Interval<DateTime>)

if pointInTime is not null then Interval[pointInTime, pointInTime]
else if period is not null then period
else null as Interval<DateTime>

4 MedicationStrengthPerUnit(Strength Code)

case
when Strength ~ "reserpine 0.1 MG Oral Tablet" then 0.1 'mg'
when Strength ~ "reserpine 0.25 MG Oral Tablet" then 0.25 'mg'
when Strength ~ "digoxin 0.05 MG/ML Oral Solution" then 0.05 'mg/mL'
when Strength ~ "digoxin 0.0625 MG Oral Tablet" then 0.0625 'mg'
when Strength ~ "1 ML digoxin 0.1 MG/ML Injection" then 0.1 'mg/mL'
when Strength ~ "digoxin 0.125 MG Oral Tablet" then 0.125 'mg’
when Strength ~ "digoxin 0.1875 MG Oral Tablet" then 0.1875 'mg'
when Strength ~ "digoxin 0.25 MG Oral Tablet" then 0.25 'mg'
when Strength ~ "2 ML digoxin 0.25 MG/ML Injection" then 0.25 'mg/mL'
when Strength ~ "doxepin 3 MG Oral Tablet" then 3 'mg'
when Strength ~ "doxepin 6 MG Oral Tablet" then 6 'mg'
when Strength ~ "doxepin hydrochloride 10 MG Oral Capsule" then 10 'mg'
when Strength ~ "doxepin hydrochloride 10 MG/ML Oral Solution" then 10 'mg/mL'
when Strength ~ "doxepin hydrochloride 25 MG Oral Capsule" then 25 'mg'
when Strength ~ "doxepin hydrochloride 50 MG Oral Capsule" then 50 'mg'
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when Strength ~ "doxepin hydrochloride 75 MG Oral Capsule" then 75 'mg'
when Strength ~ "doxepin hydrochloride 100 MG Oral Capsule" then 100 'mg'
when Strength ~ "doxepin hydrochloride 150 MG Oral Capsule" then 150 'mg'
else null

end

4 More Than One Order(Medication List<"Medication, Order">)

"Medication" OrderMedication1
with "Medication" OrderMedication2
such that ( OrderMedicationl.authorDatetime during "Measurement Period"
and OrderMedication1.refills >= 1

or ( date from OrderMedicationl.authorDatetime !~ date from OrderMedication2.authorDatetime
and OrderMedicationl.authorDatetime during "Measurement Period"
and OrderMedication2.authorDatetime during "Measurement Period"

return OrderMedication1

Terminology

code "1 ML digoxin 0.1 MG/ML Injection" ("RXNORM Code (204504)")

code "2 ML digoxin 0.25 MG/ML Injection" ("RXNORM Code (104208)")

code "digoxin 0.05 MG/ML Oral Solution" ("RXNORM Code (393245)")

code "digoxin 0.0625 MG Oral Tablet" ("RXNORM Code (245273)")

code "digoxin 0.125 MG Oral Tablet" ("RXNORM Code (197604)")

code "digoxin 0.1875 MG Oral Tablet" ("RXNORM Code (1441565)")

code "digoxin 0.25 MG Oral Tablet" ("RXNORM Code (197606)")

code "Discharge to healthcare facility for hospice care (procedure)" ("SNOMEDCT Code (428371000124100)")
code "Discharge to home for hospice care (procedure)" ("SNOMEDCT Code (428361000124107)")
code "doxepin 3 MG Oral Tablet" ("RXNORM Code (966787)")

code "doxepin 6 MG Oral Tablet" ("RXNORM Code (966793)")

code "doxepin hydrochloride 10 MG Oral Capsule" ("RXNORM Code (1000048)")

code "doxepin hydrochloride 10 MG/ML Oral Solution" ("RXNORM Code (1000054)")

code "doxepin hydrochloride 100 MG Oral Capsule" ("RXNORM Code (1000058)")

code "doxepin hydrochloride 150 MG Oral Capsule" ("RXNORM Code (1000064)")

code "doxepin hydrochloride 25 MG Oral Capsule" ("RXNORM Code (1000070)")

code "doxepin hydrochloride 50 MG Oral Capsule" ("RXNORM Code (1000076)")

code "doxepin hydrochloride 75 MG Oral Capsule" ("RXNORM Code (1000097)")

code "Encounter for palliative care" ("ICD10CM Code (Z51.5)")

code "Every eight hours (qualifier value)" ("SNOMEDCT Code (307469008)")

code "Every eight to twelve hours (qualifier value)" ("SNOMEDCT Code (396140003)")

code "Every forty eight hours (qualifier value)" ("SNOMEDCT Code (396131002)")

code "Every four hours (qualifier value)" ("SNOMEDCT Code (225756002)")

code "Every seventy two hours (qualifier value)" ("SNOMEDCT Code (396143001)")

code "Every six hours (qualifier value)" ("SNOMEDCT Code (307468000)")

code "Every six to eight hours (qualifier value)" ("SNOMEDCT Code (396139000)")

code "Every thirty six hours (qualifier value)" ("SNOMEDCT Code (396126004)")

code "Every three to four hours (qualifier value)" ("SNOMEDCT Code (225754004)")

code "Every three to six hours (qualifier value)" ("SNOMEDCT Code (396127008)")

code "Every twelve hours (qualifier value)" ("SNOMEDCT Code (307470009)")

code "Every twenty four hours (qualifier value)" ("SNOMEDCT Code (396125000)")

code "Every two to four hours (qualifier value)" ("SNOMEDCT Code (225752000)")

code "Four times daily (qualifier value)" ("SNOMEDCT Code (307439001)")

code "Functional Assessment of Chronic Illness Therapy - Palliative Care Questionnaire (FACIT-Pal)" ("LOINC Code (71007-9)")
code "Hospice care [Minimum Data Set]" ("LOINC Code (45755-6)")

code "Office or other outpatient visit for the evaluation and management of an established patient, that may not require the presence of a physician
or other qualified health care professional. Usually, the presenting problem(s) are minimal." ("CPT Code (99211)")
code "Once daily (qualifier value)" ("SNOMEDCT Code (229797004)")

code "One to four times a day (qualifier value)" ("SNOMEDCT Code (396109005)")

code "One to three times a day (qualifier value)" ("SNOMEDCT Code (396108002)")

code "One to two times a day (qualifier value)" ("SNOMEDCT Code (396107007)")

code "reserpine 0.1 MG Oral Tablet" ("RXNORM Code (198196)")

code "reserpine 0.25 MG Oral Tablet" ("RXNORM Code (198197)")

code "Three times daily (qualifier value)" ("SNOMEDCT Code (229798009)")

code "Twice a day (qualifier value)" ("SNOMEDCT Code (229799001)")

code "Two to four times a day (qualifier value)" ("SNOMEDCT Code (396111001)")

code "Yes (qualifier value)" ("SNOMEDCT Code (373066001)")

valueset "Alcohol Withdrawal" (2.16.840.1.113883.3.464.1003.105.12.1209)

valueset "Annual Wellness Visit" (2.16.840.1.113883.3.526.3.1240)

valueset "Anti Infectives, other" (2.16.840.1.113883.3.464.1003.196.12.1481)

valueset "Anticholinergics, anti Parkinson agents" (2.16.840.1.113883.3.464.1003.1049)
valueset "Anticholinergics, first generation antihistamines" (2.16.840.1.113883.3.464.1003.1043)
valueset "Antipsychotics" (2.16.840.1.113883.3.464.1003.196.12.1523)

valueset "Antispasmodics" (2.16.840.1.113883.3.464.1003.1050)

valueset "Antithrombotic" (2.16.840.1.113883.3.464.1003.1051)

valueset "Benzodiazepine Withdrawal" (2.16.840.1.113883.3.464.1003.105.12.1208)

valueset "Benzodiazepines" (2.16.840.1.113883.3.464.1003.196.12.1522)

valueset "Bipolar Disorder" (2.16.840.1.113883.3.464.1003.105.12.1157)

valueset "Cardiovascular, alpha agonists, central" (2.16.840.1.113883.3.464.1003.1052)
valueset "Cardiovascular, other" (2.16.840.1.113883.3.464.1003.1053)

valueset "Care Services in Long Term Residential Facility" (2.16.840.1.113883.3.464.1003.101.12.1014)
valueset "Central nervous system, antidepressants" (2.16.840.1.113883.3.464.1003.1054)
valueset "Central nervous system, barbiturates" (2.16.840.1.113883.3.464.1003.1055)

valueset "Central nervous system, other" (2.16.840.1.113883.3.464.1003.1057)

valueset "Central nervous system, vasodilators" (2.16.840.1.113883.3.464.1003.1056)

valueset "Digoxin" (2.16.840.1.113883.3.464.1003.1065)

valueset "Discharge Services Nursing Facility" (2.16.840.1.113883.3.464.1003.101.12.1013)
valueset "Doxepin" (2.16.840.1.113883.3.464.1003.1067)

valueset "Encounter Inpatient" (2.16.840.1.113883.3.666.5.307)

valueset "Endocrine system, estrogens with or without progestins" (2.16.840.1.113883.3.464.1003.1058)
valueset "Endocrine system, other" (2.16.840.1.113883.3.464.1003.1060)

valueset "Endocrine system, sulfonylureas, long duration" (2.16.840.1.113883.3.464.1003.1059)
valueset "Ethnicity" (2.16.840.1.114222.4.11.837)

valueset "Generalized Anxiety Disorder" (2.16.840.1.113883.3.464.1003.105.12.1210)

valueset "Home Healthcare Services" (2.16.840.1.113883.3.464.1003.101.12.1016)

valueset "Hospice Care Ambulatory" (2.16.840.1.113883.3.526.3.1584)

valueset "Hospice Encounter" (2.16.840.1.113883.3.464.1003.1003)

valueset "Nonbenzodiazepine hypnotics" (2.16.840.1.113883.3.464.1003.196.12.1480)

valueset "Nursing Facility Visit" (2.16.840.1.113883.3.464.1003.101.12.1012)

valueset "Office Visit" (2.16.840.1.113883.3.464.1003.101.12.1001)

valueset "ONC Administrative Sex" (2.16.840.1.113762.1.4.1)

valueset "Online Assessments" (2.16.840.1.113883.3.464.1003.101.12.1089)

valueset "Ophthalmologic Services" (2.16.840.1.113883.3.464.1003.101.11.1206)

valueset "Other Bipolar Disorder" (2.16.840.1.113883.3.464.1003.105.12.1204)

valueset "Pain medications, other" (2.16.840.1.113883.3.464.1003.1063)

valueset "Pain medications, skeletal muscle relaxants" (2.16.840.1.113883.3.464.1003.1062)
valueset "Palliative Care Encounter" (2.16.840.1.113883.3.464.1003.101.12.1090)

valueset "Palliative Care Intervention" (2.16.840.1.113883.3.464.1003.198.12.1135)

valueset "Payer" (2.16.840.1.114222.4.11.3591)
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valueset "Preventive Care Services Established Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1025)
valueset "Preventive Care Services Initial Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1023)
valueset "Race" (2.16.840.1.114222.4.11.836)

valueset "REM Sleep Behavior Disorder" (2.16.840.1.113883.3.464.1003.105.12.1207)

valueset "Reserpine" (2.16.840.1.113883.3.464.1003.1044)

valueset "Schizophrenia" (2.16.840.1.113883.3.464.1003.105.12.1205)

valueset "Seizure Disorder" (2.16.840.1.113883.3.464.1003.105.12.1206)

valueset "Telephone Visits" (2.16.840.1.113883.3.464.1003.101.12.1080)

Data Criteria (QDM Data Elements)

.

e o o o o

. e o o 0 o

e o 0o 0 0 0 0 e e 00 0 0

. LY e o 0o 0 00

"Assessment, Performed: Functional Assessment of Chronic Iliness Therapy - Palliative Care Questionnaire (FACIT-Pal)" using "Functional Assessment
of Chronic Iliness Therapy - Palliative Care Questionnaire (FACIT-Pal) (LOINC Code 71007-9)"

"Assessment, Performed: Hospice care [Minimum Data Set]" using "Hospice care [Minimum Data Set] (LOINC Code 45755-6)"

"Diagnosis: Alcohol Withdrawal" using "Alcohol Withdrawal (2.16.840.1.113883.3.464.1003.105.12.1209)"

"Diagnosis: Benzodiazepine Withdrawal" using "Benzodiazepine Withdrawal (2.16.840.1.113883.3.464.1003.105.12.1208)"

"Diagnosis: Bipolar Disorder" using "Bipolar Disorder (2.16.840.1.113883.3.464.1003.105.12.1157)"

"Diagnosis: Encounter for palliative care" using "Encounter for palliative care (ICD10CM Code Z51.5)"

"Diagnosis: Generalized Anxiety Disorder" using "Generalized Anxiety Disorder (2.16.840.1.113883.3.464.1003.105.12.1210)"

"Diagnosis: Other Bipolar Disorder" using "Other Bipolar Disorder (2.16.840.1.113883.3.464.1003.105.12.1204)"

"Diagnosis: REM Sleep Behavior Disorder" using "REM Sleep Behavior Disorder (2.16.840.1.113883.3.464.1003.105.12.1207)"

"Diagnosis: Schizophrenia" using "Schizophrenia (2.16.840.1.113883.3.464.1003.105.12.1205)"

"Diagnosis: Seizure Disorder" using "Seizure Disorder (2.16.840.1.113883.3.464.1003.105.12.1206)"

"Encounter, Performed: Annual Wellness Visit" using "Annual Wellness Visit (2.16.840.1.113883.3.526.3.1240)"

"Encounter, Performed: Care Services in Long Term Residential Facility" using "Care Services in Long Term Residential Facility
(2.16.840.1.113883.3.464.1003.101.12.1014)"

"Encounter, Performed: Discharge Services Nursing Facility" using "Discharge Services Nursing Facility
(2.16.840.1.113883.3.464.1003.101.12.1013)"

"Encounter, Performed: Encounter Inpatient" using "Encounter Inpatient (2.16.840.1.113883.3.666.5.307)"

"Encounter, Performed: Home Healthcare Services" using "Home Healthcare Services (2.16.840.1.113883.3.464.1003.101.12.1016)"

"Encounter, Performed: Hospice Encounter" using "Hospice Encounter (2.16.840.1.113883.3.464.1003.1003)"

"Encounter, Performed: Nursing Facility Visit" using "Nursing Facility Visit (2.16.840.1.113883.3.464.1003.101.12.1012)"

"Encounter, Performed: Office or other outpatient visit for the evaluation and management of an established patient, that may not require the
presence of a physician or other qualified health care professional. Usually, the presenting problem(s) are minimal." using "Office or other outpatient
visit for the evaluation and management of an established patient, that may not require the presence of a physician or other qualified health care
professional. Usually, the presenting problem(s) are minimal. (CPT Code 99211)"

"Encounter, Performed: Office Visit" using "Office Visit (2.16.840.1.113883.3.464.1003.101.12.1001)"

"Encounter, Performed: Online Assessments" using "Online Assessments (2.16.840.1.113883.3.464.1003.101.12.1089)"

"Encounter, Performed: Ophthalmologic Services" using "Ophthalmologic Services (2.16.840.1.113883.3.464.1003.101.11.1206)"

"Encounter, Performed: Palliative Care Encounter" using "Palliative Care Encounter (2.16.840.1.113883.3.464.1003.101.12.1090)"

"Encounter, Performed: Preventive Care Services Established Office Visit, 18 and Up" using "Preventive Care Services Established Office Visit, 18 and

Up (2.16.840.1.113883.3.464.1003.101.12.1025)"

"Encounter, Performed: Preventive Care Services Initial Office Visit, 18 and Up" using "Preventive Care Services Initial Office Visit, 18 and Up
(2.16.840.1.113883.3.464.1003.101.12.1023)"

"Encounter, Performed: Telephone Visits" using "Telephone Visits (2.16.840.1.113883.3.464.1003.101.12.1080)"

"Intervention, Order: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"

"Intervention, Performed: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"

"Intervention, Performed: Palliative Care Intervention" using "Palliative Care Intervention (2.16.840.1.113883.3.464.1003.198.12.1135)"

"Medication, Order:
"Medication, Order:
"Medication, Order:

Anti Infectives, other" using "Anti Infectives, other (2.16.840.1.113883.3.464.1003.196.12.1481)"
Anticholinergics, anti Parkinson agents" using "Anticholinergics, anti Parkinson agents (2.16.840.1.113883.3.464.1003.1049)"
Anticholinergics, first generation antihistamines" using "Anticholinergics, first generation antihistamines

(2.16.840.1.113883.3.464.1003.1043)"

"Medication, Order:
"Medication, Order:
"Medication, Order:
"Medication, Order:
"Medication, Order:
"Medication, Order:
"Medication, Order:

Antipsychotics" using "Antipsychotics (2.16.840.1.113883.3.464.1003.196.12.1523)"

Antispasmodics" using "Antispasmodics (2.16.840.1.113883.3.464.1003.1050)"

Antithrombotic" using "Antithrombotic (2.16.840.1.113883.3.464.1003.1051)"

Benzodiazepines" using "Benzodiazepines (2.16.840.1.113883.3.464.1003.196.12.1522)"

Cardiovascular, alpha agonists, central" using "Cardiovascular, alpha agonists, central (2.16.840.1.113883.3.464.1003.1052)"
Cardiovascular, other" using "Cardiovascular, other (2.16.840.1.113883.3.464.1003.1053)"

Central nervous system, antidepressants" using "Central nervous system, antidepressants

(2.16.840.1.113883.3.464.1003.1054)"

"Medication, Order:
"Medication, Order:
"Medication, Order:
"Medication, Order:
"Medication, Order:
"Medication, Order:

Central nervous system, barbiturates" using "Central nervous system, barbiturates (2.16.840.1.113883.3.464.1003.1055)"
Central nervous system, other" using "Central nervous system, other (2.16.840.1.113883.3.464.1003.1057)"

Central nervous system, vasodilators" using "Central nervous system, vasodilators (2.16.840.1.113883.3.464.1003.1056)"
Digoxin" using "Digoxin (2.16.840.1.113883.3.464.1003.1065)"

Doxepin" using "Doxepin (2.16.840.1.113883.3.464.1003.1067)"

Endocrine system, estrogens with or without progestins" using "Endocrine system, estrogens with or without progestins

(2.16.840.1.113883.3.464.1003.1058)"

"Medication, Order:
"Medication, Order:

Endocrine system, other" using "Endocrine system, other (2.16.840.1.113883.3.464.1003.1060)"
Endocrine system, sulfonylureas, long duration" using "Endocrine system, sulfonylureas, long duration

(2.16.840.1.113883.3.464.1003.1059)"

"Medication, Order:
"Medication, Order:
"Medication, Order:

Nonbenzodiazepine hypnotics" using "Nonbenzodiazepine hypnotics (2.16.840.1.113883.3.464.1003.196.12.1480)"
Pain medications, other" using "Pain medications, other (2.16.840.1.113883.3.464.1003.1063)"
Pain medications, skeletal muscle relaxants" using "Pain medications, skeletal muscle relaxants

(2.16.840.1.113883.3.464.1003.1062)"

"Medication, Order:

Reserpine" using "Reserpine (2.16.840.1.113883.3.464.1003.1044)"

"Patient Characteristic Ethnicity: Ethnicity" using "Ethnicity (2.16.840.1.114222.4.11.837)"

"Patient Characteristic Payer: Payer" using "Payer (2.16.840.1.114222.4.11.3591)"

"Patient Characteristic Race: Race" using "Race (2.16.840.1.114222.4.11.836)"

"Patient Characteristic Sex: ONC Administrative Sex" using "ONC Administrative Sex (2.16.840.1.113762.1.4.1)"

Supplemental Data Elements

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Risk Adjustment Variables

None

None
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Not Applicable abdc37cc-bac6-4156-9b91-d1be2c8b7268
January 1, 20XX through December 31, 20XX

National Committee for Quality Assurance

National Committee for Quality Assurance

None

Percentage of patients 18-85 years of age who had a diagnosis of essential hypertension starting before and
continuing into, or starting during the first six months of the measurement period, and whose most recent blood
pressure was adequately controlled (<140/90mmHg) during the measurement period

This Physician Performance Measure (Measure) and related data specifications are owned and were developed by the
National Committee for Quality Assurance (NCQA). NCQA is not responsible for any use of the Measure. NCQA makes
no representations, warranties, or endorsement about the quality of any organization or physician that uses or reports
performance measures and NCQA has no liability to anyone who relies on such measures or specifications. NCQA
holds a copyright in the Measure. The Measure can be reproduced and distributed, without modification, for
noncommercial purposes (e.g., use by healthcare providers in connection with their practices) without obtaining
approval from NCQA. Commercial use is defined as the sale, licensing, or distribution of the Measure for commercial
gain, or incorporation of the Measure into a product or service that is sold, licensed or distributed for commercial gain.
All commercial uses or requests for modification must be approved by NCQA and are subject to a license at the
discretion of NCQA. (C) 2012-2021 National Committee for Quality Assurance. All Rights Reserved.

Limited proprietary coding is contained in the Measure specifications for user convenience. Users of proprietary code
sets should obtain all necessary licenses from the owners of the code sets. NCQA disclaims all liability for use or
accuracy of any third party codes contained in the specifications.

CPT(R) contained in the Measure specifications is copyright 2004-2021 American Medical Association. LOINC(R)
copyright 2004-2021 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms(R) (SNOMED CT[R])
copyright 2004-2021 International Health Terminology Standards Development Organisation. ICD-10 copyright 2021
World Health Organization. All Rights Reserved.

The performance Measure is not a clinical guideline and does not establish a standard of medical care, and has not
been tested for all potential applications. THE MEASURE AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT
WARRANTY OF ANY KIND.

Due to technical limitations, registered trademarks are indicated by (R) or [R] and unregistered trademarks are
indicated by (TM) or [TM].

Proportion

Intermediate Clinical Outcome
None

None

None

High blood pressure (HBP), also known as hypertension, is when the pressure in blood vessels is higher than normal
(Centers for Disease Control and Prevention [CDC], 2021). The causes of hypertension are multiple and multifaceted
and can be based on genetic predisposition, environmental risk factors, being overweight and obese, sodium intake,
potassium intake, physical activity, and alcohol use. High blood pressure is common; according to the American Heart
Association, between 2013-2016, approximately 121.5 million US adults >= 20 years of age had HBP and the
prevalence of hypertension among US adults 65 and older was 77.0 percent (Virani et al., 2021).

HBP, known as the “silent killer,” increases risks of heart disease and stroke which are two of the leading causes of
death in the US; a person who has HBP is four times more likely to die from a stroke and three times more likely to
die from heart disease (CDC, 2012). The National Vital Statistics Systems reported that in 2014 there were
approximately 73,300 deaths directly due to HBP and 410,624 deaths with any mention of HBP (CDC, 2014). Between
2008 and 2018 the number of deaths due to HBP rose by 57.2 percent (Virani et al., 2021). Managing and treating
HBP would reduce cardiovascular disease mortality for males and females by 30.4 percent and 38.0 percent,
respectively (Patel et al., 2015).

The estimated annual average direct and indirect cost of HBP from 2016 to 2017 was $52.4 billion (Virani et al.,
2021). A study on cost-effectiveness on treating hypertension found that controlling HBP in patients with
cardiovascular disease and systolic blood pressures of >= 160 mm Hg could be effective and cost-saving (Moran,
2015).

Many studies have shown that controlling high blood pressure reduces cardiovascular events and mortality. The
Systolic Blood Pressure Intervention Trial (SPRINT) investigated the impact of obtaining a SBP goal of <120 mm Hg
compared to a SBP goal of <140 mm Hg among patients 50 and older with established cardiovascular disease and
found that the patients with the former goal had reduced cardiovascular events and mortality (SPRINT Research
Group et al., 2015).

Controlling HBP will significantly reduce the risks of cardiovascular disease mortality and lead to better health
outcomes like reduction of heart attacks, stroke, and kidney disease (James et al., 2014). Thus, the relationship
between the measure (control of hypertension) and the long-term clinical outcomes listed is well established.

The U.S. Preventive Services Task Force (2015) recommends screening for high blood pressure in adults age 18 years
and older. This is a grade A recommendation.

American College of Cardiology/American Heart Association (2017)

-For adults with confirmed hypertension and known CVD or 10-year ASCVD event risk of 10% or higher, a blood
pressure target of less than 130/80 mmHg is recommended (Level of evidence: B-R (for systolic blood pressures),
Level of evidence: C-EO (for diastolic blood pressure))

-For adults with confirmed hypertension, without additional markers of increased CVD risk, a blood pressure target of
less than 130/80 mmHg may be reasonable (Note: clinical trial evidence is strongest for a target blood pressure of
140/90 mmHg in this population. However, observational studies suggest that these individuals often have a high
lifetime risk and would benefit from blood pressure control earlier in life) (Level of evidence: B-NR (for systolic blood
pressure), Level of evidence: C-EO (for diastolic blood pressure))

American College of Physicians and the American Academy of Family Physicians (2017):

-Initiate or intensify pharmacologic treatment in some adults aged 60 years or older at high cardiovascular risk, based
on individualized assessment, to achieve a target systolic blood pressure of less than 140 mmHg (Grade: weak
recommendation, Quality of evidence: low)

-Initiate or intensify pharmacologic treatment in adults aged 60 years or older with a history of stroke or transient
ischemic attack to achieve a target systolic blood pressure of less than 140 mmHg to reduce the risk of recurrent
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stroke (Grade: weak recommendation, Quality of evidence: moderate)
American Diabetes Association (2021):

-For individuals with diabetes and hypertension at higher cardiovascular risk (existing atherosclerotic cardiovascular
disease or 10-year atherosclerotic cardiovascular disease risk >=15%), a blood pressure target of <130/80 mmHg
may be appropriate, if it can be safely attained (Level of evidence: C)

-For individuals with diabetes and hypertension at lower risk for cardiovascular disease (10-year atherosclerotic
cardiovascular disease risk <15%), treat to a blood pressure target of <140/90 mmHg (Level of evidence: A)

Higher score indicates better quality

Reference Type: CITATION

Reference Text: 'American Diabetes Association. (2021). 10. Cardiovascular disease and risk management: Standards
of medical care in diabetes—2021. Diabetes Care 2021, 44(Suppl. 1), S125-S150. https://doi.org/10.2337/dc21-
S010'

Reference Type: CITATION

Reference Text: 'Centers for Disease Control and Prevention. (2012). Vital signs: Getting blood pressure under control.
Retrieved from https://www.cdc.gov/vitalsigns/hypertension/index.html'

Reference Type: CITATION

Reference Text: 'Centers for Disease Control and Prevention. (2021). Facts About Hypertension. Retrieved from
https://www.cdc.gov/bloodpressure/facts.htm’

Reference Type: CITATION

Reference Text: 'Centers for Disease Control and Prevention, National Center for Health Statistics. Mortality multiple
cause micro-data files, 2014: public-use data file and documentation: NHLBI tabulations. Available from
http://www.cdc.gov/nchs/data_access/Vitalstatsonline.htm#Mortality_Multiple'

Reference Type: CITATION

Reference Text: 'James, P.A., Oparil, S., Carter, B.L., et al. (2014). 2014 Evidence-based guideline for the
management of high blood pressure in adults: report from the panel members appointed to the Eighth Joint National
Committee (JNC 8). JAMA. 2014 Feb 5;311(5):507-20. doi: 10.1001/jama.2013.284427. Erratum in: JAMA. 2014 May
7,;311(17):1809. PMID: 24352797."

Reference Type: CITATION

Reference Text: 'Moran, A. E., Odden, M. C., Thanataveerat, A., et al. (2015). Cost-effectiveness of hypertension
therapy according to 2014 guidelines. [published correction appears in N Engl J. Med. 2015;372:1677]. New England
Journal of Medicine. 2015 ;372, 447-455. doi: 10.1056/NEJMsa1406751. [published correction appears on page
16771

Reference Type: CITATION

Reference Text: 'Patel, S. A., Winkel, M., Ali, M. K., et al. (2015). Cardiovascular mortality associated with 5 leading
risk factors: National and state preventable fractions estimated from survey data. Annals of Internal Medicine, 163(4),
245-253. doi: 10.7326/M14-1753'

Reference Type: CITATION

Reference Text: 'Qaseem, A., Wilt, T. J., Rich, R., et al. (2017). Pharmacologic treatment of hypertension in adults
aged 60 years or older to higher versus lower blood pressure targets: A clinical practice guideline from the American
College of Physicians and the American Academy of Family Physicians. Annals of Internal Medicine, 166(6), 430-437.
Retrieved from https://annals.org/aim/fullarticle/2598413/pharmacologic-treatment-hypertension-adults-aged-60-
years-older-higher-versus'

Reference Type: CITATION

Reference Text: 'SPRINT Research Group, Wright, J. T., Jr., Williamson, J. D., et al. (2015). A randomized trial of
intensive versus standard blood-pressure control. New England Journal of Medicine, 373(22), 2103-2116."

Reference Type: CITATION

Reference Text: 'U.S. Preventive Services Task Force. (2015). Screening for high blood pressure in adults: U.S.
Preventive Services Task Force recommendation statement. Annals of Internal Medicine, 163(10), 778-787. Retrieved
from https://annals.org/aim/fullarticle/2456129/screening-high-blood-pressure-adults-u-s-preventive-services-task'

Reference Type: CITATION

Reference Text: 'Virani, S.S., Alonso, A., Aparicio, H.J., et al.; on behalf of the American Heart Association Council on
Epidemiology and Prevention Statistics Committee and Stroke Statistics Subcommittee. (2021). Heart disease and
stroke statistics—2021 update: a report from the American Heart Association. Circulation. 2021;143:e254-e743. doi:
10.1161/CIR.0000000000000950'

Reference Type: CITATION

Reference Text: 'Whelton, P. K., Carey, R. M., Aronow, W. S., et al. (2017). Guideline for the prevention, detection,
evaluation, and management of high blood pressure in adults: A report of the American College of
Cardiology/American Heart Association Task Force on Clinical Practice Guidelines. Journal of the American College of
Cardiology. https://doi.org/10.1161/HYP.0000000000000065'

None

In reference to the numerator element, only blood pressure readings performed by a clinician or a remote monitoring
device are acceptable for numerator compliance with this measure. This includes blood pressures taken in person by a
clinician and blood pressures measured remotely by electronic monitoring devices capable of transmitting the blood
pressure data to the clinician. Blood pressure readings taken by a remote monitoring device and conveyed by the
patient to the clinician are also acceptable. It is the clinician’s responsibility and discretion to confirm the remote
monitoring device used to obtain the blood pressure is considered acceptable and reliable and whether the blood
pressure reading is considered accurate before documenting it in the patient’s medical record.

Do not include BP readings taken during an acute inpatient stay or an ED visit.

If no blood pressure is recorded during the measurement period, the patient's blood pressure is assumed "not
controlled".

If there are multiple blood pressure readings on the same day, use the lowest systolic and the lowest diastolic reading
as the most recent blood pressure reading. Ranges and thresholds do not meet criteria for this measure. A distinct
numeric result for both the systolic and diastolic BP reading is required for numerator compliance.

This eCQM is a patient-based measure.

This version of the eCQM uses QDM version 5.6. Please refer to the eCQI resource center
(https://ecqi.healthit.gov/gdm) for more information on the QDM.

file:///Users/floralum/Downloads/EC-eCQM-2022-05-v2/CMS165v11/CMS165v11.html 2/7



1/21/23,9:10 PM Controlling High Blood Pressure 11.0.000

TBD

Patients 18-85 years of age by the end of the measurement period who had a visit and diagnosis of essential
hypertension starting before and continuing into, or starting during the first six months of the measurement period

Equals Initial Population

Patients with evidence of end stage renal disease (ESRD), dialysis or renal transplant before or during the
measurement period. Also exclude patients with a diagnosis of pregnancy during the measurement period.

Exclude patients who are in hospice care for any part of the measurement period.

Exclude patients 66 and older by the end of the measurement period who are living long term in a nursing home any
time on or before the end of the measurement period.

Exclude patients 66-80 by the end of the measurement period with an indication of frailty for any part of the
measurement period who also meet any of the following advanced illness criteria:

- Advanced illness with two outpatient encounters during the measurement period or the year prior

- OR advanced illness with one inpatient encounter during the measurement period or the year prior

- OR taking dementia medications during the measurement period or the year prior

Exclude patients 81 and older by the end of the measurement period with an indication of frailty for any part of the
measurement period.

Exclude patients receiving palliative care for any part of the measurement period.

Patients whose most recent blood pressure is adequately controlled (systolic blood pressure < 140 mmHg and
diastolic blood pressure < 90 mmHg) during the measurement period

Not Applicable
None

For every patient evaluated by this measure also identify payer, race, ethnicity and sex

Table of Contents

Population Criteria

Definitions

Functions

Terminology

Data Criteria (QDM Data Elements)
Supplemental Data Elements

Risk Adjustment Variables

Population Criteria

4 Initial Population

AgelnYearsAt(date from
end of "Measurement Period"
)in Interval[18, 85]
and exists "Essential Hypertension Diagnosis"
and exists AdultOutpatientEncounters."Qualifying Encounters

4 Denominator

"Initial Population"

4 Denominator Exclusions
Hospice."Has Hospice Services"
or exists ( "Pregnancy or Renal Diagnosis Exclusions" )
or exists ( "End Stage Renal Disease Procedures" )
or exists ( "End Stage Renal Disease Encounter" )
or AIFrailLTCF."Is Age 66 to 80 with Advanced Iliness and Frailty or Is Age 81 or Older with Frailty"
or AIFrailLTCF."Is Age 66 or Older Living Long Term in a Nursing Home"
or PalliativeCare."Palliative Care in the Measurement Period"

4 Numerator

"Has Systolic Blood Pressure Less Than 140"
and "Has Diastolic Blood Pressure Less Than 90"

4 Numerator Exclusions

None

4 Denominator Exceptions

None

4 Stratification

None

Definitions

4 AdultOutpatientEncounters.Qualifying Encounters

( ["Encounter, Performed": "Office Visit"]
union ["Encounter, Performed": "Annual Wellness Visit"]
union ["Encounter, Performed": "Preventive Care Services Established Office Visit, 18 and Up"]
union ["Encounter, Performed": "Preventive Care Services Initial Office Visit, 18 and Up"]
union ["Encounter, Performed": "Home Healthcare Services"]
union ["Encounter, Performed": "Online Assessments"]
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union ["Encounter, Performed": "Telephone Visits"] ) ValidEncounter
where ValidEncounter.relevantPeriod during day of "Measurement Period"

4 AIFrailLTCF.Has Criteria Indicating Frailty

exists ( ["Device, Order": "Frailty Device"] FrailtyDeviceOrder
where FrailtyDeviceOrder.authorDatetime during day of "Measurement Period"

or exists ( ["Assessment, Performed": "Medical equipment used"] EquipmentUsed
where EquipmentUsed.result in "Frailty Device"

and Global."Normalizelnterval" ( EquipmentUsed.relevantDatetime, EquipmentUsed.relevantPeriod ) ends during day of "Measurement Period"

or exists ( ["Diagnosis": "Frailty Diagnosis"] FrailtyDiagnosis
where FrailtyDiagnosis.prevalencePeriod overlaps "Measurement Period"

or exists ( ["Encounter, Performed": "Frailty Encounter"] FrailtyEncounter
where FrailtyEncounter.relevantPeriod overlaps "Measurement Period"

)

or exists ( ["Symptom": "Frailty Symptom"] FrailtySymptom
where FrailtySymptom.prevalencePeriod overlaps "Measurement Period"

)

4 AIFrailLTCF.Has Dementia Medications in Year Before or During Measurement Period

exists (["Medication, Active": "Dementia Medications"] DementiaMedication

where Global."NormalizeInterval" ( DementiaMedication.relevantDatetime, DementiaMedication.relevantPeriod ) overlaps Interval[start of "Measurement Period" - 1 year,

end of "Measurement Period"])

4 AIFrailLTCF.Has Inpatient Encounter with Advanced Iliness

exists( ["Encounter, Performed": "Acute Inpatient"] InpatientEncounter
where exists ( InpatientEncounter.diagnoses Diagnosis
where Diagnosis.code in "Advanced Iliness"
)
and InpatientEncounter.relevantPeriod starts during day of Interval[start of "Measurement Period" - 1 year,
end of "Measurement Period"])

4 ATFrailLTCF.Has Two Outpatient Encounters with Advanced Iliness on Different Dates of Service

exists (

from
"Outpatient Encounters with Advanced Iliness" OutpatientEncounterl,
"Outpatient Encounters with Advanced Iliness" OutpatientEncounter2
where OutpatientEncounter2.relevantPeriod ends 1 day or more after day of
end of OutpatientEncounterl.relevantPeriod
return OutpatientEncounterl

)

4 AIFrailLTCF.Is Age 66 or Older Living Long Term in a Nursing Home
( AgelnYearsAt(date from
end of "Measurement Period"
)>= 66

and ( ( Last(["Assessment, Performed": "Housing status"] HousingStatus

where Global."Normalizelnterval"(HousingStatus.relevantDatetime, HousingStatus.relevantPeriod)ends on or before

end of "Measurement Period"
sort by
end of Global."NormalizeInterval"(relevantDatetime, relevantPeriod)asc
)) LastHousingStatus
where LastHousingStatus.result ~ "Lives in a nursing home (finding)"
) is not null

4 AIFrailLTCF.Is Age 66 to 80 with Advanced Iliness and Frailty or Is Age 81 or Older with Frailty

( AgelnYearsAt(date from
end of "Measurement Period"
)in Interval[66, 80]
and "Has Criteria Indicating Frailty"
and ( "Has Two Outpatient Encounters with Advanced Iliness on Different Dates of Service"
or "Has Inpatient Encounter with Advanced Iliness"
or "Has Dementia Medications in Year Before or During Measurement Period"
)
)
or ( AgelnYearsAt(date from
end of "Measurement Period"
)>=81
and "Has Criteria Indicating Frailty"

)

4 AIFrailLTCF.Outpatient Encounters with Advanced Iliness

( ["Encounter, Performed": "Outpatient"]
union ["Encounter, Performed": "Observation"]
union ["Encounter, Performed": "Emergency Department Visit"]
union ["Encounter, Performed": "Nonacute Inpatient"] ) OutpatientEncounter
where exists ( OutpatientEncounter.diagnoses Diagnosis
where Diagnosis.code in "Advanced Iliness"

and OutpatientEncounter.relevantPeriod starts during day of Interval[start of "Measurement Period" - 1 year,
end of "Measurement Period"]

4 Blood Pressure Days

( "Qualifying Diastolic Blood Pressure Reading" DBPExam
return date from Global."LatestOf" ( DBPExam.relevantDatetime, DBPExam.relevantPeriod )

intersect ( "Qualifying Systolic Blood Pressure Reading" SBPExam
return date from Global."LatestOf" ( SBPExam.relevantDatetime, SBPExam.relevantPeriod )

4 Denominator

"Initial Population"

4 Denominator Exclusions

file:///Users/floralum/Downloads/EC-eCQM-2022-05-v2/CMS165v11/CMS165v11.html

Controlling High Blood Pressure 11.0.000

477



1/21/23,9:10 PM Controlling High Blood Pressure 11.0.000

Hospice."Has Hospice Services"
or exists ( "Pregnancy or Renal Diagnosis Exclusions" )
or exists ( "End Stage Renal Disease Procedures" )
or exists ( "End Stage Renal Disease Encounter" )
or AIFrailLTCF."Is Age 66 to 80 with Advanced Iliness and Frailty or Is Age 81 or Older with Frailty"
or AIFrailLTCF."Is Age 66 or Older Living Long Term in a Nursing Home"
or PalliativeCare."Palliative Care in the Measurement Period"

4 End Stage Renal Disease Encounter

["Encounter, Performed": "ESRD Monthly Outpatient Services"] ESRDEncounter
where ESRDEncounter.relevantPeriod starts on or before
end of "Measurement Period"

4 End Stage Renal Disease Procedures

( ["Procedure, Performed": "Kidney Transplant"]
union ["Procedure, Performed": "Dialysis Services"] ) ESRDProcedure
where
end of Global."NormalizeInterval" ( ESRDProcedure.relevantDatetime, ESRDProcedure.relevantPeriod ) on or before
end of "Measurement Period"

4 Essential Hypertension Diagnosis

["Diagnosis": "Essential Hypertension"] Hypertension
where Hypertension.prevalencePeriod overlaps Interval[start of "Measurement Period", start of "Measurement Period" + 6 months )

4 Has Diastolic Blood Pressure Less Than 90

"Lowest Diastolic Reading on Most Recent Blood Pressure Day".result < 90 'mm[Hg]'

4 Has Systolic Blood Pressure Less Than 140

"Lowest Systolic Reading on Most Recent Blood Pressure Day".result < 140 'mm[Hg]’

4 Hospice.Has Hospice Services

exists ( ["Encounter, Performed": "Encounter Inpatient"] InpatientEncounter
where ( InpatientEncounter.dischargeDisposition ~ "Discharge to home for hospice care (procedure)"
or InpatientEncounter.dischargeDisposition ~ "Discharge to healthcare facility for hospice care (procedure)"

and InpatientEncounter.relevantPeriod ends during day of "Measurement Period"

or exists ( ["Encounter, Performed": "Hospice Encounter"] HospiceEncounter
where HospiceEncounter.relevantPeriod overlaps "Measurement Period"
)
or exists ( ["Assessment, Performed": "Hospice care [Minimum Data Set]"] HospiceAssessment
where HospiceAssessment.result ~ "Yes (qualifier value)"
and Global."Normalizelnterval" ( HospiceAssessment.relevantDatetime, HospiceAssessment.relevantPeriod ) overlaps "Measurement Period"

or exists ( ["Intervention, Order": "Hospice Care Ambulatory"] HospiceOrder
where HospiceOrder.authorDatetime during day of "Measurement Period"
)
or exists ( ["Intervention, Performed": "Hospice Care Ambulatory"] HospicePerformed
where Global."NormalizeInterval" ( HospicePerformed.relevantDatetime, HospicePerformed.relevantPeriod ) overlaps "Measurement Period"

)

4 Initial Population

AgelnYearsAt(date from
end of "Measurement Period"
)in Interval[18, 85]
and exists "Essential Hypertension Diagnosis"
and exists AdultOutpatientEncounters."Qualifying Encounters"

4 Lowest Diastolic Reading on Most Recent Blood Pressure Day

First("Qualifying Diastolic Blood Pressure Reading" DBPReading
where Global."LatestOf"(DBPReading.relevantDatetime, DBPReading.relevantPeriod)same day as "Most Recent Blood Pressure Day"
sort by(result as Quantity)

)

4 Lowest Systolic Reading on Most Recent Blood Pressure Day

First("Qualifying Systolic Blood Pressure Reading" SBPReading
where Global."LatestOf"(SBPReading.relevantDatetime, SBPReading.relevantPeriod)same day as "Most Recent Blood Pressure Day"
sort by(result as Quantity)

)

4 Most Recent Blood Pressure Day

Last("Blood Pressure Days" BPDays
sort asc
)

4 Numerator

"Has Systolic Blood Pressure Less Than 140"
and "Has Diastolic Blood Pressure Less Than 90"

4 PalliativeCare.Palliative Care in the Measurement Period

exists ( ["Assessment, Performed": "Functional Assessment of Chronic Iliness Therapy - Palliative Care Questionnaire (FACIT-Pal)"] PalliativeAssessment
where Global."NormalizeInterval"(PalliativeAssessment.relevantDatetime, PalliativeAssessment.relevantPeriod) overlaps "Measurement Period"

or exists (["Diagnosis": "Encounter for palliative care"] PalliativeDiagnosis
where PalliativeDiagnosis.prevalencePeriod overlaps "Measurement Period")
or exists ( ["Encounter, Performed": "Palliative Care Encounter"] PalliativeEncounter
where PalliativeEncounter.relevantPeriod overlaps "Measurement Period"

or exists ( ["Intervention, Performed": "Palliative Care Intervention"] PalliativeIntervention

where Global."NormalizeInterval"(PalliativeIntervention.relevantDatetime, PalliativeIntervention.relevantPeriod) overlaps "Measurement Period"

)
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4 Pregnancy or Renal Diagnosis Exclusions
( ["Diagnosis": "Pregnancy"]
union ["Diagnosis": "End Stage Renal Disease"]
union ["Diagnosis": "Kidney Transplant Recipient"]
union ["Diagnosis": "Chronic Kidney Disease, Stage 5"] ) PregnancyESRDDiagnosis
where PregnancyESRDDiagnosis.prevalencePeriod overlaps "Measurement Period"
4 Qualifying Diastolic Blood Pressure Reading
["Physical Exam, Performed": "Diastolic blood pressure"] DiastolicBP
without ( ["Encounter, Performed": "Encounter Inpatient"]
union ["Encounter, Performed": "Emergency Department Visit"] ) DisqualifyingEncounter
such that Global."LatestOf" ( DiastolicBP.relevantDatetime, DiastolicBP.relevantPeriod ) during day of DisqualifyingEncounter.relevantPeriod

where DiastolicBP.result.unit = 'mm[Hg]'
and Global."LatestOf" ( DiastolicBP.relevantDatetime, DiastolicBP.relevantPeriod ) during day of "Measurement Period"

4 Qualifying Systolic Blood Pressure Reading
["Physical Exam, Performed": "Systolic blood pressure"] SystolicBP
without ( ["Encounter, Performed": "Encounter Inpatient"]
union ["Encounter, Performed": "Emergency Department Visit"] ) DisqualifyingEncounter
such that Global."LatestOf" ( SystolicBP.relevantDatetime, SystolicBP.relevantPeriod ) during day of DisqualifyingEncounter.relevantPeriod
where SystolicBP.result.unit = 'mm[Hg]’'
and Global."LatestOf" ( SystolicBP.relevantDatetime, SystolicBP.relevantPeriod ) during day of "Measurement Period"

4 SDE Ethnicity

["Patient Characteristic Ethnicity": "Ethnicity"]

4 SDE Payer

["Patient Characteristic Payer": "Payer"]

4 SDE Race

["Patient Characteristic Race": "Race"]

4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Functions

4 Global.HasEnd(period Interval<DateTime>)

not (
end of period is null
or
end of period = maximum DateTime
)

4 Global.Latest(period Interval<DateTime>)

if ( HasEnd(period)) then
end of period
else start of period

4 Global.LatestOf(pointInTime DateTime, period Interval<DateTime>)

Latest(NormalizeIlnterval(pointInTime, period))

4 Global.NormalizeInterval(pointInTime DateTime, period Interval<DateTime>)

if pointInTime is not null then Interval[pointInTime, pointInTime]
else if period is not null then period
else null as Interval<DateTime>

Terminology

code "Diastolic blood pressure" ("LOINC Code (8462-4)")

code "Discharge to healthcare facility for hospice care (procedure)" ("SNOMEDCT Code (428371000124100)")
code "Discharge to home for hospice care (procedure)" ("SNOMEDCT Code (428361000124107)")
code "Encounter for palliative care" ("ICD10CM Code (Z51.5)")

code "Functional Assessment of Chronic Illness Therapy - Palliative Care Questionnaire (FACIT-Pal)" ("LOINC Code (71007-9)")
code "Hospice care [Minimum Data Set]" ("LOINC Code (45755-6)")

code "Housing status" ("LOINC Code (71802-3)")

code "Lives in a nursing home (finding)" ("SNOMEDCT Code (160734000)")

code "Medical equipment used" ("LOINC Code (98181-1)")

code "Systolic blood pressure" ("LOINC Code (8480-6)")

code "Yes (qualifier value)" ("SNOMEDCT Code (373066001)")

valueset "Acute Inpatient" (2.16.840.1.113883.3.464.1003.101.12.1083)

valueset "Advanced Iliness" (2.16.840.1.113883.3.464.1003.110.12.1082)

valueset "Annual Wellness Visit" (2.16.840.1.113883.3.526.3.1240)

valueset "Chronic Kidney Disease, Stage 5" (2.16.840.1.113883.3.526.3.1002)

valueset "Dementia Medications" (2.16.840.1.113883.3.464.1003.196.12.1510)

valueset "Dialysis Services" (2.16.840.1.113883.3.464.1003.109.12.1013)

valueset "Emergency Department Visit" (2.16.840.1.113883.3.464.1003.101.12.1010)
valueset "Encounter Inpatient" (2.16.840.1.113883.3.666.5.307)

valueset "End Stage Renal Disease" (2.16.840.1.113883.3.526.3.353)

valueset "ESRD Monthly Outpatient Services" (2.16.840.1.113883.3.464.1003.109.12.1014)
valueset "Essential Hypertension" (2.16.840.1.113883.3.464.1003.104.12.1011)

valueset "Ethnicity" (2.16.840.1.114222.4.11.837)

valueset "Frailty Device" (2.16.840.1.113883.3.464.1003.118.12.1300)

valueset "Frailty Diagnosis" (2.16.840.1.113883.3.464.1003.113.12.1074)

valueset "Frailty Encounter" (2.16.840.1.113883.3.464.1003.101.12.1088)

valueset "Frailty Symptom" (2.16.840.1.113883.3.464.1003.113.12.1075)

valueset "Home Healthcare Services" (2.16.840.1.113883.3.464.1003.101.12.1016)
valueset "Hospice Care Ambulatory" (2.16.840.1.113883.3.526.3.1584)

valueset "Hospice Encounter" (2.16.840.1.113883.3.464.1003.1003)

valueset "Kidney Transplant" (2.16.840.1.113883.3.464.1003.109.12.1012)

valueset "Kidney Transplant Recipient" (2.16.840.1.113883.3.464.1003.109.12.1029)
valueset "Nonacute Inpatient" (2.16.840.1.113883.3.464.1003.101.12.1084)
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valueset "Observation" (2.16.840.1.113883.3.464.1003.101.12.1086)

valueset "Office Visit" (2.16.840.1.113883.3.464.1003.101.12.1001)

valueset "ONC Administrative Sex" (2.16.840.1.113762.1.4.1)

valueset "Online Assessments" (2.16.840.1.113883.3.464.1003.101.12.1089)

valueset "Outpatient" (2.16.840.1.113883.3.464.1003.101.12.1087)

valueset "Palliative Care Encounter" (2.16.840.1.113883.3.464.1003.101.12.1090)

valueset "Palliative Care Intervention" (2.16.840.1.113883.3.464.1003.198.12.1135)

valueset "Payer" (2.16.840.1.114222.4.11.3591)

valueset "Pregnancy" (2.16.840.1.113883.3.526.3.378)

valueset "Preventive Care Services Established Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1025)
valueset "Preventive Care Services Initial Office Visit, 18 and Up" (2.16.840.1.113883.3.464.1003.101.12.1023)
valueset "Race" (2.16.840.1.114222.4.11.836)

valueset "Telephone Visits" (2.16.840.1.113883.3.464.1003.101.12.1080)

Data Criteria (QDM Data Elements)

. "Assessment, Performed: Functional Assessment of Chronic Iliness Therapy - Palliative Care Questionnaire (FACIT-Pal)" using "Functional
Assessment of Chronic Illness Therapy - Palliative Care Questionnaire (FACIT-Pal) (LOINC Code 71007-9)"

"Assessment, Performed: Hospice care [Minimum Data Set]" using "Hospice care [Minimum Data Set] (LOINC Code 45755-6)"
"Assessment, Performed: Housing status" using "Housing status (LOINC Code 71802-3)"

"Assessment, Performed: Medical equipment used" using "Medical equipment used (LOINC Code 98181-1)"

"Device, Order: Frailty Device" using "Frailty Device (2.16.840.1.113883.3.464.1003.118.12.1300)"

"Diagnosis: Chronic Kidney Disease, Stage 5" using "Chronic Kidney Disease, Stage 5 (2.16.840.1.113883.3.526.3.1002)"

"Diagnosis: Encounter for palliative care" using "Encounter for palliative care (ICD10CM Code Z51.5)"

"Diagnosis: End Stage Renal Disease" using "End Stage Renal Disease (2.16.840.1.113883.3.526.3.353)"

"Diagnosis: Essential Hypertension" using "Essential Hypertension (2.16.840.1.113883.3.464.1003.104.12.1011)"

"Diagnosis: Frailty Diagnosis" using "Frailty Diagnosis (2.16.840.1.113883.3.464.1003.113.12.1074)"

"Diagnosis: Kidney Transplant Recipient" using "Kidney Transplant Recipient (2.16.840.1.113883.3.464.1003.109.12.1029)"

"Diagnosis: Pregnancy" using "Pregnancy (2.16.840.1.113883.3.526.3.378)"

"Encounter, Performed: Acute Inpatient" using "Acute Inpatient (2.16.840.1.113883.3.464.1003.101.12.1083)"

"Encounter, Performed: Annual Wellness Visit" using "Annual Wellness Visit (2.16.840.1.113883.3.526.3.1240)"

"Encounter, Performed: Emergency Department Visit" using "Emergency Department Visit (2.16.840.1.113883.3.464.1003.101.12.1010)"
"Encounter, Performed: Encounter Inpatient" using "Encounter Inpatient (2.16.840.1.113883.3.666.5.307)"

"Encounter, Performed: ESRD Monthly Outpatient Services" using "ESRD Monthly Outpatient Services
(2.16.840.1.113883.3.464.1003.109.12.1014)"

"Encounter, Performed: Frailty Encounter" using "Frailty Encounter (2.16.840.1.113883.3.464.1003.101.12.1088)"

"Encounter, Performed: Home Healthcare Services" using "Home Healthcare Services (2.16.840.1.113883.3.464.1003.101.12.1016)"
"Encounter, Performed: Hospice Encounter" using "Hospice Encounter (2.16.840.1.113883.3.464.1003.1003)"

"Encounter, Performed: Nonacute Inpatient" using "Nonacute Inpatient (2.16.840.1.113883.3.464.1003.101.12.1084)"

"Encounter, Performed: Observation" using "Observation (2.16.840.1.113883.3.464.1003.101.12.1086)"

"Encounter, Performed: Office Visit" using "Office Visit (2.16.840.1.113883.3.464.1003.101.12.1001)"

"Encounter, Performed: Online Assessments" using "Online Assessments (2.16.840.1.113883.3.464.1003.101.12.1089)"

"Encounter, Performed: Outpatient" using "Outpatient (2.16.840.1.113883.3.464.1003.101.12.1087)"

"Encounter, Performed: Palliative Care Encounter" using "Palliative Care Encounter (2.16.840.1.113883.3.464.1003.101.12.1090)"
"Encounter, Performed: Preventive Care Services Established Office Visit, 18 and Up" using "Preventive Care Services Established Office Visit, 18
and Up (2.16.840.1.113883.3.464.1003.101.12.1025)"

"Encounter, Performed: Preventive Care Services Initial Office Visit, 18 and Up" using "Preventive Care Services Initial Office Visit, 18 and Up
(2.16.840.1.113883.3.464.1003.101.12.1023)"

"Encounter, Performed: Telephone Visits" using "Telephone Visits (2.16.840.1.113883.3.464.1003.101.12.1080)"

"Intervention, Order: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"

"Intervention, Performed: Hospice Care Ambulatory" using "Hospice Care Ambulatory (2.16.840.1.113883.3.526.3.1584)"

"Intervention, Performed: Palliative Care Intervention" using "Palliative Care Intervention (2.16.840.1.113883.3.464.1003.198.12.1135)"
"Medication, Active: Dementia Medications" using "Dementia Medications (2.16.840.1.113883.3.464.1003.196.12.1510)"

"Patient Characteristic Ethnicity: Ethnicity" using "Ethnicity (2.16.840.1.114222.4.11.837)"

"Patient Characteristic Payer: Payer" using "Payer (2.16.840.1.114222.4.11.3591)"

"Patient Characteristic Race: Race" using "Race (2.16.840.1.114222.4.11.836)"

"Patient Characteristic Sex: ONC Administrative Sex" using "ONC Administrative Sex (2.16.840.1.113762.1.4.1)"

"Physical Exam, Performed: Diastolic blood pressure" using "Diastolic blood pressure (LOINC Code 8462-4)"

"Physical Exam, Performed: Systolic blood pressure" using "Systolic blood pressure (LOINC Code 8480-6)"

"Procedure, Performed: Dialysis Services" using "Dialysis Services (2.16.840.1.113883.3.464.1003.109.12.1013)"

"Procedure, Performed: Kidney Transplant" using "Kidney Transplant (2.16.840.1.113883.3.464.1003.109.12.1012)"

"Symptom: Frailty Symptom" using "Frailty Symptom (2.16.840.1.113883.3.464.1003.113.12.1075)"

Supplemental Data Elements
4 SDE Ethnicity
["Patient Characteristic Ethnicity": "Ethnicity"]
4 SDE Payer
["Patient Characteristic Payer": "Payer"]
4 SDE Race
["Patient Characteristic Race": "Race"]
4 SDE Sex

["Patient Characteristic Sex": "ONC Administrative Sex"]

Risk Adjustment Variables

None

None
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Quality ID #1 (NQF 0059): Diabetes: Hemoglobin A1c (HbA1c) Poor Control (>9%)

2023 COLLECTION TYPE:
MIPS CLINICAL QUALITY MEASURES (CQMS)

MEASURE TYPE:
Intermediate Outcome — High Priority

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 submitted a minimum of once per performance period for patients with diabetes seen during
the performance period. The most recent quality data code submitted will be used for performance calculation. This
measure may be submitted by Merit-based Incentive Payment System (MIPS) eligible clinicians who perform the
quality actions described in the measure based on the services provided and the measure-specific denominator
coding.

NOTE: Patient encounters for this measure conducted via telehealth (e.g., encounters coded with GQ, GT, 95, or POS
02 modifiers) are allowable.

Measure Submission Type:

Measure data may be submitted by individual MIPS eligible clinicians, groups, or third-party intermediaries. The
listed denominator criteria are used to identify the intended patient population. The numerator options included in this
specification are used to submit the quality actions as allowed by the measure. The quality data codes listed do not
need to be submitted by MIPS eligible clinicians, groups, or third-party intermediaries that utilize this modality for
submissions; however, these codes may be submitted for those third-party intermediaries that utilize Medicare Part B
claims data. For more information regarding Application Programming Interface (API), please refer to the Quality
Payment Program (QPP) website.

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

DENOMINATOR NOTE: To assess the age for exclusions, the patient’s age on the date of the encounter
should be used.

*Signifies that this CPT Category | code is a non-covered service under the Medicare Part B Physician Fee
Schedule (PFS). These non-covered services should be counted in the denominator population for MIPS
CQMs.

Denominator Criteria (Eligible Cases):
Patients 18 through 75 years of age on date of encounter
AND

Diagnosis for diabetes (ICD-10-CM): E10.10, E10.11, E10.21, E10.22, E10.29, E10.311, E10.319,
E10.3211, E10.3212, E10.3213, E10.3219, E10.3291, E10.3292, E10.3293, E10.3299, E10.3311,
E10.3312, E10.3313, E10.3319, E10.3391, E10.3392, E10.3393, E10.3399, E10.3411, E10.3412,
E10.3413, E10.3419, E10.3491, E10.3492, E10.3493, E10.3499, E10.3511, E10.3512, E10.3513,
E10.3519, E10.3521, E10.3522, E10.3523, E10.3529, E10.3531, E10.3532, E10.3533, E10.3539,
E10.3541, E10.3542, E10.3543, E10.3549, E10.3551, E10.3552, E10.3553, E10.3559, E10.3591,
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E10.3592, E10.3593, E10.3599, E10.36, E10.37X1, E10.37X2, E10.37X3, E10.37X9, 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, E11.3211, E11.3212, E11.3213, E11.3219, E11.3291,
E11.3292, E11.3293, E11.3299, E11.3311, E11.3312, E11.3313, E11.3319, E11.3391, E11.3392,
E11.3393, E11.3399, E11.3411, E11.3412, E11.3413, E11.3419, E11.3491, E11.3492, E11.3493,
E11.3499, E11.3511, E11.3512, E11.3513, E11.3519, E11.3521, E11.3522, E11.3523, E11.3529,
E11.3531, E11.3532, E11.3533, E11.3539, E11.3541, E11.3542, E11.3543, E11.3549, E11.3551,
E11.3552, E11.3553, E11.3559, E11.3591, E11.3592, E11.3593, E11.3599, E11.36, E11.37X1, E11.37X2,
E11.37X3, E11.37X9, 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, E13.00, E13.01, E13.10, E13.11, E13.21, E13.22, E13.29, E13.311, E13.319,
E13.3211, E13.3212, E13.3213, E13.3219, E13.3291, E13.3292, E13.3293, E13.3299, E13.3311,
E13.3312, E13.3313, E13.3319, E13.3391, E13.3392, E13.3393, E13.3399, E13.3411, E13.3412,
E13.3413, E13.3419, E13.3491, E13.3492, E13.3493, E13.3499, E13.3511, E13.3512, E13.3513,
E13.3519, E13.3521, E13.3522, E13.3523, E13.3529, E13.3531, E13.3532, E13.3533, E13.3539,
E13.3541, E13.3542, E13.3543, E13.3549, E13.3551, E13.3552, E13.3553, E13.3559, E13.3591,
E13.3592, E13.3593, E13.3599, E13.36, E13.37X1, E13.37X2, E13.37X3, E13.37X9, E13.39, E13.40,
E13.41, E13.42, E13.43, E13.44, E13.49, E13.51, E13.52, E13.59, E13.610, E13.618, E13.620, E13.621,
E13.622, E13.628, E13.630, E13.638, E13.641, E13.649, E13.65, E13.69, E13.8, E13.9, 024.011,
024.012, 024.013, 024.019, 024.02, 024.03, 024.111, 024.112, 024.113, 024.119, 024.12, 024.13,
024.311, 024.312, 024.313, 024.319, 024.32, 024.33, 024.811, 024.812, 024.813, 024.819, 024.82,
024.83

AND

Patient encounter during performance period (CPT or HCPCS): 97802, 97803, 97804,99202, 99203,
99204, 99205, 99212, 99213, 99214, 99215, 99341, 99342, 99344, 99345, 99347, 99348, 99349, 99350,
99385*, 99386*, 99387*, 99395*, 99396*, 99397*, G0270, G0271, G0438, G0439

AND NOT

DENOMINATOR EXCLUSIONS:

Hospice services provided to patient any time during the measurement period: G9687

OR

Palliative care services provided to patient any time during the measurement period: G9988

OR

Patients age 66 and older in Institutional Special Needs Plans (SNP) or residing in long-term care with
a POS code 32, 33, 34, 54 or 56 for more than 90 consecutive days during the measurement period:
G2081

OR

Patients 66 years of age and older with at least one claim/encounter for frailty during the measurement
period AND a dispensed medication for dementia during the measurement period or the year prior to
the measurement period: G2090

OR

Patients 66 years of age and older with at least one claim/encounter for frailty during the measurement
period AND either one acute inpatient encounter with a diagnosis of advanced iliness or two
outpatient, observation, ED or nonacute inpatient encounters on different dates of service with an
advanced illness diagnosis during the measurement period or the year prior to the measurement
period: G2091

Table: Dementia Exclusion Medications

Description Prescription
Cholinesterase Donepezil Rivastigimine
inhibitors Galantamine
Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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Description Prescription
Miscellaneous central Memantine
nervous system agents

Version 7.0

Codes to identify Frailty: 99504, 99509, E0100, E0105, E0130, E0135, E0140, E0141, E0143, E0144,
E0147, E0148, E0149, E0163, E0165, E0167, E0168, E0170, E0171, E0250, E0251, E0255, E0256,
E0260, E0261, E0265, E0266, E0270, E0290, E0291, E0292, E0293, E0294, E0295, E0296, E0297,
E0301, E0302, E0303, E0304, E0424, E0425, E0430, E0431, E0433, E0434, E0435, E0439, E0440,
E0441, E0442, E0443, E0444, E0462, E0465, E0466, E0470, E0471, E0472, E0561, E0562, E1130,
E1140, E1150, E1160, E1161, E1240, E1250, E1260, E1270, E1280, E1285, E1290, E1295, E1296,
E1297, E1298, G0162, G0299, G0300, G0493, G0494, S0271, S0311, S9123, S9124, T1000, T1001,
T1002, T1003, T1004, T1005, T1019, T1020, T1021, T1022, T1030, T1031, L89.000, L89.001, L89.002,
1.89.003, L89.004, L89.006, L89.009, L89.010, L89.011, L89.012, L89.013, L89.014, L89.016, L89.019,
1.89.020, L89.021, 1L89.022, L89.023, L89.024, L89.026, L89.029, L89.100, L89.101, L89.102, L89.103,
L89.104, L89.106, L89.109, L89.110, L89.111, L89.112, L89.113, L89.114, L89.116, L89.119, L89.120,
1L89.121, L89.122, 1L89.123, L89.124, 1L89.126, L89.129, L89.130, L89.131, L89.132, L89.133, L89.134,
189.136, L89.139, L89.140, L89.141, L89.142, L89.143, L89.144, L89.146, L89.149, L89.150, L89.151,
1.89.152, L89.153, 1L89.154, L89.156, L89.159, L89.200, L89.201, L89.202, L89.203, L89.204, L89.206,
1.89.209, L89.210, L89.211, L89.212, L89.213, L89.214, L89.216, L89.219, L89.220, L89.221, L89.222,
1.89.223, L89.224, 1.89.226, .89.229, 1L89.300, L89.301, L89.302, L89.303, L89.304, L89.306, L89.309,
1L89.310, L89.311, 1L89.312, L89.313, L89.314, L89.316, L89.319, L89.320, L89.321, L89.322, L89.323,
1.89.324, L89.326, 1L89.329, L89.40, L89.41, L89.42, L89.43, L89.44, L89.45, 1.89.46, L89.500, L89.501,
1.89.502, L89.503, L89.504, L89.506, L89.509, L89.510, L89.511, L89.512, L89.513, L89.514, L89.516,
1L89.519, L89.520, L89.521, L89.522, L89.523, L89.524, 189.526, L89.529, L89.600, L89.601, L89.602,
1L89.603, L89.604, L89.606, L89.609, L89.610, L89.611, L89.612, L89.613, L89.614, L89.616, L89.619,
189.620, L89.621, L89.622, L89.623, L89.624, L89.626, L89.629, L89.810, L89.811, L89.812, L89.813,
189.814, L89.816, L89.819, L89.890, L89.891, L89.892, L89.893, L89.894, L89.896, L89.899, L89.90,
1L89.91, 1L89.92, L89.93, L89.94, L89.95, L89.96, M62.50, M62.81, M62.84, R26.0, R26.1, R26.2, R26.89,
R26.9, R41.81, R53.1, R53.81, R53.83, R54, R62.7, R63.4, R63.6, R64, W01.0XXA, W01.0XXD,
W01.0XXS, W01.10XA, W01.10XD, W01.10XS, W01.110A, W01.110D, W01.110S, W01.111A,
W01.111D, W01.111S, W01.118A, W01.118D, W01.118S, W01.119A, W01.119D, W01.119S, W01.190A,
W01.190D, W01.190S, W01.198A, W01.198D, W01.198S, W06.XXXA, W06.XXXD, W06.XXXS,
WO07.XXXA, WO7.XXXD, W07.XXXS, WO08.XXXA, W08.XXXD, W08.XXXS, W10.0XXA, W10.0XXD,
W10.0XXS, W10.1XXA, W10.1XXD, W10.1XXS, W10.2XXA, W10.2XXD, W10.2XXS, W10.8XXA,
W10.8XXD, W10.8XXS, W10.9XXA, W10.9XXD, W10.9XXS, W18.00XA, W18.00XD, W18.00XS,
W18.02XA, W18.02XD, W18.02XS, W18.09XA, W18.09XD, W18.09XS, W18.11XA, W18.11XD,
W18.11XS, W18.12XA, W18.12XD, W18.12XS, W18.2XXA, W18.2XXD, W18.2XXS, W18.30XA,
W18.30XD, W18.30XS, W18.31XA, W18.31XD, W18.31XS, W18.39XA, W18.39XD, W18.39XS,
W19.XXXA, W19.XXXD, W19.XXXS, Y92.199, 259.3, Z73.6, Z74.01, Z74.09, Z74.1, Z74.2, Z74.3, Z74.8,
Z74.9, 291.81, 299.11, 299.3, 299.81, 299.89

Codes to identify Advanced lliness: A81.00, A81.01, A81.09, C25.0, C25.1, C25.2, C25.3, C25 4,
C25.7,C25.8,C25.9, C71.0,C71.1,C71.2, C71.3,C71.4, C71.5, C71.6, C71.7, C71.8, C71.9, C77.0,
C77.1,C77.2,C77.3,C77.4,C77.5,C77.8, C77.9, C78.00, C78.01, C78.02, C78.1, C78.2, C78.30,
C78.39, C78.4, C78.5, C78.6, C78.7, C78.80, C78.89, C79.00, C79.01, C79.02, C79.10, C79.11, C79.19,
C79.2, C79.31, C79.32, C79.40, C79.49, C79.51, C79.52, C79.60, C79.61, C79.62, C79.70, C79.71,
C79.72, C79.81, C79.82, C79.89, C79.9, C91.00, C91.02, C92.00, C92.02, C93.00, C93.02, C93.90,
C93.92, C93.20, C93.22, C94.30, C94.32, F01.50, F01.51, F01.511, F01.518, F01.52, F01.53, F01.54,
F01.A0, FO1.A11, FO1.A18, F01.A2, FO1.A3, FO1.A4, F01.B0, FO1.B11, F01.B18, F01.B2, FO1.B3,
F01.B4, F01.CO, F01.C11, F01.C18, F01.C2, F01.C3, F01.C4, F02.80, F02.81, F02.811, F02.818, F02.82,
F02.83, F02.84, F02.A0, F02.A11, F02.A18, F02.A2, F02.A3, F02.A4, F02.B0, F02.B11, F02.B18, F02.B2,
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F02.B3, F02.B4, F02.CO, F02.C11, F02.C18, F02.C2, F02.C3, F02.C4, F03.90, F03.91, F03.911,
F03.918, F03.92, F03.93, F03.94, F03.A0, F03.A11, F03.A18, F03.A2, F03.A3, F03.A4, F03.B0, F03.B11,
F03.B18, F03.B2, F03.B3, F03.B4, F03.C0, F03.C11, F03.C18, F03.C2, F03.C3, F03.C4, F04, F10.27,
F10.96, F10.97, G10, G12.21, G20, G30.0, G30.1, G30.8, G30.9, G31.01, G31.09, G31.83, 109.81, 111.0,
112.0, 113.0, 113.11, 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, 150.810, 150.811, 150.812, 150.813, 150.814, 150.82, 150.83, 150.84, 150.89, 150.9,
J43.0, J43.1, J43.2, J43.8, J43.9, J68.4, J84.10, J84.112, JB4.170, J84.178, J96.10, J96.11, J96.12,
J96.20, J96.21, J96.22, J96.90, J96.91, J96.92, J98.2, J98.3, K70.10, K70.11, K70.2, K70.30, K70.31,
K70.40, K70.41, K70.9, K74.00, K74.01, K74.02, K74.1, K74.2, K74.4, K74.5, K74.60, K74.69, N18.5,
N18.6

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

Numerator Instruction:

INVERSE MEASURE - A lower calculated performance rate for this measure indicates better clinical care or
control. The “Performance Not Met” numerator option for this measure is the representation of the better
clinical quality or control. Submitting that numerator option will produce a performance rate that trends
closer to 0%, as quality increases. For inverse measures, a rate of 100% means all of the denominator
eligible patients did not receive the appropriate care or were not in proper control.

Patient is numerator compliant if most recent HbA1c level >9%, the most recent HbA1c result is missing, or
if there are no HbA1c tests performed and results documented during the measurement period. Ranges
and thresholds do not meet criteria for this indicator. A distinct numeric result is required for numerator
compliance. Do not include HbA1c levels reported by the patient.

Numerator Options:
Performance Met: Most recent hemoglobin A1c level > 9.0% (3046F)
OR
Performance Met: Hemoglobin A1c level was not performed during the
measurement period (12 months) (3046F with 8P)
OR
Performance Not Met: Most recent hemoglobin A1c (HbA1c) level < 7.0%
(3044F)
OR
Performance Not Met: Most recent hemoglobin A1c (HbA1c) level
greater than or equal to 7.0% and less than 8.0%
(3051F)
OR
Performance Not Met: Most recent hemoglobin A1c (HbA1c) level
greater than or equal to 8.0% and less than or
equal to 9.0% (3052F)
RATIONALE:

Diabetes is the seventh leading cause of death in the United States. In 2017, diabetes affected approximately 34
million Americans (10.5 percent of the U.S. population) and killed approximately 84,000 people (Centers for
Disease Control and Prevention [CDC], 2020a). Diabetes is a long-lasting disease marked by high blood glucose
levels, resulting from the body's inability to produce or use insulin properly (CDC, 2020b). People with diabetes are
at increased risk of serious health complications including vision loss, heart disease, stroke, kidney damage,
amputation of feet or legs, and premature death (CDC, 2021).
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In 2017, diabetes cost the U.S. an estimated $327 billion: $237 billion in direct medical costs and $90 billion in
reduced productivity. This is a 34 percent increase from the estimated $245 billion spent on diabetes in 2012
(American Diabetes Association [ADA], 2018).

Controlling A1c blood levels helps reduce the risk of microvascular complications (eye, kidney and nerve diseases)
(ADA, 2021).

CLINICAL RECOMMENDATION STATEMENTS:
American Diabetes Association (2021):

- An A1C goal for many nonpregnant adults of <7% (53 mmol/mol) without significant hypocalcemia is appropriate.
(Level of evidence: A)

- On the basis of provider judgement and patient preference, achievement of lower A1C levels than the goal of 7% may
be acceptable, and even beneficial, if it can be achieved safely without significant hypoglycemia or other adverse effects
of treatment. (Level of evidence: C)

- Less stringent A1C goals (such as <8% [64 mmol/mol]) may be appropriate for patients limited life expectancy, where
the harms of treatment are greater than the benefits. (Level of evidence: B)

COPYRIGHT:

Physician Performance Measure (Measures) and related data specifications were developed by the National
Committee for Quality Assurance (NCQA). These performance Measures are not clinical guidelines and do not
establish a standard of medical care, and have not been tested for all potential applications. NCQA makes no
representations, warranties or endorsements about the quality of any organization or clinician who uses or reports
performance measures. NCQA has no liability to anyone who relies on measures and specifications or data reflective
of performance under such measures and specifications.

The Measures are copyrighted but can be reproduced and distributed, without modification, for noncommercial
purposes (eg, use by healthcare providers in connection with their practices). Commercial use is defined as the sale,
licensing, or distribution of the Measures for commercial gain, or incorporation of the Measures into a product or
service that is sold, licensed or distributed for commercial gain. All commercial uses or requests for alteration of the
measures and specifications must be approved by NCQA and are subject to a license at the discretion of NCQA.
NCQA is not responsible for any use of the Measures. © 2022 NCQA. All Rights Reserved.

THE MEASURES AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT WARRANTY OF ANY KIND.

Limited proprietary coding is contained in the Measure specifications for user convenience. Users of proprietary code
sets should obtain all necessary licenses from the owners of the code sets. NCQA disclaims all liability for use or
accuracy of any CPT or other codes contained in the specifications.

CPT® contained in the Measure specifications is copyright 2004-2022 American Medical Association. LOINC® copyright
2004-2022 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms® (SNOMED CT®) copyright 2004-
2022 International Health Terminology Standards Development Organisation. ICD-10 is copyright 2022 World Health
Organization. All Rights Reserved.
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2023 Clinical Quality Measure Flow for Quality ID #1 (NQF 0059):
Diabetes: Hemoglobin A1c (HbA1c) Poor Control (>9%)

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.

Denominator

Patients 18
through 75 years of
age on date of
encounter

Yes

Diagnosis
for diabetes
as listed in

Denominator*

Not included in Eligible

Population/Denominator Yes

Patient encounter
during performance
period as listed in
Denominator*

. Yes
Denominator *

Exclusions

Hospice
services provided
to patient any time during
measurement
period: G9687 or
equivalent

Palliative care services
provided to patient any time
during the measurement
period: G9988 or
equivalent

Version 7.0
November 2022

Patients age
66 and older in Institutional
Special Needs Plans (SNP) or
residing in long-term care with a
POS code 32, 33, 34, 54 or 56 for
more than 90 consecutive days
during the measurement
period: G2081 or
equivalent

No

Patients 66
years of age and older with
at least one claim/encounter for
frailty during the measurement period AND
a dispensed medication for dementia during
the measurement period or the year prior to
the measurement
period: G2090 or
equivalent

Not included in Eligible
Population/Denominator

Patients 66
years of age and older with
at least one claim/encounter for
frailty during the measurement period
AND either one acute inpatient encounter with
a diagnosis of advanced illness or two outpatient,
observation, ED or nonacute inpatient encounters
on different dates of service with an advanced
illness diagnosis during the measurement
period or year prior to measurement
period: G2091 or
equivalent

No

v

Include in Eligible
Population/Denominator
(80 patients) 4

Continue to

Numerator

CPT only copyright 2022 American Medical Association. All rights reserved.
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Continue from
Denominator

Most recent
hemoglobin A1c level
>9.0%

No

Hemoglobin
A1c level was not performed
during the measurement
period (12 months)

Most recent
hemoglobin A1c (HbA1c)
level < 7.0%

No

Most recent
hemoglobin A1c (HbA1c)
level greater than or equal to
7.0% and less
than 8.0%

Most recent
hemoglobin A1c (HbA1c)
level greater than or equal to
8.0% and less than or
equal to 9.0%

No

Numerator

Data Completeness Met +
Performance Met**
3046F or equivalent

(30 patients) 1

a

Data Completeness Met +
Performance Met**
3046F with 8P or equivalent

(20 patients) 22

Data Completeness Met +
Performance Not Met**
3044F or equivalent

(0 patients) c

Data Completeness Met +
Performance Not Met**
3051F or equivalent
(10 patients)

Data Completeness Met +
Performance Not Met**

SAMPLE CALCULATIONS

Data Completeness=
Performance Met (a'+a®=50 patients) + Performance Not Met (c'+c*+c*=20 patients)
Eligible Population / Denominator (d=80 patients)

Performance Rate**=

Performance Met (a'+a®=50 patients) = 50 patients = 71.43%
Data Completeness Numerator (70 patients) = 70 patients

*See the posted measure specification for specific coding and instructions to submit this
**A lower calculated performance rate for this measure indicates better clinical care or c
NOTE: Submission Frequency: Patient-Intermediate

Version 7.0
November 2022

Yes 3052F or equivalent
(10 patients) 3
= 70 patients = 87.50%
= 80 patients
measure.

ontrol.

CPT only copyright 2022 American Medical Association. All rights reserved.
The measure diagrams were developed by CMS as a supplemental resource to be used in
conjunction with the measure specifications. They should not be used alone or as a

substitution for the measure specification. V7
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2023 Clinical Quality Measure Flow Narrative for Quality ID #1 (NQF 0059):
Diabetes: Hemoglobin A1c (HbA1c) Poor Control (>9%)

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.
1. Start with Denominator
2. Check Patients 18 through 75 years of age on date of encounter:

a. If Patients 18 through 75 years of age on date of encounter equals No, do not include in Eligible
Population/Denominator. Stop processing.

b. If Patients 18 through 75 years of age on date of encounter equals Yes, proceed to check
Diagnosis for diabetes as listed in Denominator™.

3. Check Diagnosis for diabetes as listed in Denominator™:

a. If Diagnosis for diabetes as listed in Denominator* equals No, do not include in Eligible
Population/Denominator. Stop processing.

b. If Diagnosis for diabetes as listed in Denominator* equals Yes, proceed to check Patient
encounter during performance period as listed in Denominator®.

4. Check Patient encounter during performance period as listed in Denominator*:

a. If Patient encounter during performance period as listed in Denominator* equals No, do not
include in Eligible Population/Denominator. Stop processing.

b. If Patient encounter during performance period as listed in Denominator* equals Yes, proceed to
check Hospice services provided to patient any time during measurement period.

5. Check Hospice services provided to patient any time during measurement period:

a. [If Hospice services provided to patient any time during measurement period equals Yes, do not include
in Eligible Population/Denominator. Stop processing.

b. If Hospice services provided to patient any time during the measurement period equals No, proceed
to check Palliative care services provided to patient any time during the measurement period.

6. Check Palliative care services provided to patient any time during the measurement period:

a. [f Palliative care services provided to patient any time during the measurement period equals Yes, do
not include in Eligible Population/Denominator. Stop processing.

b. If Palliative care services provided to patient any time during the measurement period equals No,
proceed to check Patients age 66 and older in Institutional Special Needs Plans (SNP) or residing in
long-term care with a POS code 32, 33, 34, 54 or 56 for more than 90 consecutive days during the
measurement period.

7. Check Patients age 66 and older in Institutional Special Needs Plans (SNP) or residing in long-term care with a
POS code 32, 33, 34, 54 or 56 for more than 90 consecutive days during the measurement period:

a. If Patients age 66 and older in Institutional Special Needs Plans (SNP) or residing in long-term care with a
POS code 32, 33, 34, 54 or 56 for more than 90 consecutive days during the measurement period equals
Yes, do not include in Eligible Population/Denominator. Stop processing.

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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b. If Patients age 66 and older in Institutional Special Needs Plans (SNP) or residing in long-term care with a
POS code 32, 33, 34, 54 or 56 for more than 90 consecutive days during the measurement period equals
No, proceed to check Patients 66 years of age and older with at least one claim/encounter for frailty during
the measurement period AND a dispensed medication for dementia during the measurement period or the
year prior to the measurement period.

8. Check Patients 66 years of age and older with at least one claim/encounter for frailty during the measurement
period AND a dispensed medication for dementia during the measurement period or the year prior to the
measurement period:

a. |f Patients 66 years of age and older with at least one claim/encounter for frailty during the measurement
period AND a dispensed medication for dementia during the measurement period or the year prior to the
measurement period equals Yes, do not include in Eligible Population/Denominator. Stop processing.

b. If Patients 66 years of age and older with at least one claim/encounter for frailty during the measurement
period AND a dispensed medication for dementia during the measurement period or the year prior to the
measurement period equals No, proceed to check Patients 66 years of age and older with at least one
claim/encounter for frailty during the measurement period AND either one acute inpatient encounter with a
diagnosis of advanced illness or two outpatient, observation, ED or nonacute inpatient encounters on
different dates of service with an advanced illness diagnosis during the measurement period or year prior
fo measurement period.

9. Check Patients 66 years of age and older with at least one claim/encounter for frailty during the measurement
period AND either one acute inpatient encounter with a diagnosis of advanced illness or two outpatient,
observation, ED or nonacute inpatient encounters on different dates of service with an advanced illness
diagnosis during the measurement period or year prior to measurement period.

a. If Patients 66 years of age and older with at least one claim/encounter for frailty during the measurement
period AND either one acute inpatient encounter with a diagnosis of advanced illness or two outpatient,
observation, ED or nonacute inpatient encounters on different dates of service with an advanced illness
diagnosis during the measurement period or year prior to measurement period equals Yes, do not include
in the Eligible Population/Denominator. Stop processing.

b. If Patients 66 years of age and older with at least one claim/encounter for frailty during the measurement
period AND either one acute inpatient encounter with a diagnosis of advanced illness or two outpatient,
observation, ED or nonacute inpatient encounters on different dates of service with an advanced illness
diagnosis during the measurement period or year prior to measurement period equals No, include in the
Eligible Population/Denominator.

10. Denominator Population:

a. Denominator Population is all Eligible Patients in the Denominator. Denominator is represented as
Denominator in the Sample Calculation listed at the end of this document. Letter d equals 80 patients in
the Sample Calculation.

11. Start Numerator
12. Check Most recent hemoglobin A1c level is greater than 9.0 percent:

a. If Most recent hemoglobin A1c level is greater than 9.0 percent equals Yes, include in Data
Completeness Met and Performance Met**.

+  Data Completeness Met and Performance Met** letter is represented as Data
Completeness and Performance Rate in the Sample Calculation listed at the end of

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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this document. Letter a' equals 30 patients in the Sample Calculation.

b. If Most recent hemoglobin A1c level is greater than 9.0 percent equals No, proceed to check
Hemoglobin A1c level was not performed during the measurement period (12 months).

13. Check Hemoglobin A1c level was not performed during the measurement period (12 months):

a. If Hemoglobin A1c level was not performed during the measurement period (12 months) equals Yes,
include in Data Completeness Met and Performance Met**.

«  Data Completeness Met and Performance Met** letter is represented as Data
Completeness and Performance Rate in the Sample Calculation listed at the end of
this document. Letter a2 equals 20 patients in the Sample Calculation.

b. If Hemoglobin A1c level was not performed during the measurement period (12 months) equals No,
proceed to check Most recent hemoglobin A1c (HbA1c) level is less than 7.0 percent.

14. Check Most recent hemoglobin A1c (HbA1c) level is less than 7.0 percent.

a. |f Most recent hemoglobin A1c (HbA1c) level is less than 7.0 percent equals Yes, include in the
Data Completeness Met and Performance Not Met**.

+  Data Completeness Met and Performance Not Met** letter is represented as Data
Completeness in the Sample Calculation listed at the end of this document. Letter ¢!
equals 0 patients in the Sample Calculation.

b. If Most recent hemoglobin A1c (HbATc) level is less than 7.0 percent equals No, proceed to check
Most recent hemoglobin A1c (HbA1c) level greater than or equal to 7.0 percent and less than 8.0
percent.

15. Check Most recent hemoglobin A1c (HbA1c) level greater than or equal to 7.0 percent and less than 8.0
percent.

a. If Most recent hemoglobin A1c (HbA1c) level greater than or equal to 7.0 percent and less than 8.0
percent equals Yes, include in Data Completeness Met and Performance Not Met**,

«  Data Completeness Met and Performance Not Met** letter is as the Data Completeness
in the Sample Calculation listed at the end of this document. Letter c2equals 10 patients
in the Sample Calculation.

b. If Most recent hemoglobin A1c (HbA1c) level greater than or equal to 7.0 percent and less than 8.0
percent equals No, proceed to check Most recent hemoglobin A1c (HbA1c) level greater than or equal to
8.0 percent and less than or equal to 9.0 percent.

16. Check Most recent hemoglobin A1c (HbA1c) level greater than or equal to 8.0 percent and less than or equal
to 9.0 percent.

a. If Most recent hemoglobin A1c (HbA1c) level greater than or equal to 8.0 percent and less than or equal to
9.0 percent equals Yes include in Data Completeness Met and Performance Not Met**.

«  Data Completeness Met and Performance Not Met** letter is represented as Data
Completeness in the Sample Calculation listed at the end of this document. Letter ¢® equals
10 patients in the Sample Calculation.

b. If Most recent hemoglobin A1c (HbA1c) level greater than or equal to 8.0 percent and less than or equal to

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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9.0 percent equals No, check Data Completeness Not Met.
17. Check Data Completeness Not Met:
a. |f Data Completeness Not Met, the Quality Data Code or equivalent was not submitted. 10 patients

have been subtracted from the Data Completeness Numerator in the Sample Calculation.

Sample Calculations

Data Completeness equals Performance Met (a' plus a2 equals 50 patients) plus Performance Not Met (¢! plus ¢ plus ¢?
equals 20 patients) divided by Eligible Population/Denominator (d equals 80 patients). All equals 70 patients divided by 80
patients. All equals 87.50 percent.

Performance Rate** equals Performance Met (a' plus a2 equals 50 patients) divided by Data Completeness Numerator (70
patients). All equals 50 patients divided by 70 patients. All equals 71.43 percent.

*See the posted measure specification for specific coding and instructions to submit this measure.
**A lower calculated performance rate for this measure indicates better clinical care or control.
NOTE: Submission Frequency: Patient-Intermediate

The measure diagrams were developed by CMS as a supplemental resource to be used in conjunction with the measure specifications. They should
not be used alone or as a substitution for the measure specification.
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Quality ID #14 (NQF 0087): Age-Related Macular Degeneration (AMD): Dilated Macular Examination

2023 COLLECTION TYPE:
MIPS CLINICAL QUALITY MEASURES (CQMS)

MEASURE TYPE:
Process

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 geographic atrophy or hemorrhage AND the level of macular degeneration severity during one or more
office visits within the 12 month performance period.

INSTRUCTIONS:

This measure is to be submitted a minimum of once per performance period for patients seen during the
performance period. It is anticipated that Merit-based Incentive Payment System (MIPS) eligible clinicians who
provide the primary management of patients with age-related macular degeneration (in either one or both eyes) will
submit this measure.

Measure Submission Type:

Measure data may be submitted by individual MIPS eligible clinicians, groups, or third-party intermediaries. The listed
denominator criteria are used to identify the intended patient population. The numerator options included in this
specification are used to submit the quality actions as allowed by the measure. The quality data codes listed do not
need to be submitted by MIPS eligible clinicians, groups, or third-party intermediaries that utilize this modality for
submissions; however, these codes may be submitted for those third party intermediaries that utilize Medicare Part B
claims data. For more information regarding Application Programming Interface (API), please refer to the Quality
Payment Program (QPP) website.

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-10-CM): H35.3110, H35.3111, H35.3112,

H35.3113, H35.3114, H35.3120, H35.3121, H35.3122, H35.3123, H35.3124, H35.3130, H35.3131,

H35.3132, H35.3133, H35.3134, H35.3210, H35.3211, H35.3212, H35.3213, H35.3220, H35.3221,

H35.3222, H35.3223, H35.3230, H35.3231, H35.3232, H35.3233

AND

Patient encounter during the performance period (CPT): 92002, 92004, 92012, 92014, 99202, 99203, 99204,
99205, 99212, 99213, 99214, 99215, 99304, 99305, 99306, 99307, 99308, 99309, 99310, 99341, 99342, 99344,
99345, 99347, 99348, 99349, 99350

WITHOUT

Telehealth Modifier (including but not limited to): GQ, GT, 95, POS 02

WITHOUT

Place of Service (POS): 12

NUMERATOR:

Patients who had a dilated macular examination performed which included documentation of the presence or

absence of macular thickening or geographic atrophy or hemorrhage AND the level of macular degeneration severity
Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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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; or active choroidal
neovascularization, inactive choroidal neovascularization, or with inactive scar.

Geographic Atrophy — The advanced form of non-neovascular AMD, will have one or more zones of

well- demarcated retinal pigment epithelial and/or choriocapillaris atrophy.

NUMERATOR NOTE: Denominator Exception(s) are determined on or any date during the performance
period prior to the date of the denominator eligible encounter.

Numerator Options:

Performance Met: Dilated macular exam performed, including
documentation of the presence or absence of macular
thickening or geographic atrophy or hemorrhage AND
the level of macular degeneration severity(G9974)

OR

Denominator Exception: Documentation of medical reason(s) for not performing a
dilated macular examination (G9975)

OR

Denominator Exception: Documentation of patient reason(s) for not performing a
dilated macular examination (G9892)

OR

Performance Not Met: Dilated macular exam was not performed, reasonnot

otherwise specified (G9893)
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. Furthermore, 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 neovascular form of AMD
occurs. In patients with neovascular AMD, early detection and prompt treatment improves the visual outcome.
Intravitreal injection therapy using anti-vascular endothelial growth factor (VEGF) agents (e.g., aflibercept,
bevacizumab, and ranibizumab) is the most effective way to manage neovascular AMD and represents the first line of
treatment. 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 physical examination should include a stereoscopic
biomicroscopic examination of the macula. Binocular slit-lamp biomicroscopy of the ocular fundus is often necessary
to detect subtle clinical signs of CNV. These include small areas of hemorrhage, hard exudates, subretinal fluid,
macular edema, subretinal fibrosis, or pigment epithelial elevation.

American Academy of Ophthalmology Retina/Vitreous Panel. Preferred Practice Pattern® Guidelines. Age-Related
Macular Degeneration. San Francisco, CA: American Academy of Ophthalmology; 2019. Available at:

WWW.3a0.0rg/ppp

COPYRIGHT:
The measure is not a clinical guideline, does not establish a standard of medical care, and has not been tested for
all potential applications.
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The measure, while copyrighted, can be reproduced and distributed, without modification, for noncommercial
purposes, €.g., use by health care providers in connection with their practices. Commercial use is defined as the sale,
license, or distribution of the measure for commercial gain, or incorporation of the measure into a product or service
that is sold, licensed or distributed for commercial gain.

Commercial uses of the measure require a license agreement between the user and the American Academy of
Ophthalmology (Academy). Neither the Academy, American Medical Association (AMA), nor the former AMA-convened
Physician Consortium for Performance Improvement(R) (AMA-PCPI), nor PCPI, nor their members, shall be responsible
for any use of the measure.

The American Medical Association’s and PCPI® Foundation ’s significant past efforts and contributions to the
development and updating of the measure is acknowledged. The Academy is solely responsible for the review and
enhancement (“Maintenance”) of the measure as of May 15, 2014.

THE MEASURE AND SPECIFICATIONS ARE PROVIDED “AS IS” WITHOUT WARRANTY OF ANY KIND.

© 2006-2022 American Academy of Ophthalmology. All Rights Reserved. Applicable FARS/DFARS Restrictions Apply
to Government Use.

Limited proprietary coding is contained in the measure specifications for convenience. A license agreement must be
entered prior to a third party’s use of Current Procedural Terminology (CPT[R]) or other proprietary code set
contained in the Measures. Any other use of CPT or other coding by the third party is strictly prohibited. The
Academy, its members, the AMA, and former members of the PCPI disclaim all liability for use or accuracy of any
Current Procedural Terminology (CPT®) or other coding contained in the specifications.

CPT® contained in the Measure specifications is copyright 2004-2022 American Medical Association. ICD-10 is
copyright 2022 World Health Organization. All Rights Reserved.
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2023 Clinical Quality Measure Flow for Quality ID #14 (NQF 0087):
Age-Related Macular Degeneration (AMD): Dilated Macular Examination

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.

Denominator

Patients aged
N >50 years on date of
encounter

Diagnosis
for AMD as listed in
Denominator*

Not included in Eligible Yes

Population/Denominator

Patient
encounter during
the performance
period as listed in
Denominator*

Telehealth Modifier:
GQ, GT, 95, POS 02

No

Place of Service
(POS): 12

No

v

Include in Eligible
Population/Denominator ——
(80 patients)

Version 7.0
November 2022

Dilated macular
exam performed,
including documentation
of the presence or absence of
macular thickening or geographic
atrophy or hemorrhage AND
the level of macular
degeneration

Documentation
of medical reason(s) for
not performing a dilated
macular examination

Documentation
of patient reason(s) for not
performing a dilated
macular examination

Dilated macular exam
was not performed, reason
not otherwise specified

Numerator

Data Completeness Met +
Performance Met
G9974 or equivalent
(50 patients)

Data Completeness Met +
Denominator Exception
G9975 or equivalent
(10 patients)

Data Completeness Met +
Denominator Exception
G9892 or equivalent

0 patients
O p ) b2

Data Completeness Met +
Performance Not Met
G9893 or equivalent
(10 patients)

CPT only copyright 2022 American Medical Association. All rights reserved.
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SAMPLE CALCULATIONS

Data Completeness=

Performance Met (a=50 patients) + Denominator Exception (b'+b*=10 patients) + Performance Not Met (c=10 patients) = 70 patients = 87.50%
Eligible Population / Denominator (d=80 patients) = 80 patients
Performance Rate=
Performance Met (a=50 patients) = 50 patients = 83.33%
Data Completeness Numerator (70 patients) — Denominator Exception (b1+b2=10 patients) = 60 patients
*See the posted measure specification for specific coding and instructions to submit this measure.
NOTE: Submission Frequency: Patient-Process CPT only copyright 2022 American Medical Association. All rights reserved.
) L . .. . The measure diagrams were developed by CMS as a supplemental resource to be used
NOTE: Telehealth modifiers include but are not limited to: GQ, GT, 95, POS 02 in so?:junction with the measure specifications. They should not be used alone or as a
substitution for the measure specification. v7
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2023 Clinical Quality Measure Flow Narrative for Quality ID #14 (NQF 0087):
Age-Related Macular Degeneration (AMD): Dilated Macular Examination

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.
1. Start with Denominator
2. Check Patients aged greater than or equal to 50 years on date of encounter.

a. If Patients aged greater than or equal to 50 years on date of encounter equals No, do not include in
Eligible Population/Denominator. Stop processing.

b. If Patients aged greater than or equal to 50 years on date of encounter equals Yes, proceed to check
Diagnosis for AMD as listed in Denominator®.

3. Check Diagnosis for AMD as listed in Denominator*:

a. If Diagnosis for AMD as listed in Denominator* equals No, do not include in Eligible
Population/Denominator. Stop processing.

b. If Diagnosis for AMD as listed in Denominator* equals Yes, proceed to check Patient encounter during the
performance period as listed in Denominator*,

4. Check Patient encounter during the performance period as listed in Denominator™:

a. If Patient encounter during the performance period as listed in Denominator* equals No, do not
include in Eligible Population/Denominator. Stop processing.

b. If Patient encounter during the performance period as listed in Denominator* equals Yes, proceed to check
Telehealth Modifier.

5. Check Telehealth Modifier.
a. If Telehealth Modifier equals Yes, do not include in Eligible Population/Denominator. Stop processing.
b. If Telehealth Modifier equals No, proceed to check Place of Service (POS).
6. Check Place of Service (POS):
a. If Place of Service (POS) equals Yes, do not include in Eligible Population/Denominator. Stop processing.
b. If Place of Service (POS) equals No, include in Eligible Population/Denominator.
7. Denominator Population:

a. Denominator Population is all Eligible Patients in the Denominator. Denominator is represented as
Denominator in the Sample Calculation listed at the end of this document. Letter d equals 80 patients
in the Sample Calculation.

8. Start Numerator

9. Check Dilated macular exam performed, including documentation of the presence or absence of macular
thickening or geographic atrophy or hemorrhage AND the level of macular degeneration severity:

a. If Dilated macular exam performed, including documentation of the presence or absence of macular
thickening or geographic atrophy or hemorrhage AND the level of macular degeneration severity

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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equals Yes, include in Data Completeness Met and Performance Met.

« Data Completeness Met and Performance Met letter is represented in the Data
Completeness and Performance Rate in the Sample Calculation listed at the end of
this document. Letter a equals 50 patients in the Sample Calculation.

b. If Dilated macular exam performed, including documentation of the presence or absence of macular
thickening or geographic atrophy or hemorrhage AND the level of macular degeneration severity equals
No, proceed to check Documentation of medical reason(s) for not performing a dilated macular
examination.

10. Check Documentation of medical reason(s) for not performing a dilated macular examination:

a. If Documentation of medical reason(s) for not performing a dilated macular examination equals Yes,
include in Data Completeness Met and Denominator Exception.

+  Data Completeness Met and Denominator Exception letter is represented in the Data
Completeness and Performance Rate in the Sample Calculation listed at the end of this
document. Letter b' equals 10 patients in the Sample Calculation.

b. If Documentation of medical reason(s) for not performing a dilated macular examination equals No,
proceed to check Documentation of patient reason(s) for not performing a dilated macular examination.

11. Check Documentation of patient reason(s) for not performing a dilated macular examination:

a. If Documentation of patient reason(s) for not performing a dilated macular examination equals Yes,
include in Data Completeness Met and Denominator Exception.

«  Data Completeness Met and Denominator Exception letter is represented in the Data
Completeness and Performance Rate in the Sample Calculation listed at the end of this
document. Letter b? equals 0 patients in the Sample Calculation.

b. If Documentation of patient reason(s) for not performing a dilated macular examination equals No,
proceed to check Dilated macular exam was not performed, reason not otherwise specified.

12. Check Dilated macular exam was not performed, reason not otherwise specified:

a. If Dilated macular exam was not performed, reason not otherwise specified equals Yes, include in the
Data Completeness Met and Performance Not Met.

«  Data Completeness Met and Performance Not Met letter is represented in the Data
Completeness in the Sample Calculation listed at the end of this document. Letter ¢ equals
10 patients in the Sample Calculation.

b. If Dilated macular exam was not performed, reason not otherwise specified equals No, proceed to check
Data Completeness Not Met.

13. Check Data Completeness Not Met:

a. If Data Completeness Not Met, the Quality Data Code was not submitted. 10 patients have
been subtracted from the Data Completeness Numerator in the Sample Calculation.

Sample Calculations

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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Data Completeness equals Performance Met (a equals 50 patients) plus Denominator Exception (b plus b2 equals 10
patients) plus Performance Not Met (c equals 10 patients) divided by Eligible Population / Denominator (d equals 80
patients). All equals 70 patients divided by 80 patients. All equals 87.50 percent.

Performance Rate equals Performance Met (a equals 50 patients) divided by Data Completeness Numerator (70 patients)
minus Denominator Exception (b plus b2 equals 10 patients). All equals 50 patients divided by 60 patients. All equals
83.33 percent.

*See the posted measure specification for specific coding and instructions to submit this measure.
NOTE: Submission Frequency: Patient-Process
NOTE: Telehealth modifiers include but are not limited to: GQ, GT, 95, POS 02

The measure diagrams were developed by CMS as a supplemental resource to be used in conjunction with the measure
specifications. They should not be used alone or as a substitution for the measure specification.
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Quality ID #19: Diabetic Retinopathy: Communication with the Physician Managing Ongoing
Diabetes Care

2023 COLLECTION TYPE:
MIPS CLINICAL QUALITY MEASURES (CQMS)

MEASURE TYPE:
Process — High Priority

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 submitted a minimum of once per performance period for all patients with diabetic
retinopathy seen during the performance period. It is anticipated that Merit-based Incentive Payment System (MIPS)
eligible clinicians who provide the primary management of patients with diabetic retinopathy (in either one or both
eyes) will submit this measure.

Measure Submission Type:

Measure data may be submitted by individual MIPS eligible clinicians, groups, or third party intermediaries. The listed
denominator criteria are used to identify the intended patient population. The numerator options included in this
specification are used to submit the quality actions as allowed by the measure. The quality data codes listed do not
need to be submitted by MIPS eligible clinicians, groups, or third party intermediaries that utilize this modality for
submissions; however, these codes may be submitted for those third party intermediaries that utilize Medicare Part B
claims data. For more information regarding Application Programming Interface (API), please refer to the Quality
Payment Program (QPP) website.

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

DENOMINATOR NOTE: *Signifies that this CPT Category | code is a non-covered service under the
Medicare Part B Physician Fee Schedule (PFS). These non-covered services should be counted in the
denominator population for MIPS CQMs.

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis of diabetic retinopathy (ICD-10-CM): E08.311, E08.319, E08.3211, E08.3212, E08.3213,
E08.3291, E08.3292, E08.3293, E08.3311, E08.3312, E08.3313, E08.3391, E08.3392, E08.3393, E08.3411,
E08.3412, E08.3413, E08.3491, E08.3492, E08.3493, E08.3511, E08.3512, E08.3513, E08.3521, E08.3522,
E08.3523, E08.3531, E08.3532, E08.3533, E08.3541, E08.3542, E08.3543, E08.3551, E08.3552, E08.3553,
E08.3591, E08.3592, E08.3593, E09.311, E09.319, E09.3211, E09.3212, E09.3213, E09.3291, E09.3292,
E09.3293, E09.3311, E09.3312, E09.3313, E09.3391, E09.3392, E09.3393, E09.3411, E09.3412, E09.3413,
E09.3491, E09.3492, E09.3493, E09.3511, E09.3512, E09.3513, E09.3521, E09.3522, E09.3523, E09.3531,
E09.3532, E09.3533, E09.3541, E09.3542, E09.3543, E09.3551, E09.3552, E09.3553, E09.3591, E09.3592,
E09.3593, E10.311, E10.319, E10.3211, E10.3212, E10.3213, E10.3291, E10.3292, E10.3293, E10.3311,
E10.3312, E10.3313, E10.3391, E10.3392, E10.3393, E10.3411, E10.3412, E10.3413, E10.3491, E10.3492,
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E10.3493, E10.3511, E10.3512, E10.3513, E10.3521, E10.3522, E10.3523, E10.3531, E10.3532, E10.3533,
E10.3541, E10.3542, E10.3543, E10.3551, E10.3552, E10.3553, E10.3591, E10.3592, E10.3593, E11.311,
E11.319, E11.3211, E11.3212, E11.3213, E11.3291, E11.3292, E11.3293, E11.3311, E11.3312, E11.3313,
E11.3391, E11.3392, E11.3393, E11.3411, E11.3412, E11.3413, E11.3491, E11.3492, E11.3493, E11.3511,
E11.3512, E11.3513, E11.3521, E11.3522, E11.3523, E11.3531, E11.3532, E11.3533, E11.3541, E11.3542,
E11.3543, E11.3551, E11.3552, E11.3553, E11.3591, E11.3592, E11.3593, E13.311, E13.319, E13.3211,
E13.3212, E13.3213, E13.3291, E13.3292, E13.3293, E13.3311, E13.3312, E13.3313, E13.3391, E13.3392,
E13.3393, E13.3411, E13.3412, E13.3413, E13.3491, E13.3492, E13.3493, E13.3511, E13.3512, E13.3513,
E13.3521, E13.3522, E13.3523, E13.3531, E13.3532, E13.3533, E13.3541, E13.3542, E13.3543, E13.3551,
E13.3552, E13.3553, E13.3591, E13.3592, E13.3593

AND

Patient encounter during the performance period (CPT): 92002, 92004, 92012, 92014, 99202, 99203,
99204, 99205, 99212, 99213, 99214, 99215, 99242*, 99243*, 99244*, 99245* 99304, 99305, 99306, 99307,
99308, 99309, 99310, 99341, 99342, 99344, 99345, 99347, 99348, 99349, 99350

WITHOUT

Telehealth Modifier (including but not limited to): GQ, GT, 95, POS 02

WITHOUT

Place of Service (POS): 12

AND

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

of macular edema and level of severity of retinopathy: G8397

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 (e.g., 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 (e.g., mild nonproliferative, moderate nonproliferative,
severe nonproliferative, very severe nonproliferative, proliferative) AND the presence or absence of
macular edema.

NUMERATOR NOTE: Denominator Exception(s) are determined on the date of the denominator eligible

encounter.

Numerator Options:

Performance Met: Findings of dilated macular or fundus exam
communicated to the physician or other qualified
health care professional managing the diabetes care
(5010F)

OR

Denominator Exception: Documentation of medical reason(s) for not
communicating the findings of the dilated macular or
fundus exam to the physician or other qualified health
care professional managing the ongoing care of the
patient with diabetes (5010F with 1P)

OR

Denominator Exception: Documentation of patient reason(s) for not
communicating the findings of the dilated macular or
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fundus exam to the physician or other qualified health
care professional managing the ongoing care of the
patient with diabetes (5010F with 2P)

OR
Performance Not Met: Findings of dilated macular or fundus exam were not
communicated to the physician or other qualified
health care professional managing thediabetes care,
reason not otherwise specified (5010F with 8P)
RATIONALE:

Diabetic retinopathy is a prevalent complication of diabetes, estimated to affect 28.5% of diabetic patients in the US
(Zhang et al., 2010). Diabetic Retinopathy is a key indicator of systemic complications of diabetes (Zhang, 2010).
Coordination of care between the eye care specialist and the physician managing a patient's ongoing diabetes care is
essential in stemming the progression of vision loss. Communication from the eye care specialist to a primary care
physician facilitates the exchange of information about the severity and progression of a patient’s diabetic retinopathy,
adherence to recommended ocular care, need for follow-up visits, and treatment plans (Storey et al. , 2016). Data
from the Diabetes Control and Complications Trial showed that diabetic treatment and maintenance of glucose control
delays the onset and slows the progression of diabetic retinopathy (Aiello & DCCT/EDIC Research Group, 2014).

CLINICAL RECOMMENDATION STATEMENTS:

The ophthalmologist should refer patients with diabetes to a primary care physician for appropriate management of
their systemic condition and should communicate examination results to the physician managing the patient’s
ongoing diabetes care. An Eye MD Examination Report Form is available from the American Academy of
Ophthalmology (Academy).

Because patients with diabetes may be under the care of multiple practitioners, effective communication and care
coordination is necessary to optimize care.

One of the patient outcome criteria is optimal control of blood glucose, blood pressure, and other risk factors
through close communication with the patient’s primary care physician on the status of the diabetic retinopathy and
the need for optimal metabolic control.

American Academy of Ophthalmology Retina/Vitreous Panel. Preferred Practice Pattern® Guidelines. Diabetic
Retinopathy. San Francisco, CA: American Academy of Ophthalmology; 2019. Available at: www.aao.org/ppp

COPYRIGHT:
The measure is not a clinical guideline, does not establish a standard of medical care, and has not been tested for all
potential applications.

The measure, while copyrighted, can be reproduced and distributed, without modification, for noncommercial
purposes, eg, use by health care providers in connection with their practices. Commercial use is defined as the sale,
license, or distribution of the measure for commercial gain, or incorporation of the measure into a product or service
that is sold, licensed or distributed for commercial gain.

Commercial uses of the measure require a license agreement between the user and the American Academy of
Ophthalmology (Academy). Neither the Academy, the American Medical Association (AMA), the former AMA-
convened Physician Consortium for Performance Improvement(R) (AMA-PCPI), nor PCPI, nor their members shall
be responsible for any use of the Measure.

The PCPI's and AMA’s significant past efforts and contributions to the development and updating of the Measures
are acknowledged. The National Committee for Quality Assurance’s significant past efforts and contributions to the
development and updating of the Measure is acknowledged. The Academy is solely responsible for the review and
enhancement (“Maintenance”) of the measure as of June 30, 2020.
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THE MEASURE AND SPECIFICATIONS ARE PROVIDED “AS IS” WITHOUT WARRANTY OF ANY KIND.

© 2006-2022 American Academy of Ophthalmology. All Rights Reserved. Applicable FARS/DFARS Restrictions
Apply to Government Use.

Limited proprietary coding is contained in the measure specifications for convenience. A license agreement must be
entered prior to a third party’s use of Current Procedural Terminology (CPT[R]) or other proprietary code set
contained in the Measures. Any other use of CPT or other coding by the third party is strictly prohibited. The
Academy, its members, the AMA and former members of the PCPI disclaim all liability for use or accuracy of any
Current Procedural Terminology (CPT®) or other coding contained in the specifications.

CPT® contained in the Measures specifications is copyright 2004-2022 American Medical Association. LOINC®
copyright 2004-2022 Regenstrief Institute, Inc. SNOMED CLINICAL TERMS (SNOMED CT®) copyright 2004-2022. The
International Health Terminology Standards Development Organisation (IHTSDO). ICD-10 is copyright 2022 World
Health Organization. All Rights Reserved.
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2023 Clinical Quality Measure Flow for Quality ID #19:
Diabetic Retinopathy: Communication with the Physician Managing Ongoing Diabetes Care

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.

Denominator

Patients aged

Not included in Eligible
Population/Denominator

Version 7.0
November 2022

> 18 years on date
of encounter

Yes

Diagnosis
of diabetic retinopathy as
listed in Denominator®

Patient
encounter during
the performance period
as listed in
Denominator®

Telehealth Modifier:

Yes GQ, GT, 95, POS 02

No

Place of Service
(POS):12

Dilated
macular or fundus
exam performed, including
documentation of the presence or
absence of macular edema and
level of severity of retinopathy:
G8397 or
equivalent

Yes

\/

Include in Eligible
Population/Denominator

(80 patients)

Findings of dilated
macular or fundus exam
communicated to the physician
or other qualified health care
professional managing
the diabetes care

Documentation
of medical reason(s)
for not communicating the
findings of the dilated macular or
fundus exam to the physician or
other qualified health care
professional managing the
ongoing care
of the patient with
diabetes

Documentation
of patient reason(s) for
hot communicating the findings
of the dilated macular or fundus
exam to the physician or other
qualified health care professional
managing the ongoing
care of the patient
with diabetes

dilated macular or
fundus exam were not
communicated to the physician
or other qualified health care
professional managing the
diabetes care, reason
not otherwise
specified

No

Numerator

Data Completeness Met +
Performance Met
5010F or equivalent
(40 patients)

Data Completeness Met +
Denominator Exception
5010F with 1P or equivalent

(10 patients) b

Data Completeness Met +
Denominator Exception
5010F with 2P or equivalent
(0 patients)

bZ

Data Completeness Met +
Performance Not Met
5010F with 8P or equivalent
(20 patients)

c
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SAMPLE CALCULATIONS
Data Completeness=
Performance Met (a=40 patients) + Denominator Exception (b'+b°=10 patients) + Performance Not Met (c=20 patients)
Eligible Population / Denominator (d=80 patients)

70 patients = 87.50%
80 patients

Performance Rate=
Performance Met (a=40 patients)

40 patients = 66.67%
Data Completeness Numerator (70 patients) — Denominator Exception (b1+b2=10 patients)

60 patients

*See the posted measure specification for specific coding and instructions to submit this measure.
NOTE: Submission Frequency: Patient-Process CPT only copyright 2022 American Medical Association. All rights reserved.

NOTE: Telehealth modifiers include but are not limited to: GQ, GT, 95, POS 02 The measure diagrams were developed by CMS as a supplemental resource
to be used in conjunction with the measure specifications. They should not be
used alone or as a substitution for the measure specification.

v7
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2023 Clinical Quality Measure Flow Narrative for Quality ID #19:
Diabetic Retinopathy: Communication with the Physician Managing Ongoing Diabetes Care

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.
1. Start with Denominator
2. Check Patients aged greater than or equal to 18 years on date of encounter.

a. If Patients aged greater than or equal to 18 years on date of encounter equals No, do not include in
Eligible Population/Denominator. Stop processing.

b. If Patients aged greater than or equal to 18 years on date of encounter equals Yes, proceed to check
Diagnosis of diabetic retinopathy as listed in Denominator®.

3. Check Diagnosis of diabetic retinopathy as listed in Denominator*:

a. If Diagnosis of diabetic retinopathy as listed in Denominator* equals No, do not include in Eligible
Population/Denominator. Stop processing.

b. If Diagnosis of diabetic retinopathy as listed in Denominator* equals Yes, proceed to check Patient
encounter during the performance period as listed in Denominator®.

4. Check Patient encounter during the performance period as listed in Denominator™:

a. If Patient encounter during the performance period as listed in Denominator* equals No, do not include in
Eligible Population/Denominator. Stop processing.

b. If Patient encounter during the performance period as listed in the Denominator* equals Yes, proceed to
check Telehealth Modifier.

5. Check Telehealth Modifier.
a. If Telehealth Modifier equals Yes, do not include in Eligible Population/Denominator. Stop processing.
b. If Telehealth Modifier equals No, proceed to check Place of Service (POS).
6. Check Place of Service (POS):
a. If Place of Service (POS) equals Yes, do not include in Eligible Population/Denominator. Stop processing.

b. If Place of Service (POS) equals No, proceed to check Dilated macular or fundus exam performed,
including documentation of the presence or absence of macular edema and level of severity of
retinopathy.

7. Check Dilated macular or fundus exam performed, including documentation of the presence or absence of
macular edema and level of severity of retinopathy:.

a. If Dilated macular or fundus exam performed, including documentation of the presence or absence of
macular edema and level of severity of retinopathy equals No, do not include in Eligible
Population/Denominator. Stop processing.

b. If Dilated macular or fundus exam performed, including documentation of the presence or absence of
macular edema and level of severity of retinopathy equals Yes, include in Eligible
Population/Denominator.

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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8. Denominator Population:

a. Denominator Population is all Eligible Patients in the Denominator. Denominator is represented as
Denominator in the Sample Calculation listed at the end of this document. Letter d equals 80 patients in
the Sample Calculation.

9. Start Numerator

10. Check Findings of dilated macular or fundus exam communicated to the physician or other qualified health
care professional managing the diabetes care:

a. If Findings of dilated macular or fundus exam communicated to the physician or other qualified health care
professional managing the diabetes care equals Yes, include in Data Completeness Met and Performance
Met.

+ Data Completeness Met and Performance Met letter is represented in the Data Completeness and
Performance Rate in the Sample Calculation listed at the end of this document. Letter a equals 40
patients in the Sample Calculation.

b. If Findings of dilated macular or fundus exam communicated to the physician or other qualified health care
professional managing the diabetes care equals No, proceed to check Documentation of medical
reason(s) for not communicating the findings of the dilated macular or fundus exam to the physician or
other qualified health care professional managing the ongoing care of the patient with diabetes.

11. Check Documentation of medical reason(s) for not communicating the findings of the dilated macular or fundus
exam to the physician or other qualified health care professional managing the ongoing care of the patient with
diabetes:

a. |f Documentation of medical reason(s) for not communicating the findings of the dilated macular or fundus
exam to the physician or other qualified health care professional managing the ongoing care of the patient
with diabetes equals Yes, include in Data Completeness Met and Denominator Exception.

+ Data Completeness Met and Denominator Exception letter is represented in the Data Completeness
and Performance Rate in the Sample Calculation listed at the end of this document. Letter b equals
10 patients in the Sample Calculation.

b. If Documentation of medical reason(s) for not communicating the findings of the dilated macular or fundus
exam to the physician or other qualified health care professional managing the ongoing care of the patient
with diabetes equals No, proceed to check Documentation of patient reason(s) for not communicating the
findings of the dilated macular or fundus exam to the physician or other qualified health care professional
managing the ongoing care of the patient with diabetes.

12. Check Documentation of patient reason(s) for not communicating the findings of the dilated macular or fundus
exam to the physician or other qualified health care professional managing the ongoing care of the patient with
diabetes:

a. If Documentation of patient reason(s) for not communicating the findings of the dilated macular or fundus
exam to the physician or other qualified health care professional managing the ongoing care of the patient
with diabetes equals Yes, include in Data Completeness Met and Denominator Exception.

+ Data Completeness Met and Denominator Exception letter is represented in the Data Completeness
and Performance Rate in the Sample Calculation listed at the end of this document. Letter b2 equals 0
patients in the Sample Calculation.

b. If Documentation of patient reason(s) for not communicating the findings of the dilated macular or fundus
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exam to the physician or other qualified health care professional managing the ongoing care of the patient
with diabetes equals No, proceed to check Findings of dilated macular or fundus exam were not
communicated to the physician or other qualified health care professional managing the diabetes care,
reason not otherwise specified.

13. Check Findings of dilated macular or fundus exam were not communicated to the physician or other qualified
health care professional managing the diabetes care, reason not otherwise specified:

a. If Findings of dilated macular or fundus exam were not communicated to the physician or other qualified
health care professional managing the diabetes care, reason not otherwise specified equals Yes, include in
Data Completeness Met and Performance Not Met.

+ Data Completeness Met and Performance Not Met letter is represented in the Data Completeness in
the Sample Calculation listed at the end of this document. Letter ¢ equals 20 patients in the Sample
Calculation.

b. If Findings of dilated macular or fundus exam were not communicated to the physician or other qualified
health care professional managing the diabetes care, reason not otherwise specified equals No, proceed
to check Data Completeness Not Met.

14. Check Data Completeness Not Met:

a. |f Data Completeness Not Met, the Quality Data Code or equivalent was not submitted. 10 patients have
been subtracted from the Data Completeness Numerator in the Sample Calculation.

Sample Calculations

Data Completeness equals Performance Met (a equals 40 patients) plus Denominator Exception (b* plus b2 equals 10
patients) plus Performance Not Met (¢ equals 20 patients) divided by Eligible Population/Denominator (d equals 80
patients). All equals 70 patients divided by 80 patients. All equals 87.50 percent.

Performance Rate equals Performance Met (a equals 40 patients) divided by Data Completeness Numerator (70 patients)
minus Denominator Exception (b plus b2 equals 10 patients). All equals 40 patients divided by 60 patients. All equals
66.67 percent.

*See the posted measure specification for specific coding and instructions to submit this measure.
NOTE: Submission Frequency: Patient-Process
NOTE: Telehealth modifiers include but are not limited to: GQ, GT, 95, POS 02

The measure diagrams were developed by CMS as a supplemental resource to be used in conjunction with the measure specifications. They should
not be used alone or as a substitution for the measure specification.
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Quality ID #117 (NQF 0055): Diabetes: Eye Exam

2023 COLLECTION TYPE:
MIPS CLINICAL QUALITY MEASURES (CQMS)

MEASURE TYPE:
Process

DESCRIPTION:

Percentage of patients 18-75 years of age with diabetes and an active diagnosis of retinopathy in any part of the
measurement period who had a retinal or dilated eye exam by an eye care professional during the measurement period
or diabetics with no diagnosis of retinopathy in any part of the measurement period who had a retinal or dilated eye
exam by an eye care professional during the measurement period or in the 12 months prior to the measurement period.

INSTRUCTIONS:

This measure is to be submitted a minimum of once per performance period for patients with diabetes mellitus
seen during the performance period. This measure may be submitted by Merit-based Incentive Payment System
(MIPS) eligible clinicians who perform the quality actions described in the measure based on services provided and
the measure-specific denominator coding.

NOTE: Patient encounters for this measure conducted via telehealth (e.g., encounters coded with GQ, GT, 95, or
POS 02 modifiers) are allowable.

Measure Submission Type:

Measure data may be submitted by individual MIPS eligible clinicians, groups, or third party intermediaries. The listed
denominator criteria are used to identify the intended patient population. The numerator options included in this
specification are used to submit the quality actions as allowed by the measure. The quality data codes listed do not
need to be submitted by MIPS eligible clinicians, groups, or third party intermediaries that utilize this modality for
submissions; however, these codes may be submitted for those third party intermediaries that utilize Medicare Part B
claims data. For more information regarding Application Programming Interface (API), please refer to the Quality
Payment Program (QPP) website.

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

DENOMINATOR NOTE: To assess the age for exclusions, the patient’s age on the date of the encounter
should be used.

*Signifies that this CPT Category | code is a non-covered service under the Medicare Part B Physician Fee
Schedule (PFS). These non-covered services should be counted in the denominator population for MIPS
CQMs.

Denominator Criteria (Eligible Cases):

Patients 18 to 75 years of age on date of encounter

AND

Diagnosis for diabetes (ICD-10-CM): E10.10, E10.11, E10.21, E10.22, E10.29, E10.311, E10.319, E10.3211,
E10.3212, E10.3213, E10.3219, E10.3291, E10.3292, E10.3293, E10.3299, E10.3311, E10.3312, E10.3313,
E10.3319, E10.3391, E10.3392, E10.3393, E10.3399, E10.3411, E10.3412, E10.3413, E10.3419, E10.3491,
E10.3492, E10.3493, E10.3499, E10.3511, E10.3512, E10.3513, E10.3519, E10.3521, E10.3522, E10.3523,
E10.3529, E10.3531, E10.3532, E10.3533, E10.3539, E10.3541, E10.3542, E10.3543, E10.3549, E10.3551,
E10.3552, E10.3553, E10.3559, E10.3591, E10.3592, E10.3593, E10.3599, E10.36, E10.37X1, E10.37X2,
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E10.37X3, E10.37X9, 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, E11.3211, E11.3212,
E11.3213, E11.3219,E11.3291, E11.3292, E11.3293, E11.3299, E11.3311, E11.3312, E11.3313, E11.3319,
E11.3391, E11.3392, E11.3393, E11.3399, E11.3411, E11.3412, E11.3413, E11.3419, E11.3491, E11.3492,
E11.3493, E11.3499, E11.3511, E11.3512, E11.3513, E11.3519, E11.3521, E11.3522, E11.3523, E11.3529,
E11.3531, E11.3532, E11.3533, E11.3539, E11.3541, E11.3542, E11.3543, E11.3549, E11.3551, E11.3552,
E11.3553, E11.3559, E11.3591, E11.3592, E11.3593, E11.3599, E11.36, E11.37X1, E11.37X2, E11.37X3,
E11.37X9, 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, E13.00, E13.01, E13.10, E13.11, E13.21, E13.22, E13.29, E13.311, E13.319, E13.3211, E13.3212,
E13.3213, E13.3219, E13.3291, E13.3292, E13.3293, E13.3299, E13.3311, E13.3312, E13.3313, E13.3319,
E13.3391, E13.3392, E13.3393, E13.3399, E13.3411, E13.3412, E13.3413, E13.3419, E13.3491, E13.3492,
E13.3493, E13.3499, E13.3511, E13.3512, E13.3513, E13.3519, E13.3521, E13.3522, E13.3523, E13.3529,
E13.3531, E13.3532, E13.3533, E13.3539, E13.3541, E13.3542, E13.3543, E13.3549, E13.3551, E13.3552,
E13.3553, E13.3559, E13.3591, E13.3592, E13.3593, E13.3599, E13.36, E13.37X1, E13.37X2, E13.37X3,
E13.37X9, E13.39, E13.40, E13.41, E13.42, E13.43, E13.44, E13.49, E13.51, E13.52, E13.59, E13.610,
E13.618, E13.620, E13.621, E13.622, E13.628, E13.630, E13.638, E13.641, E13.649, E13.65, E13.69, E13.8,
E13.9, 024.011, 024.012, 024.013, 024.019, 024.02, 024.03, 024.111, 024.112, 024.113, 024.119,
024.12, 024.13, 024.311, 024.312, 024.313, 024.319, 024.32, 024.33, 024.811, 024.812, 024.813,
024.819, 024.82, 024.83

AND

Patient encounter during the performance period (CPT or HCPCS): 92002, 92004, 92012, 92014, 99202,
99203, 99204, 99205, 99212, 99213, 99214, 99215, 99341, 99342, 99344, 99345, 99347, 99348, 99349,
99350, 99385*, 99386*, 99387*, 99395*, 99396*, 99397*, G0438, G0439

AND NOT

DENOMINATOR EXCLUSIONS:

Patient is using hospice services any time during the measurement period: G9714

OR

Patient is using palliative care services any time during the measurement period: G9994

OR

Patient age 66 or older in Institutional Special Needs Plans (SNP) or residing in long-term care with
POS code 32, 33, 34, 54, or 56 for more than 90 consecutive days during the measurement period:
G2105

OR

Patients 66 years of age and older with at least one claim/encounter for frailty during the measurement
period AND a dispensed medication for dementia during the measurement period or the year prior to
the measurement period: G2106

OR

Patients 66 years of age and older with at least one claim/encounter for frailty during the measurement
period AND either one acute inpatient encounter with a diagnosis of advanced iliness or two
outpatient, observation, ED or nonacute inpatient encounters on different dates of service with an
advanced illness diagnosis during the measurement period or the year prior to the measurement
period: G2107

Table: Dementia Exclusion Medications

Description Prescription
Cholinesterase Donepezil Rivastigimine
inhibitors Galantamine
Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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Description Prescription
Miscellaneous central Memantine
nervous system agents

- Codes to identify Frailty: 99504, 99509, E0100, E0105, E0130, E0135, E0140, E0141, E0143, E0144, E0147,
E0148, E0149, E0163, E0165, E0167, E0168, E0170, E0171, E0250, E0251, E0255, E0256, E0260, E0261, E0265,
E0266, E0270, E0290, E0291, E0292, E0293, E0294, E0295, E0296, E0297, E0301, E0302, E0303, E0304, E0424,
E0425, E0430, E0431, E0433, E0434, E0435, E0439, E0440, E0441, E0442, E0443, E0444, E0462, E0465, E0466,
E0470, E0471, E0472, E0561, E0562, E1130, E1140, E1150, E1160, E1161, E1240, E1250, E1260, E1270, E1280,
E1285, E1290, E1295, E1296, E1297, E1298, G0162, G0299, G0300, G0493, G0494, S0271, S0311, S9123, S9124,
T1000, T1001, T1002, T1003, T1004, T1005, T1019, T1020, T1021, T1022, T1030, T1031, L89.000, L89.001,
1.89.002, L89.003, L89.004, L89.006, L89.009, L89.010, L89.011, L89.012, L89.013, L89.014, L89.016, L89.019,
1.89.020, L89.021, L89.022, L89.023, L89.024, L89.026, L89.029, L89.100, L89.101, L89.102, L89.103, L89.104,
L.89.106, L89.109, L89.110, L89.111, L89.112, L89.113, L89.114, L89.116, L89.119, L89.120, L89.121, L89.122,
189.123, L89.124, L89.126, L89.129, L89.130, L89.131, L89.132, L89.133, L89.134, L89.136, L89.139, L89.140,
1L89.141, L89.142, L89.143, L89.144, 89.146, L89.149, L89.150, L89.151, L89.152, L89.153, L89.154, L89.156,
1.89.159, L89.200, L89.201, L89.202, L89.203, L89.204, L89.206, L89.209, L89.210, L89.211, L89.212, L89.213,
1L89.214, L89.216, L89.219, L89.220, L89.221, L89.222, L89.223, L89.224, 89.226, L89.229, L89.300, L89.301,
1.89.302, L89.303, L89.304, L89.306, L89.309, L89.310, L89.311, L89.312, L89.313, L89.314, L89.316, L89.319,
189.320, L89.321, L89.322, L89.323, L89.324, L89.326, L89.329, L89.40, L89.41, L89.42, L89.43, L89.44, L89.45,
189.46, L89.500, L89.501, L89.502, L89.503, L89.504, L89.506, L89.509, L89.510, L89.511, L89.512, L89.513,
L89.514, L89.516, L89.519, L89.520, L89.521, L89.522, L89.523, L89.524, L89.526, L89.529, L89.600, L89.601,
189.602, L89.603, L89.604, L89.606, L89.609, L89.610, L89.611, L89.612, L89.613, L89.614, L89.616, L89.619,
1.89.620, L89.621, L89.622, L89.623, L89.624, L89.626, L89.629, L89.810, L89.811, L89.812, L89.813, L89.814,
L89.816, L89.819, L89.890, L89.891, L89.892, L89.893, L89.894, L89.896, L89.899, L89.90, L89.91, L89.92, L89.93,
1.89.94, 1L.89.95, L89.96, M62.50, M62.81, M62.84, R26.0, R26.1, R26.2, R26.89, R26.9, R41.81, R53.1, R53.81,
R53.83, R54, R62.7, R63.4, R63.6, R64, W01.0XXA, W01.0XXD, W01.0XXS, W01.10XA, W01.10XD, W01.10XS,
W01.110A, W01.110D, W01.110S, W01.111A, W01.111D, W01.111S, WO01.118A, W01.118D, W01.118S, W01.119A,
W01.119D, W01.119S, W01.190A, W01.190D, W01.190S, W01.198A, W01.198D, W01.198S, W06.XXXA,
W06.XXXD, W06.XXXS, W07.XXXA, W07.XXXD, W07.XXXS, W08.XXXA, W08.XXXD, W08.XXXS, W10.0XXA,
W10.0XXD, W10.0XXS, W10.1XXA, W10.1XXD, W10.1XXS, W10.2XXA, W10.2XXD, W10.2XXS, W10.8XXA,
W10.8XXD, W10.8XXS, W10.9XXA, W10.9XXD, W10.9XXS, W18.00XA, W18.00XD, W18.00XS, W18.02XA,
W18.02XD, W18.02XS, W18.09XA, W18.09XD, W18.09XS, W18.11XA, W18.11XD, W18.11XS, W18.12XA,
W18.12XD, W18.12XS, W18.2XXA, W18.2XXD, W18.2XXS, W18.30XA, W18.30XD, W18.30XS, W18.31XA,
W18.31XD, W18.31XS, W18.39XA, W18.39XD, W18.39XS, W19.XXXA, W19.XXXD, W19.XXXS, Y92.199, 759.3,
Z73.6, Z74.01, Z74.09, 2741, Z74.2, ZT4.3, Z74.8, Z74.9, 791.81, 299.11, 299.3, 299.81, 799.89

- Codes to identify Advanced Iliness: A81.00, A81.01, A81.09, C25.0, C25.1, C25.2, C25.3, C25.4, C25.7, C25.8,
C25.9,C71.0,C71.1,C71.2,C71.3,C71.4,C71.5, C71.6, C71.7, C71.8, C71.9, C77.0, C77.1, C77.2, C77.3, C77 .4,
Cr7.5,C77.8,C77.9, C78.00, C78.01, C78.02, C78.1, C78.2, C78.30, C78.39, C78.4, C78.5, C78.6, C78.7, C78.80,
C78.89, C79.00, C79.01, C79.02, C79.10, C79.11,C79.19, C79.2, C79.31, C79.32, C79.40, C79.49, C79.51,
C79.52, C79.60, C79.61, C79.62, C79.70, C79.71, C79.72, C79.81, C79.82, C79.89, C79.9, C91.00, C91.02, C92.00,
(92.02, C93.00, C93.02, C93.90, C93.92, C93.20, C93.Z2, C94.30, C94.32, F01.50, F01.51, F01.511, F01.518,
F01.52, F01.53, F01.54, FO1.A0, FO1.A11, F01.A18, FO1.A2, FO1.A3, FO1.A4, F01.BO, F01.B11, F01.B18, FO1.B2,
F01.B3, F01.B4, F01.C0, F01.C11, F01.C18, F01.C2, F01.C3, F01.C4, F02.80, F02.81, F02.811, F02.818, F02.82,
F02.83, F02.84, F02.A0, F02.A11, F02.A18, F02.A2, F02.A3, F02.A4, F02.B0, F02.B11, F02.B18, F02.B2, F02.B3,
F02.B4, F02.C0, F02.C11, F02.C18, F02.C2, F02.C3, F02.C4, F03.90, F03.91, F03.911, F03.918, F03.92, F03.93,
F03.94, F03.A0, F03.A11, F03.A18, F03.A2, F03.A3, F03.A4, F03.B0, F03.B11, F03.B18, F03.B2, F03.B3, F03.B4,
F03.C0, F03.C11, F03.C18, F03.C2, F03.C3, F03.C4, F04, F10.27, F10.96, F10.97, G10, G12.21, G20, G30.0,
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(G30.1, G30.8, G30.9, G31.01, G31.09, G31.83, 109.81, 111.0, 112.0, 113.0, 113.11, 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, 150.810, 150.811, 150.812, 150.813, 150.814,
150.82, 150.83, 150.84, 150.89, 150.9, J43.0, J43.1, J43.2, J43.8, J43.9, J68.4, J84.10, J84.112, J84.170, J84.178,
J96.10, J96.11, J96.12, J96.20, J96.21, J96.22, J96.90, J96.91, J96.92, J98.2, J98.3, K70.10, K70.11, K70.2, K70.30,
K70.31, K70.40, K70.41, K70.9, K74.00, K74.01, K74.02, K74.1, K74.2, K74.4, K74.5, K74.60, K74.69, N18.5, N18.6

NUMERATOR:

Patients with an eye screening for diabetic retinal disease. This includes diabetics who had one of the following:

* Diabetic with a diagnosis of retinopathy during the measurement period and a retinal or dilated eye exam by an eye
care professional in the measurement period

+ Diabetic with no diagnosis of retinopathy during the measurement period and a retinal or dilated eye exam by an eye
care professional in the measurement period or the year prior to the measurement period

NUMERATOR NOTE: The eye exam must be performed or reviewed by an ophthalmologist or optometrist, or
there must be evidence that fundus photography results were read by a system that provides an artificial
intelligence (Al) interpretation. Alternatively, results may be read by a qualified reading center that operates
under the direction of a medical director who is a retinal specialist.

Numerator Options:

Performance Met: Dilated retinal eye exam with interpretation byan
ophthalmologist or optometrist documented and
reviewed; with evidence of retinopathy (2022F)

OR

Performance Met: Dilated retinal eye exam with interpretation byan
ophthalmologist or optometrist documented and
reviewed; without evidence of retinopathy
(2023F)

OR

Performance Met: 7 standard field stereoscopic retinal photos with
interpretation by an ophthalmologist oroptometrist
documented and reviewed; with evidence of
retinopathy (2024F)

OR

Performance Met: 7 standard field stereoscopic retinal photos with
interpretation by an ophthalmologist oroptometrist
documented and reviewed:; without evidence of
retinopathy (2025F)

OR

Performance Met: Eye imaging validated to match diagnosis from7
standard field stereoscopic retinal photos results
documented and reviewed; with evidence of
retinopathy (2026F)

OR

Performance Met: Eye imaging validated to match diagnosis from 7
standard field stereoscopic retinal photos results
documented and reviewed:; without evidence of
retinopathy (2033F)

OR

Performance Met: Low risk for retinopathy (no evidence of retinopathyin
the prior year) (3072F)

NOTE: This code can only be used if the claim/encounter was during the measurement period because it
indicates that the patient had “no evidence of retinopathy in the prior year”. This code definition indicates
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results were negative; therefore, a result is not required.

OR
Performance Not Met: Dilated eye exam was not performed, reason not
otherwise specified (2022F or 2024F or 2026F
with 8P)
RATIONALE:

Diabetes is the seventh leading cause of death in the United States. In 2017, diabetes affected approximately 34
million Americans (10.5 percent of the U.S. population) and killed approximately 84,000 people (Centers for Disease
Control and Prevention [CDC], 2020a). Diabetes is a long-lasting disease marked by high blood glucose levels,
resulting from the body's inability to produce or use insulin properly (CDC, 2020b). People with diabetes are at
increased risk of serious health complications including vision loss, heart disease, stroke, kidney damage,
amputation of feet or legs, and premature death (CDC, 2021).

In 2017, diabetes cost the U.S. an estimated $327 billion: $237 billion in direct medical costs and $90 billion in
reduced productivity. This is a 34 percent increase from the estimated $245 billion spent on diabetes in 2012
(American Diabetes Association, 2018).

Diabetic retinopathy is progressive damage to the small blood vessels in the retina that may result in loss of vision. It is
the leading cause of blindness in adults between 20-74 years of age. Approximately 4.1 million adults are affected by
diabetic retinopathy (CDC, 2020c).

CLINICAL RECOMMENDATION STATEMENTS:

American Diabetes Association (2021):

- Adults with type 1 diabetes should have an initial dilated and comprehensive eye examination by an ophthalmologist or
optometrist within 5 years after the onset of diabetes. (Level of evidence: B)

- Patients with type 2 diabetes should have an initial dilated and comprehensive eye examination by an ophthalmologist
or optometrist at the time of the diabetes diagnosis. (Level of evidence: B)

-If there is no evidence of retinopathy for one or more annual eye exam and glycemia is well controlled, then screening
every 1-2 years may be considered. If any level of diabetic retinopathy is present, subsequent dilated retinal
examinations should be repeated at least annually by an ophthalmologist or optometrist. If retinopathy is progressing or
sight threatening, then examinations will be required more frequently. (Level of evidence: B)

COPYRIGHT:

Physician Performance Measure (Measures) and related data specifications were developed by the National
Committee for Quality Assurance (NCQA). These performance Measures are not clinical guidelines and do not
establish a standard of medical care, and have not been tested for all potential applications. NCQA makes no
representations, warranties or endorsements about the quality of any organization or clinician who uses or reports
performance measures. NCQA has no liability to anyone who relies on measures and specifications or data reflective
of performance under such measures and specifications.

The Measures are copyrighted but can be reproduced and distributed, without modification, for noncommercial
purposes (eg, use by healthcare providers in connection with their practices). Commercial use is defined as the sale,
licensing, or distribution of the Measures for commercial gain, or incorporation of the Measures into a product or
service that is sold, licensed or distributed for commercial gain. All commercial uses or requests for alteration of the
measures and specifications must be approved by NCQA and are subject to a license at the discretion of NCQA.
NCQA is not responsible for any use of the Measures. © 2022 NCQA. All Rights Reserved.

THE MEASURES AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT WARRANTY OF ANY KIND.

Limited proprietary coding is contained in the Measure specifications for user convenience. Users of proprietary code
sets should obtain all necessary licenses from the owners of the code sets. NCQA disclaims all liability for use or
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accuracy of any CPT or other codes contained in the specifications.

CPT® contained in the Measure specifications is copyright 2004-2022 American Medical Association. LOINC® copyright
2004-2022 Regenstrief Institute, Inc. This material contains SNOMED Clinical Terms® (SNOMED CT®) copyright 2004-
2022 International Health Terminology Standards Development Organisation. ICD-10 copyright 2022 World Health
Organization. All Rights Reserved.

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
November 2022 Page 6 of 14



2023 Clinical Quality Measure Flow for Quality ID #117 (NQF 0055):
Diabetes: Eye Exam

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.

Denominator Denominator

Exclusions
Patient is using
hospice services any time v
during the measurement es
period: G9714 or
Patients equivalent
18 to 75 years
N of age on date of
encounter No
Yes
Patient is using
palliative care services any
time during the measurement Yes

period: G9994 or
equivalent

Diagnosis
for diabetes
as listed in

Denominator*

Not included in Eligible
Population/Denominator

Patient 2 66 in
Institutional Special Needs
Plans (SNP) or residing in
long-term care with POS code
32, 33, 34, 54, or 56 for more than
90 consecutive days during the
measurement period:
G2105 or
equivalent

Patient
encounter during
the performance period
as listed in
Denominator*

Not included in Eligible
Population/Denominator

No

Patients
2 66 with at least one
claim/encounter for frailty
during the measurement period
AND a dispensed medication for
dementia during the measurement
period or the year prior to the
measurement period:
G2106 or
equivalent

Yes———m————

Continue to
Denominator
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Continued
from
Denominator

No

Denominator
Exclusion

Patients
2 66 with at least
one claim/encounter for
frailty during the measurement
period AND either one acute
inpatient encounter with a diagnosis of
advanced iliness or two outpatient,
observation, ED or nonacute inpatient
encounters on different dates of service
with an advanced illness diagnosis
during the measurement
period or year prior to the
measurement period:
G2107 or
equivalent

Not included in Eligible
Population/Denominator

No

i

Include in Eligible

Numerator

Dilated retinal eye
exam with interpretation by
an ophthalmologist or optometrist
documented and reviewed;
with evidence of

Data Completeness Met +
Performance Met
2022F or equivalent

(10 patients) 1

retinopathy

No

retinal eye exam
with interpretation by an
ophthalmologist or optometrist
documented and reviewed;
without evidence of

Data Completeness Met +
Performance Met
2023F or equivalent

(10 patients) a2

retinopathy

No

7 standard

field stereoscopic
retinal photos with interpretation
by an ophthalmologist or
optometrist documented and
reviewed; with evidence

Data Completeness Met +
Performance Met
2024F or equivalent

(10 patients) 2

of retinopathy

No

Population/Denominator
(120 patients)

Version 7.0
November 2022

7 standard

field stereoscopic retinal
photos with interpretation by an
ophthalmologist or optometrist
documented and reviewed;
without evidence of

Data Completeness Met +
Performance Met
2025F or equivalent

(10 patients) at

retinopathy

Eye imaging

validated to match
diagnosis from 7 standard field
stereoscopic retinal photos results
documented and
reviewed; with evidence

Data Completeness Met +
Performance Met
2026F or equivalent
(10 patients) a’®

of retinopathy

No

Eye imaging

validated to match
diagnosis from 7 standard field
stereoscopic retinal photos results
documented and reviewed;
without evidence of

Data Completeness Met +
Performance Met
2033F or equivalent

(10 patients) a®

retinopathy

Continue to
Numerator

CPT only copyright 2022 American Medical Association. All rights reserved.
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Continued
from
Numerator

Data Completeness Met +
Performance Met
3072F or equivalent

(10 patients) a’

Low risk for retinopathy
(no evidence of retinopathy
in the prior year)

No

Data Completeness Met +
Performance Not Met
Yes—® 2022F or 2024F or 2026F
with 8P or equivalent
(30 patients) c

Dilated eye exam was
not performed, reason not
otherwise specified

No

SAMPLE CALCULATIONS

Data Completeness=

Performance Met (a'+a’+a’+a*+a’+a®+a’=70 patients) + Performance Not Met (c=30 patients) = 100 patients = 83.33%
Eligible Population / Denominator (d=120 patients) = 120 patients

Performance Rate=
Performance Met (a'+a’+a’+a*+a®+a®+a’=70 patients)
Data Completeness Numerator (100 patients)

= 70patients = 70.00%

= 100 patients

*See the posted measure specification for specific coding and instructions to submit this measure.

NOTE: Submission Frequency: Patient-Process

CPT only copyright 2022 American Medical Association. All rights reserved.

The measure diagrams were developed by CMS as a supplemental resource to be used in
conjunction with the measure specifications. They should not be used alone or as a
substitution for the measure specification. v7
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2023 Clinical Quality Measure Flow Narrative for Quality ID #117 (NQF 0055):
Diabetes: Eye Exam

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.
1. Start with Denominator
2. Check Patients 18 to 75 years of age on date of encounter.

a. If Patients 18 to 75 years of age on date of encounter equals No, do not include in Eligible
Population/Denominator. Stop processing.

b. If Patients 18 to 75 years of age on date of encounter equals Yes, proceed to check Diagnosis for
diabetes as listed in Denominator™.

3. Check Diagnosis for diabetes as listed in Denominator™:

a. If Diagnosis for diabetes as listed in Denominator* equals No, do not include in Eligible
Population/Denominator. Stop processing.

b. If Diagnosis for diabetes as listed in Denominator* equals Yes, proceed to check Patient
encounter during the performance period as listed in Denominator®.

4. Check Patient encounter during the performance period as listed in Denominator™*;

a. If Patient encounter during the performance period as listed in Denominator* equals No, do not
include in Eligible Population/Denominator. Stop processing.

b. If Patient encounter during the performance period as listed in Denominator* equals Yes, proceed to
check Patient is using hospice services any time during the measurement period.

5. Check Patient is using hospice services any time during the measurement period-

a. [f Patient is using hospice services any time during the measurement period equals Yes, do not
include in Eligible Population/Denominator. Stop processing

b. If Patient is using hospice services any time during the measurement period equals No, proceed
to check Patient is using palliative care services any time during the measurement period.

6. Check Patient is using palliative care services any time during the measurement period:

a. If Patient is using palliative care services any time during the measurement period equals Yes, do
not include in Eligible Population/Denominator. Stop processing

b. If Patient is using palliative care services any time during the measurement period equals No,
proceed to check Patient age 66 or older in Institutional Special Needs Plans (SNP) or residing in
long-term care with POS code 32, 33, 34, 54, or 56 for more than 90 consecutive days during the
measurement period.

7. Check Patient age 66 or older in Institutional Special Needs Plans (SNP) or residing in long-term care with POS
code 32, 33, 34, 54, or 56 for more than 90 consecutive days during the measurement period:

a. If Patient age 66 or older in Institutional Special Needs Plans (SNP) or residing in long-term care
with POS code 32, 33, 34, 54, or 56 for more than 90 consecutive days during the measurement
period equals Yes, do not include in Eligible Population/Denominator. Stop processing.
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b. If Patient age 66 or older in Institutional Special Needs Plans (SNP) or residing in long-term care
with POS code 32, 33, 34, 54, or 56 for more than 90 consecutive days during the measurement
period equals No, proceed to check Patients 66 years of age and older with at least one
claim/encounter for frailty during the measurement period AND a dispensed medication for
dementia during the measurement period or the year prior to the measurement period.

8. Check Patients 66 years of age and older with at least one claim/encounter for frailty during the measurement
period AND a dispensed medication for dementia during the measurement period or the year prior to the
measurement period:

a. If Patients 66 years of age and older with at least one claim/encounter for frailty during the
measurement period AND a dispensed medication for dementia during the measurement period or
the year prior to the measurement period equals Yes, do not include in Eligible
Population/Denominator. Stop processing.

b. If Patients 66 years of age and older with at least one claim/encounter for frailty during the
measurement period AND a dispensed medication for dementia during the measurement period
or the year prior to the measurement period equals No, proceed to check Patients 66 years of age
and older with at least one claim/encounter for frailty during the measurement period AND either
one acute inpatient encounter with a diagnosis of advanced illness or two outpatient, observation,
ED or nonacute inpatient encounters on different dates of service with an advanced illness
diagnosis during the measurement period or the year prior to the measurement period.

9. Check Patients 66 years of age and older with at least one claim/encounter for frailty during the measurement
period AND either one acute inpatient encounter with a diagnosis of advanced illness or two outpatient,
observation, ED or nonacute inpatient encounters on different dates of service with an advanced illness
diagnosis during the measurement period or the year prior to the measurement period.:

a. If Patients 66 years of age and older with at least one claim/encounter for frailty during the
measurement period AND either one acute inpatient encounter with a diagnosis of advanced illness
or two outpatient, observation, ED or nonacute inpatient encounters on different dates of service
with an advanced illness diagnosis during the measurement period or the year prior to the
measurement period equals Yes, do not include in Eligible Population/Denominator. Stop
processing.

b. If Patients 66 years of age and older with at least one claim/encounter for frailty during the
measurement period AND either one acute inpatient encounter with a diagnosis of advanced
illness or two outpatient, observation, ED or nonacute inpatient encounters on different dates of
service with an advanced illness diagnosis during the measurement period or the year prior to the
measurement period equals No, include in Eligible Population/Denominator.

10. Denominator Population:

+  Denominator Population is all Eligible Patients in the Denominator. Denominator is
represented as Denominator in the Sample Calculation listed at the end of this document.
Letter d equals 120 patients in the Sample Calculation.

11. Start Numerator

12. Check Dilated retinal eye exam with interpretation by an ophthalmologist or optometrist documented and
reviewed; with evidence of retinopathy:

a. [f Dilated retinal eye exam with interpretation by an ophthalmologist or optometrist documented and
reviewed; with evidence of retinopathy equals Yes, include in Data Completeness Met and
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Performance Met.

+  Data Completeness Met and Performance Met letter is represented as Data
Completeness and Performance Rate in the Sample Calculation listed at the end of
this document. Letter a' equals 10 patients in the Sample Calculation.

b. If Dilated retinal eye exam with interpretation by an ophthalmologist or optometrist documented and
reviewed; with evidence of retinopathy equals No, proceed to check Dilated retinal eye exam with
interpretation by an ophthalmologist or optometrist documented and reviewed; without evidence of
retinopathy.

13. Check Dilated retinal eye exam with interpretation by an ophthalmologist or optometrist documented and
reviewed; without evidence of retinopathy.

a. [f Dilated retinal eye exam with interpretation by an ophthalmologist or optometrist documented and
reviewed; without evidence of retinopathy equals Yes, include in Data Completeness Met and
Performance Met.

+  Data Completeness Met and Performance Met letter is represented as Data
Completeness and Performance Rate in the Sample Calculation listed at the end of
this document. Letter a2 equals 10 patients in the Sample Calculation.

b. If Dilated retinal eye exam with interpretation by an ophthalmologist or optometrist documented and
reviewed; without evidence of retinopathy equals No, proceed to check 7 standard field stereoscopic
retinal photos with interpretation by an ophthalmologist or optometrist documented and reviewed; with
evidence of retinopathy.

14. Check 7 standard field stereoscopic retinal photos with interpretation by an ophthalmologist or optometrist
documented and reviewed; with evidence of retinopathy:

a. [If 7 standard field stereoscopic retinal photos with interpretation by an ophthalmologist or optometrist
documented and reviewed; with evidence of retinopathy equals Yes, include in Data Completeness
Met and Performance Met.

+  Data Completeness Met and Performance Met letter is represented as Data
Completeness and Performance Rate in the Sample Calculation listed at the end of
this document. Letter a® equals 10 patients in the Sample Calculation.

b. If 7 standard field stereoscopic retinal photos with interpretation by an ophthalmologist or optometrist
documented and reviewed; with evidence of retinopathy equals No, proceed to check 7 standard field
stereoscopic retinal photos with interpretation by an ophthalmologist or optometrist documented and
reviewed; without evidence of retinopathy.

15. Check 7 standard field stereoscopic retinal photos with interpretation by an ophthalmologist or optometrist
documented and reviewed; without evidence of retinopathy.

a. [If 7 standard field stereoscopic retinal photos with interpretation by an ophthalmologist or optometrist
documented and reviewed; without evidence of retinopathy equals Yes, include in Data
Completeness Met and Performance Met.

+  Data Completeness Met and Performance Met letter is represented as Data
Completeness and Performance Rate in the Sample Calculation listed at the end of
this document. Letter a* equals 10 patients in the Sample Calculation.

b. If 7 standard field stereoscopic retinal photos with interpretation by an ophthalmologist or optometrist
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documented and reviewed; without evidence of retinopathy equals No, proceed to check Eye imaging
validated to match diagnosis from 7 standard field stereoscopic retinal photos results documented
and reviewed; with evidence of retinopathy.

16. Check Eye imaging validated to match diagnosis from 7 standard field stereoscopic retinal photos results
documented and reviewed; with evidence of retinopathy.

a. If Eye imaging validated to match diagnosis from 7 standard field stereoscopic retinal photos results
documented and reviewed; with evidence of retinopathy equals Yes, include in Data Completeness
Met and Performance Met.

+  Data Completeness Met and Performance Met letter is represented as Data
Completeness and Performance Rate in the Sample Calculation listed at the end of
this document. Letter a® equals 10 patients in the Sample Calculation.

b. If Eye imaging validated to match diagnosis from 7 standard field stereoscopic retinal photos results
documented and reviewed; with evidence of retinopathy equals No, proceed to check Eye imaging
validated to match diagnosis from 7 standard field stereoscopic retinal photos results documented
and reviewed; without evidence of retinopathy.

17. Check Eye imaging validated to match diagnosis from 7 standard field stereoscopic retinal photos results
documented and reviewed; without evidence of retinopathy:

a. If Eye imaging validated to match diagnosis from 7 standard field stereoscopic retinal photos results
documented and reviewed; without evidence of retinopathy equals Yes, include in the Data
Completeness Met and Performance Met.

+  Data Completeness Met and Performance Met letter is represented as Data
Completeness and Performance Rate in the Sample Calculation listed at the end of
this document. Letter a® equals 10 patients in the Sample Calculation.

b. If Eye imaging validated to match diagnosis from 7 standard field stereoscopic retinal photos results
documented and reviewed; without evidence of retinopathy equals No, proceed to check Low risk for
retinopathy (no evidence of retinopathy in the prior year).

18. Check Low risk for retinopathy (no evidence of retinopathy in the prior year):

a. If Low risk for retinopathy (no evidence of retinopathy in the prior year) equals Yes, include in the
Data Completeness Met and Performance Met.

+  Data Completeness Met and Performance Met letter is represented as Data
Completeness and Performance Rate in the Sample Calculation listed at the end of
this document. Letter a” equals 10 patients in the Sample Calculation.

b. If Low risk for retinopathy (no evidence of retinopathy in the prior year) equals No, proceed to check
Dilated eye exam was not performed, reason not otherwise specified.

19. Check Dilated eye exam was not performed, reason not otherwise specified:

a. If Dilated eye exam was not performed, reason not otherwise specified equals Yes, include in the
Data Completeness Met and Performance Not Met.

+  Data Completeness Met and Performance Not Met letter is represented as Data
Completeness in the Sample Calculation listed at the end of this document. Letter ¢
equals 30 patients in the Sample Calculation.
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b. If Dilated eye exam was not performed, reason not otherwise specified equals No, proceed to
check Data Completeness Not Met.

20. Check Data Completeness Not Met:

a. If Data Completeness Not Met, the Quality Data Code or equivalent was not submitted. 20 patients have
been subtracted from the Data Completeness Numerator in the Sample Calculation.

Sample Calculations

Data Completeness equals Performance Met (a' plus a2 plus a2 plus a* plus a® plus a® plus a’ equals 70 patients) plus
Performance Not Met (c equals 30 patients) divided by Eligible Population/Denominator (d equals 120 patients). All
equals 100 patients divided by 120 patients. All equals 83.33 percent.

Performance Rate equals Performance Met (a' plus a2 plus a2 plus a*plus a® plus a8 plus a’ equals 70 patients) divided
by Data Completeness Numerator (100 patients). All equals 70 patients divided by 100 patients. All equals 70.00
percent.

*See the posted measure specification for specific coding and instructions to submit this measure.
NOTE: Submission Frequency: Patient-Process

The measure diagrams were developed by CMS as a supplemental resource to be used in conjunction with the measure specifications. They
should not be used alone or as a substitution for the measure specification.

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
November 2022 Page 14 of 14



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

2023 COLLECTION TYPE:
MIPS CLINICAL QUALITY MEASURES (CQMS)

MEASURE TYPE:
Process

DESCRIPTION:

Percentage of patients aged 18 years and older with a BMI documented during the current encounter or within the
previous twelve months AND who had a follow-up plan documented if the most recent BMI was outside of normal
parameters.

INSTRUCTIONS:

There is no diagnosis associated with this measure. This measure is to be submitted a minimum of once per
performance period for patients seen during the performance period. This measure may be submitted by Merit-
based Incentive Payment System (MIPS) eligible clinicians who perform the quality actions described in the measure
based on the services provided at the time of the qualifying encounter and the measure-specific denominator coding.
The BMI may be documented in the medical record of the provider or in outside medical records obtained by the
provider. If the most recent documented BMI is outside of normal parameters, then a follow-up plan is documented
during the encounter or during the previous twelve months of the current encounter. The documented follow-up plan
must be based on the most recent documented BMI outside of normal parameters, example: “Patient referred to
nutrition counseling for BMI above or below normal parameters” (See Definitions for examples of follow-up plan
treatments). If more than one BMI is submitted during the measurement period, the most recent BMI will be used to
determine if the performance has been met. Review the exclusions and exceptions criteria to determine those
patients that BMI measurement may not be appropriate or necessary.

Measure Submission Type:

Measure data may be submitted by individual MIPS eligible clinicians, groups, or third-party intermediaries. The listed
denominator criteria are used to identify the intended patient population. The numerator options included in this
specification are used to submit the quality actions as allowed by the measure. The quality data codes listed do not
need to be submitted by MIPS eligible clinicians, groups, or third-party intermediaries that utilize this modality for
submissions; however, these codes may be submitted for those third-party intermediaries that utilize Medicare Part B
claims data. For more information regarding Application Programming Interface (API), please refer to the Quality
Payment Program (QPP) website.

DENOMINATOR:
All patients aged 18 and older on the date of the encounter with at least one eligible encounter during the
measurement period

Definition:
Not Eligible for BMI Screening or Follow-Up Plan (Denominator Exclusions) — A patient is not eligible if
one or more of the following reasons are documented:
«  Patients receiving palliative or hospice care on the date of the current encounter or any time prior
to the current encounter
«  Patients who are pregnant on the date of the current encounter or any time during the
measurement period prior to the current encounter

DENOMINATOR NOTE: *Signifies that this CPT Category | code is a non-covered service under the
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Medicare Part B Physician Fee Schedule (PFS). These non-covered services should be counted in the
denominator population for MIPS CQMs.

Denominator Criteria (Eligible Cases):

Patients aged =18 years on date of encounter

AND

Patient encounter during the performance period (CPT or HCPCS): 90791, 90792, 90832, 90834, 90837,
96156, 96158, 97161, 97162, 97163, 97165, 97166, 97167, 97802, 97803, 99202, 99203, 99204, 99205,
99212, 99213, 99214, 99215, 99236, 99304, 99305, 99306, 99307, 99308, 99309, 99310, 99315, 99316,
99341, 99342, 99344, 99345, 99347, 99348, 99349, 99350, 99385*, 99386*, 99387+, 99395*, 99396*, 99397*,
99401%, 99402*, 99424, 99491, D7111, D7140, D7210, D7220, D7230, D7240, D7241, D7250, D7251, G0101,
G0108, G0270, G0271, G0402, G0438, G0439, G0447, G0473

WITHOUT

Telehealth Modifier (including but not limited to): GQ, GT, 95, POS 02, FQ, 93

WITHOUT

Place of Service (POS): 12

AND NOT

DENOMINATOR EXCLUSIONS:

Documentation stating the patient has received or is currently receiving palliative or

hospice care: G996

OR

Documentation of patient pregnancy anytime during the measurement period prior to

and including the current encounter: G9997

NUMERATOR:

Patients with a documented BMI during the encounter or during the previous twelve months AND when the BMI is
outside of normal parameters, a follow-up plan is documented during the encounter or during the previous twelve
months of the encounter

Definitions:

Normal BMI Parameters — Age 18 years and older BMI >= 18.5 and < 25 kg/m2

BMI — Body mass index (BMI) is a number calculated using the Quetelet index: weight divided by height
squared (W/H2) and is commonly used to classify weight categories. “BMI” can be calculated using:

Metric Units: BMI = Weight (kg) / (Height (m) x Height (m))
OR
English Units: BMI = Weight (Ibs) / (Height (in) x Height (in)) x 703

Follow-Up Plan — Proposed outline of treatment to be conducted as a result of a BMI outside of normal
parameters. A “follow-up” plan may include, but is not limited to:
+  Documentation of education
+  Referral (for example a Registered Dietitian Nutritionist (RDN), occupational therapist,
physicaltherapist, primary care provider, exercise physiologist, mental health
professional, or surgeon) for lifestyle/behavioral therapy
+  Pharmacological interventions
+  Dietary supplements
+  Exercise counseling
+  Nutrition counseling

Patients with a Documented Reason for Not Screening BMI (Denominator Exception) -
Patient Reason:
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«  Patients who refuse measurement of height and/or weight on the date of the current encounter or any
time during the measurement period prior to the current encounter

OR

Medical Reason:

+  Patients with a documented medical reason for not documenting BMI such as patients in an urgent or
emergent medical situation where time is of the essence and to delay treatment would jeopardize the
patient's health status.

Patients with a Documented Reason for Not Documenting a Follow-up Plan for BMI Outside
Normal Parameters (Denominator Exception) -

Medical Reason(s):

« Patients (e.g., elderly patients 65 years of age or older) for whom weight reduction/weight gain would
complicate other underlying health conditions such as illness or physical disability, mental illness,
dementia, confusion, or nutritional deficiency such as vitamin/mineral deficiency; patients in an urgent
or emergent medical situation where time is of the essence and to delay treatment would jeopardize
the patient's health status

Numerator Instructions:
o Height and Weight - An eligible clinician or their staff is required to measure both height and
weight. Both height and weight must be measured within twelve months of the current encounter.
Self-reported values cannot be used.
e The BMI may be documented in the medical record of the provider or in outside medical
records obtained by the provider.
e |f more than one BMI is reported during the measurement period, the most recent BMI
will be used to determine if the performance has been met-.
o Follow-Up Plan - If the most recent documented BMI is outside of normal parameters, then a
follow-up plan is documented during the encounter or during the previous twelve months of the
current encounter. The documented follow-up plan must be based on the most recent documented
BMI, outside of normal parameters, example: “Patient referred to nutrition counseling for BMI above
or below normal parameters”. (See Definitions for examples of follow-up plan treatments).
o Performance Met for G8417 & G8418 -
o If the provider documents a BMI and a follow-up plan for a BMI outside normal parameters at
the current encounter OR
o [fthe patient has a documented BMI within the previous twelve months of the current
encounter, the provider documents a follow-up plan for a BMI outside normal parameters at the
current encounter OR
e [fthe patient has a documented BMI within the previous twelve months of the current encounter
AND the patient has a documented follow-up plan for a BMI outside normal parameters within
the previous twelve months of the current encounter

Numerator Options:
Performance Met: BMI is documented within normal parameters and no
follow-up plan is required (G8420)

OR

Performance Met: BMI is documented as above normal parameters and
a follow-up plan is documented (G8417)

OR

Performance Met: BMI is documented as below normal parameters and
a follow-up plan is documented (G8418)

OR
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Denominator Exception: BMI not documented due to medical reason OR
patient refusal of height or weight measurement

(G2181)
OR
Denominator Exception: BMI is documented as being outside of normal
parameters, follow-up plan is not completed for
documented medical reason (G9716)
OR
Performance Not Met: BMI not documented and no reason is given (G8421)
OR
Performance Not Met: BMI documented outside normal parameters, no
follow-up plan documented, no reason given
(G8419)
RATIONALE:

BMI Above Normal Parameters

“Obesity is a chronic, multifactorial disease with complex psychological, environmental (social and cultural), genetic,
physiologic, metabolic and behavioral causes and consequences. The prevalence of overweight and obese people is
increasing worldwide at an alarming rate in both developing and developed countries. Environmental and behavioral
changes brought about by economic development, modernization and urbanization have been linked to the rise in
global obesity. The health consequences are becoming apparent (1).”

More than a third of U.S. adults have a body mass index [BMI] >= 30 kg/m2 and are at increased risk for diabetes,
cardiovascular disease (CVD), and obstructive sleep apnea (2,3, 4). Hales reported that the prevalence of obesity
among adults and youth in the United States was 39.8 percent and 18.5 percent respectively, from 2015-2016.
Furthermore, the prevalence of obesity in adults increased to 42.4 percent in 2018, with the highest percentage
among adults in the 40-59 age bracket compared with other age groups (5). Hales also disaggregated the data
according to race/ethnicity and noted that obesity prevalence was higher among non-Hispanic Black adults and
Hispanic adults when compared with other races and ethnicities. Obesity prevalence was lowest among non-
Hispanic Asian men and women. Among men, obesity prevalence was higher among Hispanic men compared with
non-Hispanic Black men and non-Hispanic White men. Obesity prevalence was higher among Hispanic men
compared with non-Hispanic Black men. Among women, the prevalence among non-Hispanic Black women was
56.9 percent, which was higher than all other race/ethnicities. In general, the prevalence of obesity in the U.S.
remains higher than the Healthy People 2020 goal of 30.5 percent among adults (6).

BMI continues to be a common and reasonably reliable measurement to identify overweight and obese adults who
may be at an increased risk for future morbidity. Although good quality evidence supports obtaining a BMI, it is
important to recognize it is not a perfect measurement. For example, BMI and its associated disease and mortality
risk appear to vary among ethnic subgroups. Black/African Americans appear to have the lowest mortality risk at a
BMI of 26.2-28.5 kg/m2 in Black women and 27.1-30.2 kg/m2 in Black men. In contrast, Asian populations may
experience lowest mortality rates starting at a BMI of 23 to 24 kg/m2. The correlation between BMI and diabetes
risk also varies by ethnicity (7). Moreover, BMI is not a direct measure of adiposity and as a consequence, it can
over or underestimate adiposity. However, overall, BMI is a derived value that correlates well with total body fat
and markers of secondary complications, €.g., hypertension and dyslipidemia (8).

Furthermore, it is important to enhance beneficiary access to appropriate treatments for obesity, which could result
in decreased healthcare costs and lower obesity rates. Behavioral weight management treatment has been
identified as an effective first-line treatment for obesity with an average initial weight loss of 8-10 percent. This
percentage weight loss is associated with a significant risk reduction for diabetes and CVD (9). Evidence also
shows that when provided 14 or more high-intensity behavioral intervention sessions of face-to-face individual or
group treatment across 6 months, participants lose up to 8 percent of their weight during that time and experience
improvements in heart disease risk factors and quality of life (10). There is also evidence that high-intensity
behavioral counseling is effective, whether delivered in-person, by phone, or electronically (11). Moreover,
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Intensive Behavioral Therapy (IBT) for obesity provided by Registered Dietitian Nutritionists for 6-12 months
shows significant mean weight loss of up to 10 percent of body weight, maintained over one year’s time (12).
Despite the evidence that supports weight management counseling, the rate of use in primary care for patients
with obesity decreased by 10 percent from 39.9 percent in 1995-1996 to 29.9 percent in 2007-2008 (13). Weight
management counseling during primary care visits further declined from 33 percent to 21 percent between 2008-
2009 and 2012-2013. This suggests that obesity management in primary care remains suboptimal (14).

Therefore, screening for BMI and follow-up is critical and will help in reaching the quality goals of population health
and cost reduction. However, due to concerns for other underlying conditions (such as bone health) or nutrition
related deficiencies providers are cautioned to use their best clinical judgment and when considering weight
management programs for overweight patients, especially the elderly (15).

BMI Below Normal Parameters

On the other end of the body weight spectrum is underweight (BMI <18.5 kg/m2), which is equally detrimental to
population health. When compared to normal weight individuals (BMI 18.5-25 kg/m2), underweight individuals have
significantly higher death rates with a Hazard Ratio of 2.27 and 95 percent confidence intervals (Cl) = 1.78, 2.90
(16).

Poor nutrition or underlying health conditions can result in underweight (17). The National Health and Nutrition
Examination Survey (NHANES) results from 2007-2010 indicate that women are more likely to be underweight than
men (18). However, all patients should be equally screened for underweight and followed up with nutritional
counseling to reduce mortality and morbidity associated with underweight.
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CLINICAL RECOMMENDATION STATEMENTS:

All adults should be screened annually using a BMI measurement. BMI measurements >25kg/m2 should be used to
initiate further evaluation of overweight or obesity after taking into account age, gender, ethnicity, fluid status, and
muscularity; therefore, clinical evaluation and judgment must be used when BMI is employed as the anthropometric
indicator of excess adiposity, particularly in athletes and those with sarcopenia (1) (Grade A).

Overweight and Underweight Categories:
Underweight <18.5; Normal weight 18.5-24.9; Overweight 25-29.9; Obese class | 30-34.9; Obese class Il 35-39.9;
Obese class Il >40 (1).

BMI cutoff point value of 223 kg/m2 should be used in the screening and confirmation of excess adiposity in Asian
adults (1) (Grade B).

Lifestyle/Behavioral Therapy for Overweight and Obesity should include behavioral interventions that enhance
adherence to prescriptions for a reduced-calorie meal plan and increased physical activity (behavioral interventions
can include: self-monitoring of weight, food intake, and physical activity; clear and reasonable goal-setting; education
pertaining to obesity, nutrition, and physical activity; face-to-face and group meetings; stimulus control; systematic
approaches for problem solving; stress reduction; cognitive restructuring [i.e., cognitive behavioral therapy],
motivational interviewing; behavioral contracting; psychological counseling; and mobilization of social support
structures) (1) (Grade A).

Behavioral lifestyle intervention should be tailored to a patient’s ethnic, cultural, socioeconomic, and educational
background (1) (Grade B).

The U.S. Preventive Services Task Force (USPSTF) recommends that clinicians offer or refer adults with

a BMI of 30 kg/m2 or higher to intensive, multicomponent behavioral interventions.

Interventions:

«  Effective intensive behavioral interventions were designed to help participants achieve or maintain a
weight loss of at least five percent through a combination of dietary changes and increased physical
activity
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*  Most interventions lasted for one to two years, and the majority had at least 12 sessions in the first
year

+  Most behavioral interventions focused on problem solving to identify barriers, self-monitoring of
weight, peer support, and relapse prevention

+ Interventions also provided tools to support weight loss or weight loss maintenance (e.g.,
pedometers, food scales, or exercise videos) (Grade B) (2).

Nutritional safety for the elderly should be considered when recommending weight reduction. “A clinical
decision to forego obesity treatment in older adults should be guided by an evaluation of the potential
benefits of weight reduction for day-to-day functioning and reduction of the risk of future cardiovascular
events, as well as the patient’'s motivation for weight reduction. Care must be taken to ensure that any
weight reduction program minimizes the likelihood of adverse effects on bone health or other aspects of
nutritional status” (3) (Evidence Category D). In addition, weight reduction prescriptions in older persons
should be accompanied by proper nutritional counseling and regular body weight monitoring (3).

The possibility that a standard approach to weight loss will work differently in diverse patient populations must be
considered when setting expectations about treatment outcomes (3) (Evidence Category B).
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2023 Clinical Quality Measure Flow for Quality ID #128:
Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up Plan

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.

Denominator

Patients
aged >18 years
on date of
encounter

Yes

Patient
encounter during
the performance period
as listed in
Denominator*

Not included in

Eligible Population/
Denominator v

Yes

Telehealth Modifier:
GQ, GT, 95, POS 02,
FQ, 93

Yes

No

Place of

Yes Service (POS):
12
No
Denominator Exclusions *

Documentation
stating the patient has
received or is currently

Yes

care: G9996 or
equivalent

Documentation
of patient pregnancy

Yes

equivalent

No

v

receiving palliative or hospice

anytime during the measurement
period prior to and including the
current encounter: G9997 or

Include in Eligible
Population/Denominator
(80 patients) d

Version 7.0
November 2022

BMl is
documented within
normal parameters and no
follow-up plan
is required

No

BMI is
documented as above
normal parameters and a
follow-up plan is
documented

BMl is
documented as below
normal parameters and a
follow-up plan is
documented

BMI not
documented due
to medical reason OR patient
refusal of height or weight
measurement

No

BMl is
documented as
being outside of normal
parameters, follow-up plan is
not completed for
documented medical
reason

Continue to
Numerator

Numerator

Data Completeness Met +
Performance Met
G8420 or equivalent

(30 patients) 4t

Data Completeness Met +
Performance Met
G8417 or equivalent

(20 patients) P

Data Completeness Met +
Performance Met
G8418 or equivalent

(0 patients) &

Data Completeness Met +
Denominator Exception
G2181 or equivalent

(0 patients) b’

Data Completeness Met +
Denominator Exception
G9716 or equivalent

(0 patients) b2

CPT only copyright 2022 American Medical Association. All rights reserved.

Page 8 of 13



Data Completeness=

Performance Rate=

Performance Met (a'+a?+a®=50

Data Completeness Numerator (70 patients) — Denominator Exception (b'+b?=0 patients)

Continued
from
Numerator

BMI not documented
and no reason
is given

BMI
documented outside of
normal parameters, no follow-
up plan documented, no
reason given

Numerator

Data Completeness Met +
Performance Not Met
G8421 or equivalent

(10 patients) o

Data Completeness Met +
Performance Not Met
G8419 or equivalent

(10 patients) ?

SAMPLE CALCULATIONS

Performance Met (a'+a?+a®=50 patients)

Eligible Population / Denominator (d=80 patients)

70

* See the posted measure specification for specific coding and instructions to submit this measure.

NOTE: Submission Frequency: Patient-Intermediate

NOTE: Telehealth modifiers include but are not limited to: GQ, GT, 95, POS 02, FQ, 93
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50 patients = 71.43%

patients

70 patients = 87.50%
80 patients
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The measure diagrams were developed by CMS as a supplemental resource to be used
in conjunction with the measure specifications. They should not be used alone or as a
substitution for the measure specification.
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2023 Clinical Quality Measure Flow Narrative for Quality ID #128:
Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up Plan

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.

1.

2. Check Patients aged greater than or equal to 18 years on date of encounter.
a. If Patients aged greater than or equal to 18 years on date of encounter equals No, do not include in
Eligible Population/Denominator. Stop processing.
b. If Patients aged greater than or equal to 18 years on date of encounter equals Yes, proceed to check
Patient encounter during the performance period as listed in Denominator*,
3. Check Patient encounter during the performance period as listed in Denominator™:
a. If Patient encounter during the performance period as listed in Denominator* equals No, do not include in
Eligible Population/Denominator. Stop processing.
b. If Patient encounter during the performance period as listed in Denominator* equals Yes, proceed to
check Telehealth Modifier.
4. Check Telehealth Modifier.
a. If Telehealth Modifier equals Yes, do not include in Eligible Population/Denominator. Stop processing.
b. If Telehealth Modifier equals No, proceed to check Place of Service (POS).
5. Check Place of Service (POS):
a. If Place of Service (POS) equals Yes, do not include in Eligible Population/Denominator. Stop processing.
b. If Place of Service (POS) equals No, proceed to check Documentation stating the patient has received or
is currently receiving palliative or hospice care.
6. Check Documentation stating the patient has received or is currently receiving palliative or hospice care:
a. If Documentation stating the patient has received or is currently receiving palliative or hospice care equals
Yes, do not include in Eligible Population/Denominator. Stop processing.
b. If Documentation stating the patient has received or is currently receiving palliative or hospice care equals
No, proceed to check Documentation of patient pregnancy anytime during the measurement period prior to
and including the current encounter.
7. Check Documentation of patient pregnancy anytime during the measurement period prior to and including the
current encounter.
a. If Documentation of patient pregnancy anytime during the measurement period prior to and including the
current encounter equals Yes, do not include in Eligible Population/Denominator. Stop processing.
b. If Documentation of patient pregnancy anytime during the measurement period prior to and including the
current encounter equals No, include in Eligible Population/Denominator.
8. Denominator Population
Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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«  Denominator Population is all Eligible Patients in the Denominator. Denominator is
represented as Denominator in the Sample Calculation listed at the end of this document.
Letter d equals 80 patients in the Sample Calculation.

9. Start Numerator
10. Check BMI is documented within normal parameters and no follow-up plan is required:

a. If BMlis documented within normal parameters and no follow-up plan is required equals Yes, include in
Data Completeness Met and Performance Met.

«  Data Completeness Met and Performance Met letter is represented as Data Completeness
and Performance Rate in the Sample Calculation listed at the end of this document. Letter
a' equals 30 patients in Sample Calculation.

b. If BMI is documented within normal parameters and no follow-up plan is required equals No, proceed to
check BMI is documented as above normal parameters and a follow-up plan is documented.

11. Check BM! is documented as above normal parameters and a follow-up plan is documented:

a. If BMI is documented as above normal parameters and a follow-up plan is documented equals Yes, include
in Data Completeness Met and Performance Met.

«  Data Completeness Met and Performance Met letter is represented as Data Completeness
and Performance Rate in the Sample Calculation listed at the end of this document. Letter
a2 equals 20 patients in the Sample Calculation.

b. If BMI is documented as above normal parameters and a follow-up plan is documented equals No, proceed
to check BMI is documented as below normal parameters and a follow-up plan is documented.

12. Check BMI is documented as below normal parameters and a follow-up plan is documented:

a. If BMI is documented as below normal parameters and a follow-up plan is documented equals Yes,
include in Data Completeness Met and Performance Met.

«  Data Completeness Met and Performance Met letter is represented as Data Completeness
and Performance Rate in the Sample Calculation listed at the end of this document. Letter
a® equals 0 patients in the Sample Calculation.

b. If BMI is documented as below normal parameters and a follow-up plan is documented equals No,
proceed to check BMI not documented due to medical reason OR patient refusal of height or weight
measurement.

13. Check BMI not documented due to medical reason OR patient refusal of height or weight measurement:

a. If BMI not documented due to medical reason OR patient refusal of height or weight measurement equals
Yes, include in Data Completeness Met and Denominator Exception.

«  Data Completeness Met and Denominator Exception letter is represented as Data
Completeness and Performance Rate in the Sample Calculation listed at the end of this
document. Letter b' equals 0 patients in the Sample Calculation.

b. If BMI not documented due to medical reason OR patient refusal of height or weight measurement equals
No, proceed to check BMI is documented as being outside of normal parameters, follow-up plan is not
completed for documented medical reason.

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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14. Check BMI is documented as being outside of normal parameters, follow-up plan is not completed for
documented medical reason:

a. If BMlis documented as being outside of normal parameters, follow-up plan is not completed for
documented medical reason equals Yes, include in Data Completeness Met and Denominator Exception.

«  Data Completeness Met and Denominator Exception letter is represented as Data
Completeness and Performance Rate in the Sample Calculation listed at the end of this
document. Letter b2 equals 0 patients in the Sample Calculation.

b. If BMI is documented as being outside of normal parameters, follow-up plan is not completed for
documented medical reason equals No, proceed to check BMI not documented and no reason is given.

15. Check BMI not documented and no reason is given:

a. If BMI not documented and no reason is given equals Yes, include in Data Completeness Met and
Performance Not Met

«  Data Completeness Met and Performance Not Met letter is represented as Data
Completeness in the Sample Calculation listed at the end of this document. Letter ¢! equals
10 patients in the Sample Calculation.

b. If BMI not documented and no reason is given equals No, proceed to check BMI documented outside of
normal parameters, no follow-up plan documented, no reason given.

16. Check BMI documented outside of normal parameters, no follow-up plan documented, no reason given:

a. If BMI documented outside of normal parameters, no follow-up plan documented, no reason given equals
Yes, include in Data Completeness Met and Performance Not Met.

+  Data Completeness Met and Performance Not Met letter is represented as Data
Completeness in the Sample Calculation listed at the end of this document. Letter c2
equals 10 patients in the Sample Calculation.

b. If BMI documented outside of normal parameters, no follow-up plan documented, no reason given equals
No, proceed to check Data Completeness Not Met.

17. Check Data Completeness Not Met:

+ If Data Completeness Not Met, Quality Data Code or equivalent not submitted. 10 patients
have been subtracted from the Data Completeness Numerator in the Sample Calculation.

Sample Calculations:

Data Completeness equals Performance Met (a' plus a2 plus a® equals 50 patients) plus Denominator Exception (b* plus
b2 equals 0 patients) plus Performance Not Met (¢! plus ¢ equals 20 patients) divided by Eligible Population / Denominator
(d equals 80 patients). All equals 70 patients divided by 80 patients. All equals 87.50 percent.

Performance Rate equals Performance Met (a* plus a2 plus a® equals 50 patients) divided by Data Completeness
Numerator (70 patients) minus Denominator Exception (b plus b2 equals 0 patients). All equals 50 patients divided by 70
patients. All equals 71.43 percent.

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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* See the posted measure specification for specific coding and instructions to submit this measure.
NOTE: Submission Frequency: Patient-Intermediate
NOTE: Telehealth modifiers include but are not limited to: GQ, GT, 95, POS 02, FQ, 93

The measure diagrams were developed by CMS as a supplemental resource to be used in conjunction with the measure specifications. They should
not be used alone or as a substitution for the measure specification.
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Quality ID #130: Documentation of Current Medications in the Medical Record

2023 COLLECTION TYPE:
MIPS CLINICAL QUALITY MEASURES (CQMS)

MEASURE TYPE:
Process — High Priority

DESCRIPTION:
Percentage of visits for patients aged 18 years and older for which the eligible clinician attests to documenting a list of
current medications using all immediate resources available on the date of the encounter.

INSTRUCTIONS:

This measure is to be submitted at each denominator eligible visit during the 12-month performance period. Merit-
based Incentive Payment System (MIPS) eligible clinicians meet the intent of this measure by making their best effort to
document a current, complete and accurate medication list during each encounter. There is no diagnosis associated
with this measure. This measure may be submitted by MIPS eligible clinicians who perform the quality actions described
in the measure based on the services provided and the measure-specific denominator coding.

NOTE: Patient encounters for this measure conducted via telehealth (e.g., encounters coded with GQ, GT, 95, or POS
02 modifiers) are allowable.

Measure Submission Type:

Measure data may be submitted by individual MIPS eligible clinicians, groups, or third party intermediaries. The listed
denominator criteria are used to identify the intended patient population. The numerator options included in this
specification are used to submit the quality actions as allowed by the measure. The quality data codes listed do not
need to be submitted by MIPS eligible clinicians, groups, or third party intermediaries that utilize this modality for
submissions; however, these codes may be submitted for those third party intermediaries that utilize Medicare Part B
claims data. For more information regarding Application Programming Interface (API), please refer to the Quality
Payment Program (QPP) website.

DENOMINATOR:
All visits occurring during the 12-month measurement period for patients aged 18 years and older

DENOMINATOR NOTE: *Signifies that this CPT Category | code is a non-covered service under the Medicare
Part B Physician Fee Schedule (PFS). These non-covered services should be counted in the denominator
population for MIPS CQMs.

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Patient encounter during the performance period (CPT or HCPCS): 59400, 59510, 59610, 59618, 90791,
90792, 90832, 90834, 90837, 90839, 92002, 92004, 92012, 92014, 92507, 92508, 92526, 92537, 92538, 92540,
92541, 92542, 92544, 92545, 92548, 92550, 92557, 92567, 92568, 92570, 92588, 92626, 96116, 96156, 96158,
97129, 97161, 97162, 97163, 97164, 97165, 97166, 97167, 97168, 97802, 97803, 97804, 98960, 98961, 98962,
99202, 99203, 99204, 99205, 99212, 99213, 99214, 99215, 99221, 99222, 99223, 99236, 99281, 99282, 99283,
99284, 99285, 99304, 99305, 99306, 99307, 99308, 99309, 99310, 99315, 99316, 99341, 99342, 99344, 99345,
99347, 99348, 99349, 99350, 99385*, 99386*, 99387*, 99395*, 99396*, 99397*, 99424, 99491, 99495, 99496,
G0101, G0108, G0270, G0402, G0438, G0439

NUMERATOR:

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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Eligible clinician attests to documenting, updating, or reviewing the patient’s current medications using all immediate
resources available on the date of the encounter

Definitions:

Current Medications — Medications the patient is presently taking including all prescriptions, over-the-
counters, herbals, vitamins, minerals, dietary (nutritional) supplements, and cannabis/cannabidiol products with
each medication’s name, dosage, frequency and administered route.

Route — Documentation of the way the medication enters the body (some examples include but are not limited
to: oral, sublingual, subcutaneous injections, and/or topical).

Not Eligible (Denominator Exception) — A patient is “not eligible” if there is documentation of a medical
reason(s) for not documenting, updating, or reviewing the patient’s current medications list (e.g., patient is in
an urgent or emergent medical situation where time is of the essence and to delay treatment would jeopardize
the patient's health status).

NUMERATOR NOTE: The MIPS eligible clinician must document in the medical record they obtained,
updated, or reviewed a medication list on the date of the encounter. MIPS eligible clinicians submitting this
measure may document medication information received from the patient, authorized representative(s),
caregiver(s) or other available healthcare resources.

This list must include ALL known prescriptions, over-the-counter (OTC) products, herbals, vitamins,
minerals, dietary (nutritional) supplements, cannabis/cannabidiol products AND must contain the
medications' name, dosage, frequency and route of administration.

By submitting the action described in this measure, the provider attests to having documented a list of
current medications utilizing all immediate resources available at the time of the encounter. G8427 should be
submitted if the MIPS eligible clinician documented that the patient is not currently taking any medications.

Numerator Options:

Performance Met: Eligible clinician attests to documenting in the medical
record they obtained, updated, or reviewed the patient’s
current medications (G8427)

Denominator Exception: Documentation of a medical reason(s) for not
documenting, updating, or reviewing the patient’s
current medications list (e.g., patient is in an urgent or
emergent medical situation) (G8430)

Performance Not Met: Current list of medications not documented as obtained,
updated, or reviewed by the eligible clinician, reason not
given (G8428)

RATIONALE:

According to the National Center for Health Statistics, during the years of 2013-2016, 48.4% of patients (both male
and female) were prescribed at least one prescription medication with 12.6% taking 5 or more medications.
Additionally, 89.8% of patients (both male and female) aged 65 years and older were prescribed at least one
medication with 40.9% taking 5 or more medications [1]. In this context, maintaining an accurate and complete
medication list has proven to be a challenging documentation endeavor for various health care provider settings.
While most of outpatient encounters (two-thirds) result in providers prescribing at least one medication, hospitals
have been the focus of medication safety efforts [2]. Nassaralla, Naessens, Chaudhry, Hansen, and Scheitel (2007)
caution that this is at odds with the current trend, where patients with chronic illnesses are increasingly being treated
in the outpatient setting and require careful monitoring of multiple medications. Additionally, Nassaralla et al. (2007)
reveal that it is in fact in outpatient settings where more fatal adverse drug events (ADE) occur when these are
compared to those occurring in hospitals (1 of 131 outpatient deaths compared to 1 in 854 inpatient deaths) [3]. In
the outpatient setting, ADEs occur 25% of the time and over one-third of these are considered preventable [4].
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Particularly vulnerable are patients over 65 years, with evidence suggesting that the rate of ADEs per 10,000 person
per year increases with age; 25-44 years old at 1.3; 45-64 at 2.2, and 65 + at 3.8 [5]. Other vulnerable groups include
individuals who are chronically ill or disabled [6]. These population groups are more likely to experience ADEs and
subsequent hospitalization.

A multiplicity of providers and inadequate care coordination among them has been identified as barriers to collecting
complete and reliable medication records. A study conducted by Poornima et al. (2015) indicates that reconciliation
and documentation continue to be poorly executed with discrepancies occurring in 92% of medication lists among
admittance to the emergency room (74 of 80 patients). Of 80 patients included in the study, the home medications
were re ordered for 65% of patients on their admission and of the 65% the majority (29%) had a change in their dosing
interval, while 23% had a change in their route of administration, and 13% had a change in dose. A total of 361
medication discrepancies, or the difference between the medications patients were taking before admission and those
listed in their admission orders, were identified in at least 74 patients. The study found that “Through an appropriate
reconciliation programme, around 80% of errors relating to medication and the potential harm caused by these errors
could be reduced” [7]. Presley et al. (2020) also recognized specific barriers to sufficient medication documentation
and reconciliation in rural and resource-limited care settings [8].

Documentation of current medications in the medical record facilitates the process of medication review and
reconciliation by the provider, which is necessary for reducing ADEs and promoting medication safety. The need for
provider to provider coordination regarding medication records, and the existing gap in implementation, is highlighted in
the American Medical Association’s Physician’s Role in Medication Reconciliation, which states that "critical patient
information, including medical and medication histories, current medications the patient is receiving and taking, and
sources of medications, is essential to the delivery of safe medical care. However, interruptions in the continuity of care
and information gaps in patient health records are common and significantly affect patient outcomes" 19]. This is
because clinical decisions based on information that is incomplete and/or inaccurate are likely to lead to medication
error and ADEs. Weeks, Corbette, & Stream (2010) noted similar barriers and identified the utilization of health
information technology as an opportunity for facilitating the creation of universal medication lists [10].

One 2015 meta-analysis showed an association between EHR documentation with an overall RR of 0.46 (95% CI =
0.38 to 0.55; P < 0.001) and ADEs with an overall RR of 0.66 (95% CI = 0.44 to 0.99; P = 0.045). This meta-analysis
provides evidence that the use of the EHR can improve the quality of healthcare delivered to patients by reducing
medication errors and ADEs [11].
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CLINICAL RECOMMENDATION STATEMENTS:

The Joint Commission's 2020 Ambulatory Health Care National Patient Safety Goals guide providers to maintain and
communicate accurate patient medication information. Specifically, the section "Use Medicines Safely NPSG.03.06.01"
states the following: "Record and pass along correct information about a patient’s medicines. Find out what medicines
the patient is taking. Compare those medicines to new medicines given to the patient. Give the patient written
information about the medicines they need to take.. Tell the patient it is important to bring their up-to-date list of
medicines every time they visit a doctor.” [1]

The National Quality Forum's Safe Practices for Better Healthcare - 2010 Update, states the following: “the healthcare
organization must develop, reconcile, and communicate an accurate patient medication list throughout the continuum
of care” [2].
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2023 Clinical Quality Measure Flow for Quality ID #130:
Documentation of Current Medications in the Medical Record

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.

Denominator

Patients aged
= 18 years on date of
encounter

Yes

Not included in Eligible
Population/Denominator

Patient
encounter during
the performance period
as listed in
Denominator*

Yes

'

Include in Eligible
Population/

Eligible
clinician attests to
documenting in the medical

or reviewed the patient’s
current medications

No

Documentation
of a medical reason(s) for

reviewing the patient’s

current medications
list

No

Current list
of medications not
documented as obtained,
updated, or reviewed by the

Denominator
(80 visits)

d

Data Completeness=

Performance Met (a=40 visits) + Denominator Exception (b=10 visits) + Performance Not Met (c=20 visits

Eligible Population / Denominator (d=80 visits)

Performance Rate=
Performance Met (a=40 visits)

eligible clinician,
reason not
given

No

record they obtained, updated,

not documenting, updating, or

Numerator

Data Completeness Met +
Performance Met
G8427 or equivalent
(40 visits)

Data Completeness Met +
Denominator Exception
G8430 or equivalent
(10 visits)

Data Completeness Met +
Performance Not Met
G8428 or equivalent
(20 visits)

SAMPLE CALCULATIONS

40 visits = 66.67%

Data Completeness Numerator (70 visits) — Denominator Exception (b=10 visits)

60 visits

*See the posted measure specification for specific coding and instructions to submit this measure.
CPT only copyright 2022 American Medical Association. All rights reserved. The

measure diagrams were developed by CMS as a supplemental resource to be used
in conjunction with the measure specifications. They should not be used alone or as

NOTE: Submission Frequency: Visit

Version 7.0
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a substitution for the measure specification.

70 visits =

87.50%
80 visits
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2023 Clinical Quality Measure Flow Narrative For Quality ID #130:
Documentation of Current Medications in the Medical Record

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.
1. Start with Denominator
2. Check Patients aged greater than or equal to 18 years on date of encounter.

a. If Patients aged greater than or equal to 18 years on date of encounter equals No, do not include in Eligible
Population/Denominator. Stop processing.

b. If Patients aged greater than or equal to 18 years on date of encounter equals Yes, proceed to check Patient
encounter during the performance period as listed in Denominator®,

3. Check Patient encounter during the performance period as listed in Denominator™;

a. If Patient encounter during the performance period as listed in Denominator* equals No, do not include in
Eligible Population/Denominator. Stop processing.

b. If Patient encounter during the performance period as listed in Denominator* equals Yes, include in Eligible
Population/Denominator.

4, Denominator Population:

+  Denominator Population is all Eligible Visits in the Denominator. Denominator is represented as
Denominator in the Sample Calculation listed at the end of this document. Letter d equals 80 visits in the
Sample Calculation.

5. Start Numerator

6. Check Eligible clinician attests to documenting in the medical record they obtained, updated, or reviewed the
patient’s current medications:

a. If Eligible clinician attests to documenting in the medical record they obtained, updated, or reviewed the
patient’s current medications equals Yes, include in Data Completeness Met and Performance Met.

+  Data Completeness Met and Performance Met letter is represented as Data Completeness and
Performance Rate in the Sample Calculation listed at the end of this document. Letter a equals 40 visits
in the Sample Calculation.

b. If Eligible clinician attests to documenting in the medical record they obtained, updated, or reviewed the
patient’s current medications equals No, proceed to check Documentation of a medical reason(s) for not
documenting, updating, or reviewing the patient’s current medications list.

7. Check Documentation of a medical reason(s) for not documenting, updating, or reviewing the patient’s current
medications list:

a. If Documentation of a medical reason(s) for not documenting, updating, or reviewing the patient’s current
medications list equals Yes, include in Data Completeness Met and Denominator Exception.

+  Data Completeness Met and Denominator Exception letter is represented as Data Completeness and
Performance Rate in the Sample Calculation listed at the end of this document. Letter b equals 10 visits
in the Sample Calculation.

b. If Documentation of a medical reason(s) for not documenting, updating, or reviewing the patient’s current
medications list equals No, proceed to check Current list of medications not documented as obtained, updated,
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or reviewed by the eligible clinician, reason not given.

8. Check Current list of medications not documented as obtained, updated, or reviewed by the eligible clinician,
reason not given:

a. If Current list of medications not documented as obtained, updated, or reviewed by the eligible clinician, reason
not given equals Yes, include in Data Completeness Met and Performance Not Met.

«  Data Completeness Met and Performance Not Met letter is represented as Data Completeness in the
Sample Calculation listed at the end of this document. Letter ¢ equals 20 visits in the Sample Calculation

b. If Current list of medications not documented as obtained, updated, or reviewed by the eligible clinician, reason
not given equals No, proceed to check Data Completeness Not Met.

9. Check Data Completeness Not Met:

+ If Data Completeness Not Met, the Quality Data Code or equivalent was not submitted. 10 visits have
been subtracted from the Data Completeness Numerator in the Sample Calculation.

Sample Calculations:

Data Completeness equals Performance Met (a equals 40 visits) plus Denominator Exception (b equals 10 visits) plus
Performance Not Met (c equals 20 visits) divided by Eligible Population / Denominator (d equals 80 visits). All equals 70 visits
divided by 80 visits. All equals 87.50 percent.

Performance Rate equals Performance Met (a equals 40 visits) divided by Data Completeness Numerator (70 visits) minus
Denominator Exception (b equals 10 visits). All equals 40 visits divided by 60 visits. All equals 66.67 percent.

*See the posted measure specification for specific coding and instructions to submit this measure.
NOTE: Submission Frequency: Visit

The measure diagrams were developed by CMS as a supplemental resource to be used in conjunction with the measure specifications. They should not
be used alone or as a substitution for the measure specification.
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Quality ID #137: Melanoma: Continuity of Care — Recall System

2023 COLLECTION TYPE:
MIPS CLINICAL QUALITY MEASURES (CQMS)

MEASURE TYPE:
Structure — High Priority

DESCRIPTION:
Percentage of patients, regardless of age, with a current diagnosis of melanoma or a history of melanoma whose
information was entered, at least once within a 12 month period, into a recall system that includes:

o Atarget date for the next complete physical skin exam, AND
o Aprocess to follow up with patients who either did not make an appointment within the specified timeframe
or who missed a scheduled appointment

INSTRUCTIONS:

This measure is to be submitted a minimum of once per performance period for patients with a current diagnosis of
melanoma or a history of melanoma seen during the performance period. It is anticipated that Merit-based Incentive
Payment System (MIPS) eligible clinicians providing care for patients with melanoma or a history of melanoma will
submit this measure.

NOTE: Patient encounters for this measure conducted via telehealth (e.g., encounters coded with GQ, GT, 95, or POS 02
modifiers) are allowable.

Measure Submission Type:

Measure data may be submitted by individual MIPS eligible clinicians, groups, or third party intermediaries. The listed
denominator criteria are used to identify the intended patient population. The numerator options included in this
specification are used to submit the quality actions as allowed by the measure. The quality data codes listed do not
need to be submitted by MIPS eligible clinicians, groups, or third party intermediaries that utilize this modality for
submissions; however, these codes may be submitted for those third party intermediaries that utilize Medicare Part B
claims data. For more information regarding Application Programming Interface (API), please refer to the Quality
Payment Program (QPP) website.

DENOMINATOR:
All patients, regardless of age, with a current diagnosis of melanoma or a history of melanoma

DENOMINATOR NOTE: *Signifies that this CPT Category I code is a non-covered service under the
Medicare Part B Physician Fee Schedule (PFS). These non-covered services should be counted in the
denominator population for MIPS CQMs.

Denominator Criteria (Eligible Cases):

Diagnosis for melanoma or history of melanoma (ICD-10-CM): C43.0, C43.10, C43.111, C43.112,
C43.121, C43.122, C43.20, C43.21, C43.22, C43.30, C43.31, C43.39, C43.4, C43.51, C43.52, C43.59,
C43.60, C43.61, C43.62, C43.70, C43.71, C43.72, C43.8, C43.9, D03.0, D03.10, D03.111, D03.112,
D03.121, D03.122, D03.20, D03.21, D03.22, D03.30, D03.39, D03.4, D03.51, D03.52, D03.59, D03.60,
D03.61, D03.62, D03.70, D03.71, D03.72, D03.8, D03.9, Z85.820, Z86.006

AND

Patient encounter during the performance period (CPT): 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215, 99242*, 99243*, 99244*  99245*, 99424, 99426

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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NUMERATOR:
Patients whose information is entered, at least once within a 12 month period, into a recall system that includes:

A target date for the next complete physical exam AND
A process to follow up with patients who either did not make an appointment within the specified timeframe or who
missed a scheduled appointment

Numerator Instructions:

To satisfy this measure, the recall system must be linked to a process to notify patients when their next
physical exam is due, and to follow up with patients who either did not make an appointment within the
specified timeframe or who missed a scheduled appointment and must include the following elements at a
minimum: patient identifier, patient contact information, cancer diagnosis(es), date(s) of initial cancer
diagnosis (if known), and the target date for the next complete physical exam.

NUMERATOR NOTE: For Denominator Exception(s), patients are ineligible for this measure if at the time of
encounter there are system reason(s) for not entering the patient’s information into a recall system (e.g.
melanoma is being monitored by another physician provider).

Numerator Options:

Performance Met: Patient information entered into a recall system that
includes: target date for the next exam specified AND a
process to follow up with patients regarding missed or
unscheduled appointments (7010F)

OR
Denominator Exception: Documentation of system reason(s) for not entering
patient’s information into a recall system (e.g., melanoma
being monitored by another physician provider) (7010F
with 3P)
OR
Performance Not Met: Recall system not utilized, reason not otherwise
specified (7010F with 8P)
RATIONALE:

Lack of follow-up with providers is noted in the Institute of Medicine (IOM) report on patient errors. Follow-up for skin
examination and surveillance is an important aspect in the management of patients with a current diagnosis or a
history of melanoma. The presence of a recall system, whether it is electronic or paper based, enables providers to
ensure that patients receive follow-up appointments in accordance with their individual needs.

CLINICAL RECOMMENDATION STATEMENTS:

Skin examination and surveillance at least once a year for life is recommended for all melanoma patients, including
those with stage 0, in situ melanoma. Clinicians should educate all patients about post-treatment monthly self-exam
of their skin and of their lymph nodes if they had stage 1A to IV melanoma. Specific signs or symptoms are
indications for additional radiologic imaging. (NCCN, 2011)

No clear data regarding follow-up interval exists, but at least annual history and physical examination with attention to
the skin and lymph nodes is recommended. (AAD, 2011)

Regular clinical follow-up and interval patient self-exam of skin and regional lymph nodes are the most important
means of detecting recurrent disease or new primary melanoma; findings from history and physical exam should
direct the need for further studies to detect local, regional, and distant metastasis. (AAD, 2011)

COPYRIGHT:

This Measure is not a clinical guideline, does not establish a standard of medical care, and has not been tested for all
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potential applications.

This Measure, while copyrighted, can be reproduced and distributed, without modification, for noncommercial
purposes, eg, use by health care providers in connection with their practices. Commercial use is defined as the sale,
license, or distribution of the Measure for commercial gain, or incorporation of the Measure into a product or service
that is sold, licensed or distributed for commercial gain.

Commercial use of this measure requires a license agreement between the user and the American Academy of
Dermatology (AAD). Neither the AAD nor its members shall be responsible for any use of the Measure.

AAD encourages use of this Measure by other health care professionals, where appropriate.
THE MEASURES AND SPECIFICATIONS ARE PROVIDED “AS IS” WITHOUT WARRANTY OF ANY KIND.

© 2022 American Academy of Dermatology. All Rights Reserved. Applicable FARS/DFARS Restrictions Apply to
Government Use.

Limited proprietary coding is contained in the Measure specifications for convenience. Users of the proprietary code
sets should obtain all necessary licenses from the owners of these code sets. The AAD and its members disclaim all
liability for use or accuracy of any Current Procedural Terminology (CPT®) or other coding contained in the
specifications.

CPT® contained in the Measures specifications is copyright 2004-2022 American Medical Association. LOINC®
copyright 2004-2022 Regenstrief Institute, Inc. SNOMED CLINICAL TERMS (SNOMED CT®) copyright 2004-2022
International Health Terminology Standards Development Organisation. ICD-10 is copyright 2022 World Health
Organization. All Rights Reserved.

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
November 2022 Page 3 of 6



2023 Clinical Quality Measure Flow for Quality ID #137:

Melanoma: Continuity of Care — Recall System

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.

Denominator

r—No

Not included in Eligible

Population/Denominator

Data Completeness=

Performance Met (a=40 patients) + Denominator Exception (b=20

Performance Rate=

Performance Met (a=40 patients)

Diagnosis
for melanoma
or history of melanoma
as listed in
Denominator*

Yes

Patient
encounter during the
performance period
as listed in
Denominator*

Yes

v

Include in Eligible
Population/Denominator
(80 patients)

Data Completeness Numerator (80 patients) — Denominator Exception (b=20 patients)

Patient
information
entered into a recall
system that includes: target
date for the next exam specified AND
a process to follow up with patients
regarding missed or
unscheduled
appointments

Documentation of
system reason(s)
for not entering patient’s
information into a
recall system

Recall system not utilized,
reason not otherwise specified

SAMPLE CALCULATIONS

tients) + Performance Not Met (c=20 patients

Eligible Population / Denominator (d=80 patients)

40 patients

60 patients

*See the posted measure specification for specific coding and instructions to submit this measure.

NOTE: Submission Frequency: Patient-Process

Version 7.0
November 2022

Numerator

Data Completeness Met +
Performance Met
7010F or equivalent
(40 patients)

Data Completeness Met +
Denominator Exception
7010F with 3P or equivalent
(20 patients)

Data Completeness Met +
Performance Not Met
7010F with 8P or equivalent
(20 patients)

c

= 80patients = 100.00%

80

66.67%

patients

CPT only copyright 2022 American Medical Association. All rights reserved.

The measure diagrams were developed by CMS as a supplemental resource to be used
in conjunction with the measure specifications. They should not be used alone or as a
substitution for the measure specification.
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2023 Clinical Quality Measure Flow Narrative for Quality ID #137:
Melanoma: Continuity of Care - Recall System

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.
1. Start with Denominator
2. Check Diagnosis for melanoma or history of melanoma as listed in Denominator*:

a. If Diagnosis for melanoma or history of melanoma as listed in Denominator* equals No, do not
include in Eligible Population/Denominator. Stop processing.

b. If Diagnosis for melanoma or history of melanoma as listed in Denominator* equals Yes, proceed to
check Patient encounter during the performance period as listed in Denominator™.

3. Check Patient encounter during the performance period as listed in Denominator™:

a. If Patient encounter during the performance period as listed in Denominator* equals No, do not
include in Eligible Population/Denominator. Stop processing.

b. If Patient encounter during the performance period as listed in Denominator* equals Yes, include in
Eligible Population/Denominator.

4, Denominator Population:

a. Denominator Population is all Eligible Patients in the Denominator. Denominator is represented as
Denominator in the Sample Calculation listed at the end of this document. Letter d equals 80 patients
in the Sample Calculation.

5. Start Numerator

6. Check Patient information entered into a recall system that includes: target date for the next exam specified
AND a process to follow up with patients regarding missed or unscheduled appointments:

a. If Patient information entered into a recall system that includes: target date for the next exam
specified AND a process to follow up with patients regarding missed or unscheduled appointments
equals Yes, include in Data Completeness Met and Performance Met.

o Data Completeness Met and Performance Met letter is represented in the Data
Completeness and Performance Rate in the Sample Calculation listed at the end of this
document. Letter a equals 40 patients in the Sample Calculation.

b. If Patient information entered into a recall system that includes: target date for the next exam
specified AND a process to follow up with patients regarding missed or unscheduled appointments
equals No, proceed to check Documentation of system reason(s) for not entering patient’s information
into a recall system.

7. Check Documentation of system reason(s) for not entering patient’s information into a recall system:

a. If Documentation of system reason(s) for not entering patient’s information into a recall system equals
Yes, include in Data Completeness Met and Denominator Exception.

o Data Completeness Met and Denominator Exception letter is represented in the Data
Completeness and Performance Rate in the Sample Calculation listed at the end of this
document. Letter b equals 20 patients in the Sample Calculation.

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
November 2022 Page 5 of 6



b. If Documentation of system reason(s) for not entering patient’s information into a recall system equals
No, proceed to check Recall system not utilized, reason not otherwise specified.

8. Check Recall System not utilized, reason not otherwise specified.

a. If Recall system not utilized, reason not otherwise specified equals Yes, include in Data
Completeness Met and Performance Not Met.

o Data Completeness Met and Performance Not Met letter is represented in Data
Completeness in the Sample Calculation listed at the end of this document. Letter ¢ equals
20 patients in the Sample Calculation.

b. If Recall system not utilized, reason not otherwise specified equals No, proceed to check Data
Completeness Not Met.

9. Check Data Completeness Not Met:

o If Data Completeness Not Met, the Quality Data Code or equivalent was not submitted. 0
patients have been subtracted from the Data Completeness Numerator in the Sample
Calculation.

Sample Calculations

Data Completeness equals Performance Met (a equals 40 patients) plus Denominator Exception (b equals 20 patients)
plus Performance Not Met (c equals 20 patients) divided by Eligible Population/Denominator (d equals 80 patients). Al
equals 80 patients divided by 80 patients. All equals 100.00 percent.

Performance Rate equals Performance Met (a equals 40 patients) divided by Data Completeness Numerator (80
patients) minus Denominator Exception (b equals 20 patients). All equals 40 patients divided by 60 patients. All equals
66.67 percent.

*See the posted measure specification for specific coding and instructions to submit this measure.
NOTE: Submission Frequency: Patient-Process

The measure diagrams were developed by CMS as a supplemental resource to be used in conjunction with the measure specifications. They
should not be used alone or as a substitution for the measure specification.
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Quality ID #138: Melanoma: Coordination of Care

2023 COLLECTION TYPE:
MIPS CLINICAL QUALITY MEASURES (CQMS)

MEASURE TYPE:
Process — High Priority

DESCRIPTION:

Percentage of patient visits, regardless of age, with a new occurrence of melanoma that have a treatment plan
documented in the chart that was communicated to the physician(s) providing continuing care within one month of
diagnosis.

INSTRUCTIONS:

This measure is to be submitted at each denominator eligible visit occurring during the performance period ending
November 30t for melanoma patients seen during the performance period. It is anticipated that Merit-based Incentive
Payment System (MIPS) eligible clinicians providing care for patients with melanoma will submit this measure.

Measure Submission Type:

Measure data may be submitted by individual MIPS eligible clinicians, groups, or third party intermediaries. The listed
denominator criteria are used to identify the intended patient population. The numerator options included in this
specification are used to submit the quality actions as allowed by the measure. The quality data codes listed do not
need to be submitted by MIPS eligible clinicians, groups, or third party intermediaries that utilize this modality for
submissions; however, these codes may be submitted for those third party intermediaries that utilize Medicare Part B
claims data. For more information regarding Application Programming Interface (API), please refer to the Quality
Payment Program (QPP) website.

THERE ARE TWO SUBMISSION CRITERIA FOR THIS MEASURE:
1) All visits for patients, regardless of age, diagnosed with a new occurrence of melanoma during excision of
malignant lesion

OR

2) All visits for patients, regardless of age, diagnosed with a new occurrence of melanoma evaluated in an
outpatient setting

SUBMISSION CRITERIA 1: ALL VISITS FOR PATIENTS, REGARDLESS OF AGE, DIAGNOSED WITH A NEW
OCCURRENCE OF MELANOMA DURING EXCISION OF MALIGNANT LESION

DENOMINATOR (SUBMISSION CRITERIA 1):
All visits for patients, regardless of age, diagnosed with a new occurrence of melanoma

DENOMINATOR NOTE: The diagnosis of melanoma does not need to be present on the date of excision. This
diagnosis would need to be attributed to the procedure in order to be considered denominator eligible.

Denominator Criteria (Eligible Cases) 1:

Diagnosis for melanoma (ICD-10-CM): C43.0, C43.10, C43.111, C43.112, C43.121, C43.122, C43.20,
C43.21, C43.22, C43.30, C43.31, C43.39, C43.4, C43.51, C43.52, C43.59, C43.60, C43.61, C43.62, C43.70,
C43.71,C43.72, C43.8, C43.9, D03.0, D03.10, D03.111, D03.112, D03.121, D03.122, D03.20, D03.21,
D03.22, D03.30, D03.39, D03.4, D03.51, D03.52, D03.59, D03.60, D03.61, D03.62, D03.70, D03.71, D03.72,
D03.8, D03.9

AND
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Patient encounter for excision of malignant melanoma (CPT): 11600, 11601, 11602, 11603, 11604, 11606,
11620, 11621, 11622, 11623, 11624, 11626, 11640, 11641, 11642, 11643, 11644, 11646, 14000, 14001,
14020, 14021, 14040, 14041, 14060, 14061, 14301, 17311, 17313

WITHOUT

Telehealth Modifier (including but not limited to): GQ, GT, 95, POS 02

NUMERATOR (SUBMISSION CRITERIA 1):
Patient visits with a treatment plan documented in the chart that was communicated to the physician(s) providing
continuing care within one month of diagnosis

Definition:

Communication — “Communication” may include: documentation in the medical record that the
physician(s) treating the melanoma communicated (e.g., verbally, by letter, copy of treatment plan sent)
with the physician(s) providing the continuing care OR a copy of a letter in the medical record outlining
whether the patient was or should be treated for melanoma.

Numerator Instructions:
A treatment plan should include the following elements: diagnosis, tumor thickness, and plan for surgery or
alternate care.

NUMERATOR NOTE: For Denominator Exception(s), patients are ineligible for this measure if at the time of
encounter there are patient or system reason(s) for not communicating the treatment plan (e.g. patient asks
for treatment plan not to be communicated or patient does not have a Primary Care or referring Physician).

Numerator Options:
Performance Met: Treatment plan communicated to provider(s) managing
continuing care within 1 month of diagnosis (5050F)

Denominator Exception: Documentation of patient reason(s) for not communicating
treatment plan (e.g., patient asks that treatment plan not be
communicated to the physician(s) providing continuing
care) (5050F with 2P)

OR

Denominator Exception: Documentation of system reason(s) for not communicating
treatment plan (e.g., patient does not have a primary care
physician or referring physician) (5050F with 3P)

Performance Not Met: Treatment plan not communicated, reason not otherwise
specified (5050F with 8P)

OR

SUBMISSION CRITERIA 2: ALL VISITS FOR PATIENTS, REGARDLESS OF AGE, DIAGNOSED WITH A NEW
OCCURRENCE OF MELANOMA EVALUATED IN AN OUTPATIENT SETTING

DENOMINATOR (SUBMISSION CRITERIA 2):
All visits for patients, regardless of age, diagnosed with a new occurrence of melanoma

DENOMINATOR NOTE: For providers who do surveillance, pathology would have to be completed for
melanoma to be diagnosed after the initial visit. The diagnosis of the melanoma can be attributed to the
initial encounter in which the biopsy occurred to be eligible for this measure. If outpatient visit and excision
occur in the same visit, then it would be expected that the clinician would submit measure data via
submission criteria one.

*Signifies that this CPT Category | code is a non-covered service under the Medicare Part B Physician Fee
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Schedule (PFS). These non-covered services should be counted in the denominator population for MIPS
CQMs.

Denominator Criteria (Eligible Cases) 2:

Diagnosis for melanoma (ICD-10-CM): C43.0, C43.10, C43.111, C43.112, C43.121, C43.122, C43.20,
C43.21,C43.22, C43.30, C43.31, C43.39, C43.4, C43.51, C43.52, C43.59, C43.60, C43.61, C43.62, C43.70,
C43.71,C43.72, C43.8, C43.9, D03.0, D03.10, D03.111, D03.112, D03.121, D03.122, D03.20, D03.21,
D03.22, D03.30, D03.39, D03.4, D03.51, D03.52, D03.59, D03.60, D03.61, D03.62, D03.70, D03.71, D03.72,
D03.8, D03.9

AND

Patient encounter during the performance period (CPT): 99202, 99203, 99204, 99205, 99212,

99213, 99214, 99215, 99242* 99243*, 99244* 99245* 99424, 99426

WITHOUT

Telehealth Modifier (including but not limited to): GQ, GT, 95, POS 02

NUMERATOR (SUBMISSION CRITERIA 2):
Patient visits with a treatment plan documented in the chart that was communicated to the physician(s) providing
continuing care within one month of diagnosis

Definition:

Communication — “Communication” may include: documentation in the medical record that the
physician(s) treating the melanoma communicated (e.g., verbally, by letter, copy of treatment plan sent)
with the physician(s) providing the continuing care OR a copy of a letter in the medical record outlining
whether the patient was or should be treated for melanoma.

Numerator Instructions:
A treatment plan should include the following elements: diagnosis, tumor thickness, and plan for surgery or
alternate care.

NUMERATOR NOTE: Denominator Exception(s), patients are ineligible for this measure if at the time of
encounter there are patient or system reason(s) for not communicating the treatment plan (e.g. patient asks
for treatment plan not to be communicated or patient does not have a Primary Care or referring Physician.

Numerator Options:
Performance Met: Treatment plan communicated to provider(s) managing
continuing care within 1 month of diagnosis (5050F)
OR
Denominator Exception: Documentation of patient reason(s) for not communicating
treatment plan (e.g., patient asks that treatment plan not
be communicated to the physician(s) providing continuing
care) (5050F with 2P)
OR
Denominator Exception: Documentation of system reason(s) for not communicating
treatment plan (e.g., patient does not have a primary care
physician or referring physician) (5050F with 3P)
OR
Performance Not Met: Treatment plan not communicated, reason not otherwise
specified (5050F with 8P)
RATIONALE:

Perceived lack of follow-up with primary care providers which is reinforced in the Institute of Medicine (IOM) report on
patient errors. The intention of this measure is to enable the primary care provider and clinicians providing continuing
care to support, facilitate, and coordinate the care of the patient.
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Deficits in communication have clearly been shown to adversely affect post-discharge care transitions. A recent
summary of the literature found that direct communication between hospital physicians and primary care physicians
occurs infrequently (in 3%-20% of cases studied), the availability of a discharge summary at the first post-discharge visit
is low (12%-34%) and did not improve greatly even after 4 weeks (51%-77%), affecting the quality of care in
approximately 25% of follow-up visits. This systematic review of the literature also found that discharge summaries often
lack important information such as diagnostic test results, treatment or hospital course, discharge medications, test
results pending at discharge, patient or family counseling, and follow-up plans (Kripalani, 2007).

CLINICAL RECOMMENDATION STATEMENTS:

Each local skin cancer multi-disciplinary team (LSMDT) and specialist skin cancer multi-disciplinary team (SSMDT)
should have at least one skin cancer clinical nurse specialist (CNS) who will play a leading role in supporting patients
and caregivers. There should be equity of access to information and support regardless of where the care is delivered.
A checklist may be used by healthcare professionals to remind them to give patients and caregivers the information they
need in an appropriate format for pre-diagnosis, diagnosis, treatment, follow-up, and palliative care. This may also
include a copy of the letter confirming the diagnosis and treatment plan sent by the consultant to the general practitioner
(GP).

o Provide a rapid referral service for patients who require specialist management through the LSMDT/SSMDT.

o Be responsible for the provision of information, advice, and support for patients managed in primary care and
their care givers.

¢ Maintain a register of all patients treated, whose care should be part of a regular audit presented to the
LSMDT/SSMDT.

o Liaise and communicate with all members of the skin cancer site-specific network group.

o  Ensure that referring GPs are given prompt and full information about their patients’ diagnosis or treatment in
line with national standards on communication to GPs of cancer diagnoses.

o Collect data for network-wide audit. (NICE, 2006)

Communication and information exchange between the medical home and the receiving provider should occur in an
amount of time that will allow the receiving provider to effectively treat the patient. This communication and information
exchange should ideally occur whenever patients are at a transition of care; e.g., at discharge from the inpatient setting.
The timeliness of this communication should be consistent with the patient’s clinical presentation and, in the case of a
patient being discharged, the urgency of the follow-up required. Communication and information exchange between the
MD and other physicians may be in the form of a call, voicemail, fax or other secure, private, and accessible means
including mutual access to an EHR.

The Transitions of Care Consensus Conference ( TOCCC) proposed a minimal set of data elements that should
always be part of the transition record and be part of any initial implementation of this standard. That list includes the
following:

Principle diagnosis and problem list

Medication list (reconciliation) including over the counter/ herbals, allergies and drug interactions

Clearly identifies the medical home/transferring coordinating physician/institution and their contact information
Patient's cognitive status

Test results/pending results

The TOCCC recommended the following additional elements that should be included in an “ideal transition record” in
addition to the above:

o Emergency plan and contact number and person

o Treatment and diagnostic plan
e  Prognosis and goals of care

o Advance directives, power of attorney, consent

e Planned interventions, durable medical equipment, wound care, etc.
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o Assessment of caregiver status

o Patients and/or their family/caregivers must receive, understand and be encouraged to participate in the
development of their transition record which should take into consideration the patient’s health literacy,
insurance status and be culturally sensitive. (ACP, SGIMSHM, AGS, ACEP, SAEM, 2009) (Consensus Policy
Statement)

COPYRIGHT:
This Measure is not a clinical guideline, does not establish a standard of medical care, and has not been tested for all
potential applications.

This Measure, while copyrighted, can be reproduced and distributed, without modification, for noncommercial purposes,
e.g., use by health care providers in connection with their practices. Commercial use is defined as the sale, license, or
distribution of the Measure for commercial gain, or incorporation of the Measure into a product or service that is sold,
licensed or distributed for commercial gain.

Commercial use of this measure requires a license agreement between the user and the American Academy of
Dermatology (AAD). Neither the AAD nor its members shall be responsible for any use of the Measure.

AAD encourages use of this Measure by other health care professionals, where appropriate.
THE MEASURES AND SPECIFICATIONS ARE PROVIDED “AS IS” WITHOUT WARRANTY OF ANY KIND.

© 2022 American Academy of Dermatology. All Rights Reserved. Applicable FARS/DFARS Restrictions Apply to
Government Use.

Limited proprietary coding is contained in the Measure specifications for convenience. Users of the proprietary code
sets should obtain all necessary licenses from the owners of these code sets. The AAD and its members disclaim all
liability for use or accuracy of any Current Procedural Terminology (CPT®) or other coding contained in the
specifications.

CPT® contained in the Measures specifications is copyright 2004-2022 American Medical Association. LOINC®
copyright 2004-2022 Regenstrief Institute, Inc. SNOMED CLINICAL TERMS (SNOMED CT®) copyright 2004-2022
International Health Terminology Standards Development Organisation. ICD-10 is copyright 2022 World Health
Organization. All Rights Reserved.
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2023 Clinical Quality Measure Flow for Quality ID #138:
Melanoma: Coordination of Care
Submission Criteria One

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.

>

Denominator Numerator

Treatment plan

: Data Completeness Met +
communicated to

Performance Met

pro_\nd_er(s) managing Yes o 5050F or equivalent
continuing care within 1 S
. " (40 visits)
month of diagnosis 3
Diagnosis for
N melanoma
as listed in No
Denominator* *
\ J
Yes Documentation Data Completeness Met +
Not included in Eligible of patient reason(s) Yes Denominator Exception
Population/Denominator for not communicating 5050F with 2P or equivalent
treatment plan (10 visits)
i b
Patient encounter
for excision of malignant
N h . No
melanoma as listed in
Denominator*/** v
Documentation Data Completeness Met +
Yes of system reason(s) for not Denominator Exception
communicating treatment Yes 5050F with 3P or equivalent
plan (0 visits)
b2
Yes Telehealth Modifier: GQ, No
GT, 95, POS 02
T ol [ Data Completeness Met +
. P % Performance Not Met
No communicated, reason € . .
: . 5050F with 8P or equivalent
not otherwise specified L
(20 visits)
C1
Include in Eligible
Population/
Denominator
(80 visits) d No
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Submission Criteria Two

Numerator

Denominator

Treatment plan
communicated to
provider(s) managing
continuing care within 1
month of diagnosis

Data Completeness Met +
Performance Met
5050F or equivalent
(40 visits)

No

Diagnosis for
melanoma as listed in

Denominator*

Data Completeness Met +
Denominator Exception
5050F with 2P or equivalent

(10 visits)

Documentation
of patient reason(s)

for not communicating
treatment plan

b3

Yes

No

Patient encounter

Not included in Eligible during the performance

Population/Denominator,

period as listed in
Denominator*/**

Data Completeness Met +
Denominator Exception
5050F with 3P or equivalent
(0 visits)

Documentation of
system reason(s) for not
communicating treatment
plan

Yes—p

b4

Yes

Telehealth Modifier:

Yes GQ, GT, 95, POS 02
e Data Completeness Met +
ent p Performance Not Met
communicated, reason Yes—> . .
) . 5050F with 8P or equivalent
not otherwise specified L
(20 visits) )
No C
Include in Eligible
Population/ No
Denominator
(80 visits) e
Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.

November 2022 Page 7 of 12



SAMPLE CALCULATIONS

Data Completeness=
Performance Met (a'+a?=80 visits) + Denominator Exception (b'+b?+b®+b*=20 visits) + Performance Not Met (c'+c=40 visits 140 visits = 87.50%

160 visits

Eligible Population / Denominator (d"+d?=160 visits)

Performance Rate=
Performance Met (a'+a®=80 visits) = 80visits = 66.67%
Data Completeness Numerator (140 visits) — Denominator Exception (b'+b*b>+b*=20 visits) = 120 visits

*See the posted measure specification for specific coding and instructions to submit this measure.

**Eligible cases are determined, and must be submitted, if the visit includes either the CPT codes for excision of malignant melanoma or CPT codes
for outpatient setting encounter (as listed in measure specifications).

NOTE: Submission Frequency: Visit

NOTE: Telehealth modifiers include but are not limited to: GQ, GT, 95, POS 02 CPT only copyright 2022 American Medical Association. All rights reserved.
The measure diagrams were developed by CMS as a supplemental resource to be used
in conjunction with the measure specifications. They should not be used alone or as a
substitution for the measure specification. v7
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2023 Clinical Quality Measure Flow Narrative for Quality ID #138:
Melanoma: Coordination of Care

Disclaimer: Refer to the measure specification for specific coding and instruction to submit this measure.

Submission Criteria One:

1. Start with Denominator
2. Check Diagnosis for melanoma as listed in Denominator*:

a. If Diagnosis for melanoma as listed in Denominator* equals No, do not include in Eligible
Population/Denominator. Stop processing.

b. If Diagnosis for melanoma as listed in Denominator* equals Yes, proceed to check Patient encounter for
excision of malignant melanoma as listed in Denominator*/**.

3. Check Patient encounter for excision of malignant melanoma as listed in Denominator*/**:

a. If Patient encounter for excision of malignant melanoma as listed in Denominator’/** equals No, do not
include in Eligible Population/Denominator. Stop processing.

b. If Patient encounter for excision of malignant melanoma as listed in Denominator*/** equals Yes, proceed
to check Telehealth Modifier.

4. Check Telehealth Modifier:
a. If Telehealth Modifier equals Yes, do not include in Eligible Population/Denominator. Stop processing.
b. If Telehealth Modifier equals No, include in Eligible Population/Denominator.

5. Denominator Population:

a. Denominator Population is all Eligible Visits in the Denominator. Denominator is represented as
Denominator in the Sample Calculation listed at the end of this document. Letter d' equals 80 visits in the
Sample Calculation.

6. Start Numerator
7. Check Treatment plan communicated to provider(s) managing continuing care within 1 month of diagnosis:

a. If Treatment plan communicated to provider(s) managing continuing care within 1 month of diagnosis
equals Yes, include in Data Completeness Met and Performance Met.

o Data Completeness Met and Performance Met letter is represented in the Data Completeness
and Performance Rate in the Sample Calculation listed at the end of this document. Letter a'
equals 40 visits in the Sample Calculation.

b. If Treatment plan communicated to provider(s) managing continuing care within 1 month of diagnosis
equals No, proceed to check Documentation of patient reason(s) for not communicating treatment plan.

8. Check Documentation of patient reason(s) for not communicating treatment plan:

a. If Documentation of patient reason(s) for not communicating treatment plan equals Yes, include in Data
Completeness Met and Denominator Exception.

e Data Completeness Met and Denominator Exception letter is represented in the Data
Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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Completeness and Performance Rate in the Sample Calculation listed at the end of this
document. Letter b' equals 10 visits in the Sample Calculation.

b. If Documentation of patient reason(s) for not communicating treatment plan equals No, proceed to check
Documentation of system reason(s) for not communicating treatment plan.

9. Check Documentation of system reason(s) for not communicating treatment plan:

a. If Documentation of system reason(s) for not communicating treatment plan equals Yes, include in Data
Completeness Met and Denominator Exception.

o Data Completeness Met and Denominator Exception letter is represented in the Data
Completeness and Performance Rate in the Sample Calculation listed at the end of this
document. Letter b2 equals 0 visits in the Sample Calculation.

b. If Documentation of system reason(s) for not communicating treatment plan equals No, proceed to check
Treatment plan not communicated, reason not otherwise specified.

10. Check Treatment plan not communicated, reason not otherwise specified-

a. If Treatment plan not communicated, reason not otherwise specified equals Yes, include in Data
Completeness Met and Performance Not Met.

o Data Completeness Met and Performance Not Met letter is represented in the Data
Completeness in the Sample Calculation listed at the end of this document. Letter ¢! equals 20
visits in the Sample Calculation.

b. If Treatment plan not communicated, reason not otherwise specified equals No, proceed to check Data
Completeness Not Met.

11. Check Data Completeness Not Met:

e If Data Completeness Not Met, the Quality Data Code or equivalent was not submitted. 10 visits
have been subtracted from the Data Completeness Numerator in the Sample Calculation.

Submission Criteria Two:

1. Start with Denominator
2. Check Diagnosis for melanoma as listed in Denominator™:

a. If Diagnosis for melanoma as listed in Denominator* equals No, do not include in Eligible
Population/Denominator. Stop processing.

b. If Diagnosis for melanoma as listed in Denominator* equals Yes, proceed to check Patient encounter
during the performance period as listed in Denominator®/**.

3. Check Patient encounter during the performance period as listed in Denominator*/**:

a. If Patient encounter during the performance period as listed in Denominator’/** equals No, do not include
in Eligible Population/Denominator. Stop processing.

b. If Patient encounter during the performance period as listed in Denominator*/** equals Yes, proceed to
check Telehealth Modifier.

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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4. Check Telehealth Modifier.
a. If Telehealth Modifier equals Yes, do not include in Eligible Population/Denominator. Stop processing.
b. If Telehealth Modifier equals No, include in Eligible Population/Denominator.

5. Denominator Population:

a. Denominator Population is all Eligible Visits in the Denominator. Denominator is represented as
Denominator in the Sample Calculation listed at the end of this document. Letter d2 equals 80 visits in the
Sample Calculation.

6. Start Numerator
7. Check Treatment plan communicated to provider(s) managing continuing care within 1 month of diagnosis:

a. If Treatment plan communicated to provider(s) managing continuing care within 1 month of diagnosis
equals Yes, include in Data Completeness Met and Performance Met.

o Data Completeness Met and Performance Met letter is represented in the Data Completeness
and Performance Rate in the Sample Calculation listed at the end of this document. Letter a2
equals 40 visits in the Sample Calculation.

b. If Treatment plan communicated to provider(s) managing continuing care within 1 month of diagnosis
equals No, proceed to check Documentation of patient reason(s) for not communicating treatment plan.

8. Check Documentation of patient reason(s) for not communicating treatment plan:

a. If Documentation of patient reason(s) for not communicating treatment plan equals Yes, include in Data
Completeness Met and Denominator Exception.

e Data Completeness Met and Denominator Exception letter is represented in the Data
Completeness and Performance Rate in the Sample Calculation listed at the end of this
document. Letter b® equals 10 visits in the Sample Calculation.

b. If Documentation of patient reason(s) for not communicating treatment plan equals No, proceed to check
Documentation of system reason(s) for not communicating treatment plan.

9. Check Documentation of system reason(s) for not communicating treatment plan:

a. If Documentation of system reason(s) for not communicating treatment plan equals Yes, include in Data
Completeness Met and Denominator Exception.

o Data Completeness Met and Denominator Exception letter is represented in the Data
Completeness and Performance Rate in the Sample Calculation listed at the end of this
document. Letter b* equals 0 visits in the Sample Calculation.

b. If Documentation of system reason(s) for not communicating treatment plan equals No, proceed to check
Treatment plan not communicated, reason not otherwise specified.

10. Check Treatment plan not communicated, reason not otherwise specified.

a. If Treatment plan not communicated, reason not otherwise specified equals Yes, include in Data
Completeness Met and Performance Not Met.

o Data Completeness Met and Performance Not Met letter is represented in the Data
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Completeness in the Sample Calculation listed at the end of this document. Letter ¢ equals 20
visits in the Sample Calculation.

b. If Treatment plan not communicated, reason not otherwise specified equals No, proceed to check Data
Completeness Not Met.

11. Check Data Completeness Not Met:

o If Data Completeness Not Met, the Quality Data Code or equivalent was not submitted. 10 visits
have been subtracted from the Data Completeness Numerator in the Sample Calculation.

Sample Calculations

Data Completeness equals Performance Met (a' plus a2 equals 80 visits) plus Denominator Exception (b' plus b2 plus b?
plus b* equals 20 visits) plus Performance Not Met (c' plus c2 equals 40 visits) divided by Eligible
Population/Denominator (d' plus d2 equals 160 visits). All equals 140 visits divided by 160 visits. All equals 87.50
percent.

Performance Rate equals Performance Met (a' plus a2 equals 80 visits) divided by Data Completeness Numerator (140
visits) minus Denominator Exception (b' plus b2 plus b3 plus b* equals 20 visits). All equals 80 visits divided by 120 visits.
All equals 66.67 percent.

*See the posted measure specification for specific coding and instructions to submit this measure.

**Eligible cases are determined, and must be submitted, if the visit includes either the CPT codes for excision of malignant melanoma or CPT codes for
outpatient setting encounter (as listed in measure specifications).

NOTE: Submission Frequency: Visit
NOTE: Telehealth modifiers include but are not limited to: GQ, GT, 95, POS 02

The measure diagrams were developed by CMS as a supplemental resource to be used in conjunction with the measure specifications. They should not
be used alone or as a substitution for the measure specification.
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Quality ID #141 (NQF 0563): Primary Open-Angle Glaucoma (POAG): Reduction of
Intraocular Pressure (IOP) by 15% OR Documentation of a Plan of Care

2023 COLLECTION TYPE:
MIPS CLINICAL QUALITY MEASURES (CQMS)

MEASURE TYPE:
Outcome - High Priority

DESCRIPTION:

Percentage of patients aged 18 years and older with a diagnosis of primary open-angle glaucoma (POAG) whose
glaucoma treatment has not failed (the most recent IOP was reduced by at least 15% from the pre-intervention
level) OR if the most recent IOP was not reduced by at least 15% from the pre-intervention level, a plan of care
was documented within the 12 month performance period.

INSTRUCTIONS:

This measure is to be submitted a minimum of once per performance period for glaucoma patients seen during
the performance period. It is anticipated that Merit-based Incentive Payment System (MIPS) eligible clinicians who
provide the primary management of patients with POAG will submit this measure.

Measure Submission Type:

Measure data may be submitted by individual MIPS eligible clinicians, groups, or third-party intermediaries. The
listed denominator criteria are used to identify the intended patient population. The numerator options included in
this specification are used to submit the quality actions as allowed by the measure. The quality data codes listed do
not need to be submitted by MIPS eligible clinicians, groups, or third-party intermediaries that utilize this modality
for submissions; however, these codes may be submitted for those third party intermediaries that utilize Medicare
Part B claims data. For more information regarding Application Programming Interface (API), please refer to the
Quality Payment Program (QPP) website.

DENOMINATOR:
All patients aged 18 years and older with a diagnosis of primary open-angle glaucoma

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

Diagnosis for primary open-angle glaucoma (ICD-10-CM): H40.1111, H40.1112, H40.1113,

H40.1114, H40.1121, H40.1122, H40.1123, H40.1124, H40.1131, H40.1132, H40.1133, H40.1134,

H40.1211, H40.1212, H40.1213, H40.1214, H40.1221, H40.1222, H40.1223, H40.1224, H40.1231,

H40.1232, H40.1233, H40.1234, H40.151, H40.152, H40.153

AND

Patient encounter during the performance period (CPT): 92002, 92004, 92012, 92014, 99202, 99203, 99204,
99205, 99212, 99213, 99214, 99215, 99307, 99308, 99309, 99310, 99341, 99342, 99344, 99345, 99347, 99348,
99349, 99350

WITHOUT

Telehealth Modifier (including but not limited to): GQ, GT, 95, POS 02

WITHOUT

Place of Service (POS): 12

NUMERATOR:
Patients whose glaucoma treatment has not failed (the most recent IOP was reduced by at least 15% from the
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pre- intervention level) OR if the most recent IOP was not reduced by at least 15% from the pre-intervention level,
a plan of care was documented within the 12 month performance period

Definitions:

Plan of Care — May include: recheck of IOP at specified time, change in therapy, perform additional
diagnostic evaluations, monitoring per patient decisions or health system reasons, and/or referral to a
specialist.

Plan to Recheck — In the event certain factors do not allow for the IOP to be measured (e.g., patient has
an eye infection) but the physician has a plan to measure the IOP at the next visit; the plan of care code
should be submitted.

Glaucoma Treatment Not Failed — The most recent IOP was reduced by at least 15% in the affected
eye or if both eyes were affected, the reduction of at least 15% occurred in both eyes.

Numerator Instructions:

Pre-Intervention Level — The patient’s IOP in the affected eye prior to the initiation of therapy. For
patients who have just begun management of their POAG, i.e. a newly diagnosed patient or a patient
recently transferred to the care of the physician, a provider can meet the measure’s performance
requirements by documenting a plan of care and submitting CPT Il 0517F. Patients whose POAG is
well managed are assumed to have met the requirement to reduce their IOP by greater than or equal to
15% and should submit CPT Il 3284F.

Numerator Options:

Performance Met: Intraocular pressure (IOP) reduced by a value of
greater than or equal to 15% from the pre-intervention
level (3284F)

OR
Performance Met: Glaucoma plan of care documented (0517F)
AND
Intraocular pressure (IOP) reduced by a value less
than 15% from the pre-intervention level (3285F)
OR
Performance Not Met: Glaucoma plan of care not documented, reason
not otherwise specified (0517F with 8P)
AND
Intraocular pressure (IOP) reduced by a value less than
15% from the pre-intervention level (3285F)
OR
Performance Not Met: IOP measurement not documented, reason
not otherwise specified (3284F with 8P)
RATIONALE:

1. Scientific basis for intraocular pressure (IOP) control as outcomes measure (intermediate)
Analyses of results of several randomized clinical trials all demonstrate that reduction of IOP of at least
18% (EMGT, CIGTS, AGIS, CNTGS) reduces the rate of worsening of visual fields by at least 40%. The
various studies, however, achieved different levels of mean IOP lowering in realizing their benefit in
patient outcomes, ranging from 18% in the “normal pressure” subpopulation of EMGT to 42% in the
CIGTS study.

(Level | studies) As such, an appropriate “failure” indicator is to NOT achieve at least a 15% |OP reduction. The
rationales for a failure indicator are that 1) the results of different studies can lead experienced clinicians to believe
that different levels of IOP reduction are appropriate; 2) to minimize the impact of adverse selection for those
patients whose |OPs are more difficult to control; and 3) because each patient’s

clinical course may require IOP reduction that may vary from 18 to 40+%.
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In addition, “...several population-based studies have demonstrated that the prevalence of POAG as well
as the incidence of POAG, increases as the level of IOP increases. These studies provide strong
evidence that IOP plays an important role in the neuropathy of POAG. Furthermore, studies have
demonstrated that reduction in the level of IOP lessens the risk of visual field progression in open-angle
glaucoma. In addition, treated eyes that have a greater IOP fluctuation are at increased risk of
progression.

Intraocular pressure is the intermediate outcome of therapy used by the FDA for approval of new drugs
and devices and, as noted above, has been shown to be directly related to ultimate patient outcomes of
vision loss. As such, failure to achieve minimal pressure lowering, absent an appropriate plan of care to
address the situation, would constitute performance whose improvement would directly benefit patients
with POAG.

2. Evidence for gap in care

Based on studies in the literature reviewing documentation of IOP achieved under care, the gap could be
as great as 50% or more in the community of ophthalmologists and optometrists treating patients with
primary open-angle glaucoma. Based on loose criteria for control, IOP was controlled in 66% of follow-up
visits for patients with mild glaucoma and 52% of visits for patients with moderate to severe glaucoma.

Another study of a single comprehensive insurance plan suggested that a large proportion of individuals
felt to require treatment for glaucoma or suspect glaucoma are falling out of care and are being monitored
at rates lower than expected from recommendations of published guidelines.

CLINICAL RECOMMENDATION STATEMENTS:
The goal of treatment is to maintain the 0P within a range at which visual field loss is unlikely to significantly reduce a
patient’s health-related quality of life over his or her lifetime.

The estimated upper limit of this range is considered the “target pressure.” The initial target pressure is an
estimate and a means toward the ultimate goal of protecting the patient’s vision. The target pressure should be
individualized and may need adjustment further down or even up during the course of the disease.

When initiating therapy, the ophthalmologist assumes that the measured pretreatment pressure range contributed
to optic nerve damage and is likely to cause additional damage in the future. Factors to consider when choosing a
target pressure include the stage of overall glaucomatous damage as determined by the degree of structural optic
nerve injury and/or functional visual field loss, baseline |OP at which damage occurred, age of patient, and
additional risk factors (e.g., central corneal thickness (CCT), life expectancy, prior rate of progression). Lowering
the pretreatment IOP by 25% or more has been shown to slow progression of POAG.Choosing a lower target IOP
can be justified if there is more severe optic nerve damage, if the damage is progressing rapidly, or if other risk
factors such as family history, age, or disc hemorrhages are present. Choosing a less aggressive target IOP may
be reasonable if the risks of treatment outweigh the benefits (e.g., if a patient does not tolerate medical or laser
therapy well and surgical intervention would be difficult or if the patient’s anticipated life expectancy is limited).

American Academy of Ophthalmology Glaucoma Panel. Preferred Practice Pattern® Guidelines. Primary Open-
Angle Glaucoma. San Francisco, CA: American Academy of Ophthalmology; 2020. Available at:

WWW.330.0rg/ppp.

The intent of this measure is to have this indicator apply to both optometrists and ophthalmologists (and any other
physician who provides glaucoma care); the use of “ophthalmologists” only in the preceding verbatim section
reflects the wording in the American Academy of Ophthalmology Preferred Practice pattern.

COPYRIGHT:
The measure is not a clinical guideline, does not establish a standard of medical care, and has not been tested
for all potential applications.
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The measure, while copyrighted, can be reproduced and distributed, without modification, for noncommerecial
purposes, eg, use by health care providers in connection with their practices. Commercial use is defined as the
sale, license, or distribution of the measure for commercial gain, or incorporation of the measure into a product or
service that is sold, licensed or distributed for commercial gain.

Commercial uses of the measure require a license agreement between the user and the American Academy of
Ophthalmology (Academy). Neither the Academy, AMA, nor the former AMA-convened Physician Consortium for
Performance Improvement(R) (AMA-PCPI), nor PCPI, nor their members, shall be responsible for any use of the
measure.

The American Medical Association’s and PCPI® Foundation’s significant past efforts and contributions to the
development and updating of the measure is acknowledged. The Academy is solely responsible for the review
and enhancement (“Maintenance”) of the measure as of May 15, 2014.

THE MEASURE AND SPECIFICATIONS ARE PROVIDED “AS IS” WITHOUT WARRANTY OF ANY KIND.

© 2007-2022 American Academy of Ophthalmology. All Rights Reserved. Applicable FARS/DFARS Restrictions
Apply to Government Use.

Limited proprietary coding is contained in the measure specifications for convenience A license agreement must
be entered prior to a third party’s use of Current Procedural Terminology (CPT®) or other proprietary code set
contained in the Measures. Any other use of CPT or other coding by the third party is strictly prohibited. The
Academy, its members, AMA and former members of the PCPI disclaim all liability for use or accuracy of any
Current Procedural Terminology (CPT®) or other coding contained in the specifications.

CPT® contained in the Measure specifications is copyright 2004-2022 American Medical Association. ICD-10
is copyright 2022 World Health Organization. All Rights Reserved.
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2023 Clinical Quality Measure Flow for Quality ID #141 (NQF 0563):
Primary Open-Angle Glaucoma (POAG): Reduction of Intraocular Pressure (IOP) by 15% OR
Documentation of a Plan of Care

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.

Denominator

Not included in Eligible

Population/Denominator

Yes

Yes

Version 7.0
November 2022

Patients aged
2 18 years on date
of encounter

Yes

Diagnosis
for POAG
as listed in
Denominator®

Yes

Patient
encounter during
the performance
period as listed in
Denominator*

Yes

Telehealth
Modifier:
GQ, GT, 95,
POS 02

Place of Service
(POS): 12

No

v

Include in Eligible

Population/Denominator
(80 patients)

Intraocular
pressure (IOP) reduced
by a value of greater than or
equal to 15% from the
pre-intervention

No

Glaucoma plan
of care documented
AND Intraocular pressure
(IOP) reduced by a value
less than 15% from the
pre-intervention

Glaucoma
plan of care not
documented, reason
not otherwise specified AND
Intraocular pressure (IOP)
reduced by a value less than
15% from the
pre-intervention
level

IOP measurement not
documented, reason not
otherwise specified

Numerator

Data Completeness Met +
Performance Met
3284F or equivalent

(30 patients) al

Yes—

Data Completeness Met +
Performance Met
0517F AND 3285F or
equivalent

(20 patients) a2

Yesp

Data Completeness Met +
Performance Not Met
0517F with 8P AND 3285F
or equivalent

(10 patients) c!

Yes—~

Data Completeness Met +
Performance Not Met
3284F with 8P or
equivalent
(10 patients) [

CPT only copyright 2022 American Medical Association. All rights reserved.
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SAMPLE CALCULATIONS

Data Completeness=

Performance Met (a1+a2=50 patients) + Performance Not Met (c1+c2=20 patients) = 70 patients = 87.50%
Eligible Population / Denominator (=80 patients) = 80 patients

Performance Rate=

Performance Met (a'+a?=50 patients) = 50 patients = 71.43%

Data Completeness Numerator (70 patients) = 70 patients

*See the posted measure specification for specific coding and instructions to submit this measure.

NOTE: Submission Frequency: Patient-Process CPT only copyright 2022 American Medical Association. All rights reserved.

NOTE: Telehealth modifiers include but are not limited to: GQ, GT, 95, POS 02 The measure diagrams were developed by CMS as a supplemental resource to be used
in conjunction with the measure specifications. They should not be used alone or as a
substitution for the measure specification. \4
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2023 Clinical Quality Measure Flow Narrative for Quality ID #141 (NQF 0563):
Primary Open-Angle Glaucoma (POAG): Reduction of Intraocular Pressure (IOP) by 15%
OR Documentation of a Plan of Care

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.
1. Start with Denominator
2. Check Patients aged greater than or equal to 18 years on date of encounter.

a. If Patients aged greater than or equal to 18 years on date of encounter equals No, do not include in
Eligible Population/Denominator. Stop processing.

b. If Patients aged greater than or equal to 18 years on date of encounter equals Yes, proceed to check
Diagnosis for POAG as listed in Denominator™.

3. Check Diagnosis for POAG as listed in Denominator®;

a. If Diagnosis for POAG as listed in Denominator* equals No, do not include in Eligible
Population/Denominator. Stop processing.

b. If Diagnosis for POAG as listed in Denominator* equals Yes, proceed to check Patient encounter during the
performance period as listed in Denominator®,

4. Check Patient encounter during the performance period as listed in Denominator™;

a. If Patient encounter during the performance period as listed in Denominator* equals No, do not
include in Eligible Population/Denominator. Stop processing.

b. If Patient encounter during the performance period as listed in Denominator* equals Yes, proceed to check
Telehealth Modifier.

5. Check Telehealth Modifier.
a. If Telehealth Modifier equals Yes, do not include in Eligible Population/Denominator. Stop processing.
b. If Telehealth Modifier equals No, proceed to check Place of Service (POS).
6. Check Place of Service (POS):
a. If Place of Service (POS) equals Yes, do not include in Eligible Population/Denominator. Stop processing.
b. If Place of Service (POS) equals No, include in Eligible Population/Denominator.
7. Denominator Population:

a. Denominator Population is all Eligible Patients in the Denominator. Denominator is represented as
Denominator in the Sample Calculation listed at the end of this document. Letter d equals 80 patients in
the Sample Calculation.

8. Start Numerator

9. Check Intraocular pressure (IOP) reduced by a value of greater than or equal to 15 percent from the pre-
intervention level.

a. If Intraocular pressure (IOP) reduced by a value of greater than or equal to 15 percent from the pre-

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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intervention level equals Yes, include in Data Completeness Met and Performance Met.

+ Data Completeness Met and Performance Met letter is represented in the Data
Completeness and Performance Rate in the Sample Calculation listed at the end of this
document. Letter a' equals 30 patients in the Sample Calculation.

b. If Intraocular pressure (IOP) reduced by a value of greater than or equal to 15 percent from the pre-
intervention level equals No, proceed to check Glaucoma plan of care documented AND Intraocular
pressure (IOP) reduced by a value less than 15 percent from the pre-intervention level.

10. Check Glaucoma plan of care documented AND Intraocular pressure (I0P) reduced by a value less than 15
percent from the pre-intervention level:

a. If Glaucoma plan of care documented AND Intraocular pressure (IOP) reduced by a value less than 15
percent from the pre-intervention level equals Yes, include in Data Completeness Met and Performance
Met.

« Data Completeness Met and Performance Met letter is represented in the Data
Completeness and Performance Rate in the Sample Calculation listed at the end of this
document. Letter a2 equals 20 patients in the Sample Calculation.

b. If Glaucoma plan of care documented AND Intraocular pressure (IOP) reduced by a value less than 15
percent from the pre-intervention level equals No, proceed to check Glaucoma plan of care not documented,
reason not otherwise specified AND Intraocular pressure (IOP) reduced by a value less than 15 percent from
the pre-intervention level.

11. Check Glaucoma plan of care not documented, reason not otherwise specified AND Intraocular pressure (IOP)
reduced by a value less than 15 percent from the pre-intervention level:

a. If Glaucoma plan of care not documented, reason not otherwise specified AND Intraocular pressure (IOP)
reduced by a value less than 15 percent from the pre-intervention level equals Yes, include in Data
Completeness Met and Performance Not Met.

«  Data Completeness Met and Performance Not Met letter is represented in the Data
Completeness in the Sample Calculation listed at the end of this document. Letter ¢! equals 10
patients in the Sample Calculation.

b. If Glaucoma plan of care not documented, reason not otherwise specified AND Intraocular pressure (IOP)
reduced by a value less than 15 percent from the pre-intervention level equals No, proceed to check /OP
measurement not documented, reason not otherwise specified.

12. Check IOP measurement not documented, reason not otherwise specified.

a. If IOP measurement not documented, reason not otherwise specified equals Yes, include in the Data
Completeness Met and Performance Not Met.

+  Data Completeness Met and Performance Not Met letter is represented in the Data
Completeness in the Sample Calculation listed at the end of this document. Letter ¢2 equals 10
patients in the Sample Calculation.

b. If IOP measurement not documented, reason not otherwise specified equals No, proceed to check Data
Completeness Not Met.

13. Check Data Completeness Not Met:

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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a. If Data Completeness Not Met, the Quality Data Code was not submitted. 10 patients have been
subtracted from the Data Completeness Numerator in the Sample Calculation.

Sample Calculations

Data Completeness equals Performance Met (a' plus a2 equals 50 patients) plus Performance Not Met (¢! plus ¢2 equals 20
patients) divided by Eligible Population/Denominator (d equals 80 patients). All equals 70 patients divided by 80 patients. All
equals 87.50 percent.

Performance Rate equals Performance Met (a' plus a2 equals 50 patients) divided by Data Completeness Numerator (70
patients). All equals 50 patients divided by 70 patients. All equals 71.43 percent.

*See the posted measure specification for the specific coding and instructions to submit this measure.
NOTE: Submission Frequency: Patient-Process
NOTE: Telehealth modifiers include but are not limited to: GQ, GT, 95, POS 02

The measure diagrams were developed by CMS as a supplemental resource to be used in conjunction with the measure specifications. They should not
be used alone or as a substitution for the measure specification.
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Quality ID #191 (NQF 0565): Cataracts: 20/40 or Better Visual Acuity within 90 Days Following
Cataract Surgery

2023 COLLECTION TYPE:
MIPS CLINICAL QUALITY MEASURES (CQMS)

MEASURE TYPE:
Outcome — High Priority

DESCRIPTION:

Percentage of cataract surgeries for patients aged 18 years and older with a diagnosis of uncomplicated cataract and
no significant ocular conditions impacting the visual outcome of surgery and had best-corrected visual acuity of 20/40
or better (distance or near) achieved in the operative eye within 90 days following the cataract surgery.

INSTRUCTIONS:

This measure is to be submitted each time a procedure for uncomplicated cataract is performed during the
performance period. This measure is intended to reflect the quality of services provided for the patients receiving
uncomplicated cataract surgery. This measure is to be submitted by the Merit-based Incentive Payment System
(MIPS) eligible clinician performing the cataract surgery procedure. Clinicians who provide only preoperative or
postoperative management of cataract surgery patients are not eligible for this measure.

NOTE: This is an outcome measure and can be calculated solely using third party intermediary data.

e For patients who receive the cataract surgical procedures specified in the denominator coding, it should be
reported whether or not the patient had best-corrected visual acuity of 20/40 or better achieved in the
operative eye within 90 days following cataract surgery.

o Cataract surgeries performed on patients who have any of the listed significant ocular conditions [comorbid]
in the exclusion criteria should be removed from the denominator; these patients have existing ocular
conditions that could impact the outcome of surgery and are not included in the measure calculation for
those patients who have best-corrected visual acuity of 20/40 or better (distance or near) achieved in the
operative eye within 90 days following the cataract surgery.

e Include only cataract surgery procedures performed through September 30th of the performance period.
This will allow the post-operative period to occur within the performance period.

Measure Submission Type:

Measure data may be submitted by individual MIPS eligible clinicians, groups, or third party intermediaries. The listed
denominator criteria are used to identify the intended patient population. The numerator options included in this
specification are used to submit the quality actions as allowed by the measure. The quality data codes listed do not
need to be submitted by MIPS eligible clinicians, groups, or third party intermediaries that utilize this modality for
submissions; however, these codes may be submitted for those third party intermediaries that utilize Medicare Part B
claims data. For more information regarding Application Programming Interface (API), please refer to the Quality
Payment Program (QPP) website.

DENOMINATOR:
All cataract surgeries for patients aged 18 years and older who did not meet any exclusion criteria

Denominator Criteria (Eligible Cases):
Patients aged = 18 years on date of procedure
AND

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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Procedure during the performance period (CPT): 66840, 66850, 66852, 66920, 66930, 66940, 66982, 66983,

66984

WITHOUT
Modifier: 56 or 55
WITHOUT

Telehealth Modifier (including but not limited to): GQ, GT, 95, POS 02

AND NOT

DENOMINATOR EXCLUSION:

Any of the following significant ocular conditions that impact the visual outcome of surgery
(Patients with documentation of the presence of one or more of the following significant ocular conditions
that impact the visual outcome of surgery prior to date of cataract surgery which is still active at the time of
the cataract surgery are excluded from the measure calculation)

Table 1 - Significant Ocular Conditions

Significant Ocular Condition

Corresponding ICD-10-CM Codes

Acute and Subacute Iridocyclitis

H20.00, H20.011, H20.012, H20.013, H20.021, H20.022, H20.023, H20.031,
H20.032, H20.033, H20.041, H20.042, H20.043, H20.051, H20.052, H20.053

Amblyopia

H53.001, H53.002, H53.003, H53.011, H53.012, H53.013, H53.021, H53.022,
H53.023, H53.031, H53.032, H53.033, H53.041, H53.042, H53.043

Burn Confined to Eye and Adnexa

T26.01XA, T26.02XA, T26.11XA, T26.12XA, T26.21XA, T26.22XA, T26.31XA,
126.32XA, T26.41XA, T26.42XA, T26.51XA, T26.52XA, T26.61XA, T26.62XA,
T26.71XA, T26.72XA, T26.81XA, T26.82XA, T26.91XA, T26.92XA

Cataract Secondary to Ocular
Disorders

H26.211, H26.212, H26.213, H26.221, H26.222, H26.223

Cataract, Congenital

Q12.0

Cataract, Mature or
Hypermature

H26.9

Cataract, Posterior Polar

H25.041, H25.042, H25.043

Central Corneal Ulcer

H16.011, H16.012, H16.013

Certain Types of Iridocyclitis

H20.21, H20.22, H20.23, H20.811, H20.812, H20.813, H20.821, H20.822,
H20.823, H20.9

Choroidal Degenerations

H35.33

Choroidal Detachment

H31.401, H31.402, H31.403, H31.411, H31.412, H31.413, H31.421, H31.422,
H31.423

Choroidal Hemorrhage and Rupture

H31.301, H31.302, H31.303, H31.311, H31.312, H31.313, H31.321, H31.322,
H31.323

Chronic Iridocyclitis

A18.54, H20.11, H20.12, H20.13, H20.9

Cloudy Cornea

H17.01, H17.02, H17.03, H17.11, H17.12, H17.13, H17.811, H17.812,
H17.813, H17.821, H17.822, H17.823

Corneal Edema

H18.11, H18.12, H18.13, H18.20, H18.221, H18.222, H18.223, H18.231,
H18.232, H18.233, H18.421, H18.422, H18.423, H18.43

Corneal Opacity and Other
Disorders of Cornea

H17.01, H17.02, H17.03, H17.11, H17.12, H17.13, H17.89, H17.9

Version 7.0
November 2022
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Significant Ocular Condition Corresponding ICD-10-CM Codes

Degeneration of Macula and H35.30, H35.3110, H35.3111, H35.3112, H35.3113, H35.3114, H35.3120,
Posterior Pole H35.3121, H35.3122, H35.3123, H35.3124, H35.3130, H35.3131, H35.3132,
H35.3133, H35.3134, H35.3210, H35.3211, H35.3212, H35.3213, H35.3220,
H35.3221, H35.3222, H35.3223, H35.3230, H35.3231, H35.3232, H35.3233,
H35.341, H35.342, H35.343, H35.351, H35.352, H35.353, H35.361, H35.362,
H35.363, H35.371, H35.372, H35.373, H35.381, H35.382, H35.383

Degenerative Disorders of Globe ~ |H44.2A1, H44.2A2, HA4.2A3, H44.2B1, H44.2B2, H44.2B3, H44.2C1,
H44.2C2, H44.2C3, H44.2D1, H44.2D2, H44.2D3, HA4.2E1, H44.2E2,
H44.2E3, H44.21, H44.22, H44.23, H44.311, H44.312, H44.313, H44.321,
H44.322, H44.323, H44.391, H44.392, H44.393

Diabetic Macular Edema E08.311, E08.3211, E08.3212, E08.3213, E08.3311, E08.3312, E08.3313,

£08.3411, E08.3412, E08.3413, E08.3511, E08.3512, E08.3513, E08.3521,
E08.3522, E08.3523, E08.3531, E08.3532, E08.3533, E08.3541, E08.3542,
E08.3543, E08.3551, E08.3552, E08.3553, E08.37X1, E08.37X2, E08.37X3,
E09.311, E09.3211, E09.3212, E09.3213, E09.3311, E09.3312, E09.3313,

E09.3411, E09.3412, E09.3413, E09.3511, E09.3512, E09.3513, E09.3521,
£09.3522, E09.3523, E09.3531, E09.3532, E09.3533, E09.3541, E09.3542,
E09.3543, E09.3551, E09.3552, E09.3553, E09.37X1, E09.37X2, E09.37X3,
E10.311, E10.3211, E10.3212, E10.3213, E10.3311, E10.3312, E10.3313,

E10.3411, E10.3412, E10.3413, E10.3511, E10.3512, E10.3513, E10.3521,
E10.3522, E10.3523, E10.3531, E10.3532, E10.3533, E10.3541, E10.3542,
E10.3543, E10.3551, E10.3552, E10.3553, E10.37X1, E10.37X2, E10.37X3,
E11.311, E11.3211, E11.3212, E11.3213, E11.3311, E11.3312, E11.3313,

E11.3411, E11.3412, E11.3413, E11.3511, E11.3512, E11.3513, E11.3521,
E11.3522, E11.3523, E11.3531, E11.3532, E11.3533, E11.3541, E11.3542,
E11.3543, E11.3551, E11.3552, E11.3553, E11.37X1, E11.37X2, E11.37X3,
E13.311, E13.3211, E13.3212, E13.3213, E13.3311, E13.3312, E13.3313,

E13.3411, E13.3412, E13.3413, E13.3511, E13.3512, E13.3513, E13.3521,
E13.3522, E13.3523, E13.3531, E13.3532, E13.3533, E13.3541, E13.3542,
E13.3543, E13.3551, E13.3552, E13.3553, E13.37X1, E13.37X2, E13.37X3
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Significant Ocular Condition Corresponding ICD-10-CM Codes

Diabetic Retinopathy E08.311, E08.319, E08.3211, E08.3212, E08.3213, E08.3291, E08.3292,
E08.3293, E08.3311, E08.3312, E08.3313, E08.3391, E08.3392, E08.3393,
E08.3411, E08.3412, E08.3413, E08.3491, E08.3492, E08.3493, E08.3511,
E08.3512, E08.3513, E08.3521, E08.3522, E08.3523, E08.3531, E08.3532,
E08.3533, E08.3541, E08.3542, E08.3543, E08.3551, E08.3552, E08.3553,
E08.3591, E08.3592, E08.3593, E09.311, E09.319, E09.3211, E09.3212,
E09.3213, E09.3291, E09.3292, E09.3293, E09.3311, E09.3312, E09.3313,
£09.3391, E09.3392, E09.3393, E09.3411, E09.3412, E09.3413, E09.3491,
E09.3492, E09.3493, E09.3511, E09.3512, E09.3513, E09.3521, E09.3522,
E09.3523, E09.3531, E09.3532, E09.3533, E09.3541, E09.3542, E09.3543,
E09.3551, E09.3552, E09.3553, E09.3591, E09.3592, E09.3593, E10.311,
E10.319, E10.3211, E10.3212, E10.3213, E10.3291, E10.3292, E10.3293,
E10.3311, E10.3312, E10.3313, E10.3391, E10.3392, E10.3393, E10.3411,
E10.3412, E10.3413, E10.3491, E10.3492, E10.3493, E10.3511, E10.3512,
E10.3513, E10.3521, E10.3522, E10.3523, E10.3531, E10.3532, E10.3533,
E10.3541, E10.3542, E10.3543, E10.3551, E10.3552, E10.3553, E10.3591,
E10.3592, E10.3593, E11.311, E11.319, E11.3211, E11.3212, E11.3213,
E11.3291, E11.3292, E11.3293, E11.3311, E11.3312, E11.3313, E11.3391,
E11.3392, E11.3393, E11.3411, E11.3412, E11.3413, E11.3491, E11.3492,
E11.3493, E11.3511, E11.3512, E11.3513, E11.3521, E11.3522, E11.3523,
E11.3531, E11.3532, E11.3533, E11.3541, E11.3542, E11.3543, E11.3551,
E11.3552, E11.3553, E11.3591, E11.3592, E11.3593, E13.311, E13.319,
E13.3211, E13.3212, E13.3213, E13.3291, E13.3292, E13.3293, E13.3311,
E13.3312, E13.3313, E13.3391, E13.3392, E13.3393, E13.3411, E13.3412,
E13.3413, E13.3491, E13.3492, E13.3493, E13.3511, E13.3512, E13.3513,
E13.3521, E13.3522, E13.3523, E13.3531, E13.3532, E13.3533, E13.3541,
E13.3542, E13.3543, E13.3551, E13.3552, E13.3553, E13.3591, E13.3592,

E13.3593
Disorders of Optic Chiasm HA47.41, H47.42, H47 .43, HAT 49
Disorders of Visual Cortex H47.611, HA7.612, HA7.621, HA7.622, HA7.631, HA7.632, HA7.641, HA7.642

Disseminated Chorioretinitis and ~ |A18.53, H30.101, H30.102, H30.103, H30.111, H30.112, H30.113, H30.121,
Disseminated Retinochoroiditis H30.122, H30.123, H30.131, H30.132, H30.133, H30.141, H30.142, H30.143

Focal Chorioretinitis and Focal H30.001, H30.002, H30.003, H30.011, H30.012, H30.013, H30.021, H30.022,
Retinochoroiditis H30.023, H30.031, H30.032, H30.033, H30.041, H30.042, H30.043

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
November 2022 Page 4 of 11



Significant Ocular Condition

Corresponding ICD-10-CM Codes

Glaucoma

H40.10X0, H40.10X1, H40.10X2, H40.10X3, H40.10X4, H40.1110, H40.1111,
H40.1112, H40.1113, H40.1114, H40.1120, H40.1121, H40.1122, H40.1123,
H40.1124, H40.1130, H40.1131, H40.1132, H40.1133, H40.1134, 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,
H40.1310, H40.1311, H40.1312, H40.1313, H40.1314, H40.1320, H40.1321,
H40.1322, H40.1323, H40.1324, H40.1330, H40.1331, H40.1332, H40.1333,
H40.1334, H40.1410, H40.1411, H40.1412, H40.1413, H40.1414, H40.1420,
H40.1421, H40.1422, H40.1423, H40.1424, H40.1430, H40.1431, H40.1432,
H40.1433, H40.1434, H40.151, H40.152, H40.153, H40.20X0, H40.20X1,
H40.20X2, H40.20X3, H40.20X4, H40.211, H40.212, H40.213, H40.2210,
H40.2211, H40.2212, H40.2213, H40.2214, H40.2220, H40.2221, H40.2222,
H40.2223, H40.2224, H40.2230, H40.2231, H40.2232, H40.2233, H40.2234,
H40.231, H40.232, H40.233, H40.241, H40.242, H40.243, H40.31X0,
H40.31X1, H40.31X2, H40.31X3, H40.31X4, H40.32X0, H40.32X1, H40.32X2,
H40.32X3, H40.32X4, H40.33X0, H40.33X1, H40.33X2, H40.33X3, H40.33X4,
H40.41X0, H40.41X1, H40.41X2, H40.41X3, H40.41X4, H40.42X0, H40.42X1,
H40.42X2, H40.42X3, H40.42X4, H40.43X0, H40.43X1, H40.43X2, H40.43X3,
H40.43X4, H40.51X0, H40.51X1, H40.51X2, H40.51X3, H40.51X4, H40.52X0,
H40.52X1, H40.52X2, H40.52X3, H40.52X4, H40.53X0, H40.53X1, H40.53X2,
H40.53X3, H40.53X4, H40.61X0, H40.61X1, H40.61X2, H40.61X3, H40.61X4,
H40.62X0, H40.62X1, H40.62X2, H40.62X3, H40.62X4, H40.63X0, H40.63X1,
H40.63X2, H40.63X3, H40.63X4, H40.811, H40.812, H40.813, H40.821,
H40.822, H40.823, H40.831, H40.832, H40.833, H40.89, Q15.0

Glaucoma Associated with
Congenital Anomalies, Dystrophies,
and Systemic Syndromes

H40.31X0, H40.31X1, H40.31X2, H40.31X3, H40.31X4, H40.32X0, H40.32X1,
H40.32X2, H40.32X3, H40.32X4, H40.33X0, H40.33X1, H40.33X2, H40.33X3,
H40.33X4, H40.41X0, H40.41X1, H40.41X2, H40.41X3, H40.41X4, H40.42X0,
H40.42X1, H40.42X2, H40.42X3, H40.42X4, H40.43X0, H40.43X1, H40.43X2,
H40.43X3, H40.43X4, H40.51X0, H40.51X1, H40.51X2, H40.51X3, H40.51X4,
H40.52X0, H40.52X1, H40.52X2, H40.52X3, H40.52X4, H40.53X0, H40.53X1,
H40.53X2, H40.53X3, H40.53X4, H40.811, H40.812, H40.813, H40.821,
H40.822, H40.823, H40.831, H40.832, H40.833, H40.89, H40.9, H42

Hereditary Choroidal Dystrophies

H31.20, H31.21, H31.22, H31.23, H31.29

Hereditary Corneal Dystrophies

H18.501, H18.502, H18.503, H18.511, H18.512, H18.513, H18.521, H18.522,
H18.523, H18.531, H18.532, H18.533, H18.541, H18.542, H18.543, H18.551,
H18.552, H18.553, H18.591, H18.592, H18.593

Hereditary Retinal Dystrophies

H35.50, H35.51, H35.52, H35.53, H35.54, H36

Hypotony of Eye

H44.40, Ha4 411, HA4 412, H44 413, HA4.421, Ha4.422, HA4 423, HA4 431,
H44.432, H44.433, H44.441, HA4 442, HA4 443

Injury to Optic Nerve and Pathways

S04.011A, S04.012A, S04.02XA, S04.031A, S04.032A, S04.041A, S04.042A

Macular Scar of Posterior Polar

H31.011, H31.012, H31.013

Morgagnian Cataract

H25.21, H25.22, H25.23

Nystagmus and Other Irregular Eye
Movements

H55.00, H55.01, H55.02, H55.03, H55.04, H55.09, H55.81, H55.89

Open Wound of Eyeball S05.11XA, S05.12XA, S05.21XA, S05.22XA, S05.31XA, S05.32XA,
S05.51XA, S05.52XA, S05.61XA, S05.62XA, S05.71XA, S05.72XA,
S05.8X1A, S05.8X2A
Optic Atrophy H47.20, H47.211, H47.212, HA7.213, H47.22, H47.231, HAT.232, H47.233,
H47.291, H47.292, H47.293
Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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Significant Ocular Condition Corresponding ICD-10-CM Codes

Optic Neuritis H46.01, H46.02, H46.03, H46.11, H46.12, H46.13, H46.2, H46.3, H46.8,
H46.9

Other and Unspecified Forms of H30.21, H30.22, H30.23, H30.811, H30.812, H30.813, H30.891, H30.892,
Chorioretinitis and Retinochoroiditis {H30.893, H30.91, H30.92, H30.93

Other Background Retinopathy and |{H35.021, H35.022, H35.023, H35.051, H35.052, H35.053, H35.061, H35.062,
Retinal Vascular Changes H35.063

Other Disorders of Optic Nerve H47.011, H47.012, H47.013

Other Endophthalmitis H16.241, H16.242, H16.243, H21.331, H21.332, H21.333, H33.121, H33.122,
H33.123, H44.111, H44.112, H44.113, H44.121, H44.122, H44.123, H44.131,
H44.132, H44.133, H44.19

Other Proliferative Retinopathy H35.101, H35.102, H35.103, H35.111, H35.112, H35.113, H35.121, H35.122,
H35.123, H35.131, H35.132, H35.133, H35.141, H35.142, H35.143, H35.151,
H35.152, H35.153, H35.161, H35.162, H35.163, H35.171, H35.172, H35.173
Pathologic Myopia H44.2A1, H44.2A2, H44.2A3, H44.2B1, H44.2B2, H44.2B3, H44.2C1,
H44.2C2, H44.2C3, H44.2D1, H44.2D2, H44.2D3, H44.2E1, H44.2E2,
H44.2E3, H44.21, H44.22, H44.23, H44.30

Posterior Lenticonus Q12.2,Q12.4,Q12.8

Prior Penetrating Keratoplasty H18.601, H18.602, H18.603, H18.611, H18.612, H18.613, H18.621, H18.622,
H18.623

Purulent Endophthalmitis H44.001, H44.002, H44.003, H44.011, H44.012, H44.013, H44.021, H44.022,
H44.023

Retinal Detachment with Retinal H33.001, H33.002, H33.003, H33.011, H33.012, H33.013, H33.021, H33.022,

Defect H33.023, H33.031, H33.032, H33.033, H33.041, H33.042, H33.043, H33.051,
H33.052, H33.053, H33.41, H33.42, H33.43, H33.8

Retinal Vascular Occlusion H34.11, H34.12, H34.13, H34.231, H34.232, H34.233, H34.8110, H34.8111,

H34.8112, H34.8120, H34.8121, H34.8122, H34.8130, H34.8131, H34.8132,
H34.8310, H34.8311, H34.8312, H34.8320, H34.8321, H34.8322, H34.8330,
H34.8331, H34.8332

Retrolental Fibroplasias H35.171, H35.172, H35.173

Scleritis H15.021, H15.022, H15.023, H15.031, H15.032, H15.033, H15.041,
H15.042, H15.043, H15.051, H15.052, H15.053, H15.091, H15.092, H15.093

Separation of Retinal Layers H35.711, H35.712, H35.713, H35.721, H35.722, H35.723, H35.731, H35.732,
H35.733

Traumatic Cataract H26.101, H26.102, H26.103, H26.111, H26.112, H26.113, H26.121, H26.122,
H26.123, H26.131, H26.132, H26.133

Uveitis H44.111, H44.112, H44.113, H44.131, H44.132, H44.133

Vascular Disorders of Iris and Ciliary [H21.1X1, H21.1X2, H21.1X3

Body

Visual Field Defects H53.411, H53.412, H53.413, H53.421, H53.422, H53.423, H53.431, H53.432,

H53.433, H53.451, H53.452, H53.453, H53.461, H53.462, H53.47, H53.481,
H53.482, H53.483

NUMERATOR:
Cataract surgeries with best-corrected visual acuity of 20/40 or better (distance or near) achieved in the operative eye
within 90 days following cataract surgery

Numerator Options:
Performance Met: Best-corrected visual acuity of 20/40 or better
Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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(distance or near) achieved within the 90 days
following cataract surgery (4175F)

OR
Performance Not Met: Best-corrected visual acuity of 20/40 or better
(distance or near) not achieved within the 90 days
following cataract surgery, reason not otherwise
specified (4175F with 8P)
RATIONALE:

In the United States, cataracts affect more than 24 million adults over 40 years (National Eye Institute, 2019).
According to the American Academy of Ophthalmology (Academy) (2021), cataract surgery has a substantial
beneficial impact on visual function and on quality of life.

1. Scientific basis for measuring visual acuity outcomes after cataract surgery

The only reason to perform cataract surgery (other than for a limited set of medical indications) is to improve a
patient’s vision and associated functioning. The use of a 20/40 visual acuity threshold is based on several
considerations. First, it is the level for unrestricted operation of a motor vehicle in the US. Second, it has been
consistently used by the FDA in its assessment for approval of intraocular lens (IOL) and other vision devices.
Third, it is the literature standard to denote success in cataract surgery. Fourth, work by West et al. in the
Salisbury Eye Study suggests that 20/40 is a useful threshold for 50th percentile functioning for several vision-
related tasks.

Most patients achieve excellent visual acuity after cataract surgery (20/40 or better). This outcome is achieved
consistently through careful attention through the accurate measurement of axial length and corneal power and
the appropriate selection of an IOL power calculation formula. As such, it reflects the care and diligence with
which the surgery is assessed, planned and executed. Failure to achieve this after surgery in eyes without
comorbid ocular conditions that would impact the success of the surgery would reflect care that should be
assessed for opportunities for improvement.

The exclusion of patients with other ocular and systemic conditions known to increase the risk of an adverse
outcome reflects the findings of the two published prediction rule papers for cataract surgery outcomes, by
Mangione et al. (1995) and Steinberg et al. (1994). In both papers, the presence of comorbid glaucoma and
macular degeneration negatively impacted the likelihood of successful outcomes of surgery. Further, as noted
in the prior indicator, exclusion of eyes with ocular conditions that could impact the success of the surgery
would NOT eliminate the large majority of eyes undergoing surgery while also minimizing the potential
adverse selection that might otherwise occur relative to those patients with the most complex situations who
might benefit the most from having surgery to maximize their remaining vision.

2. Evidence of a gap in care
Cataract surgery successfully restores vision in the majority of people who have the procedure.

Data from a study of 368,256 cataract surgeries show that corrected visual acuity (CDVA) of 0.5 (20/40) or
better was achieved in 94.3% and CDVA of 1.0 (20/20) or better was achieved in 61.3% of cases
(Lundstrom et al., 2013).

Additionally, data from a UK multi-center Cataract National Dataset found a postoperative visual acuity of 6/12
(20/40) or better was achieved for 94.7% of eyes with no co-pathologies and in 79.9% of eyes with one or more
co-pathologies (Jaycock et al., 2009).

A rate of 85.5-94.7% of patients achieving a 20/40 or better visual acuity in the context of approximately 3
million cataract surgeries in the US annually would mean that between 160,000 to 435,000 individuals would

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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not achieve a 20/40 or better visual acuity which suggests an opportunity for improvement.

CLINICAL RECOMMENDATION STATEMENTS:
This is an outcome measure. As such, there is no statement in the guideline specific to this measurement topic.

COPYRIGHT:
The measure is not a clinical guideline, does not establish a standard of medical care, and has not been tested for all
potential applications.

The measure, while copyrighted, can be reproduced and distributed, without modification, for noncommercial
purposes, eg, use by health care providers in connection with their practices. Commercial use is defined as the sale,
license, or distribution of the measure for commercial gain, or incorporation of the measure into a product or service
that is sold, licensed or distributed for commercial gain.

Commercial uses of the measure require a license agreement between the user and the American Academy of
Ophthalmology (Academy). Neither the Academy, the American Medical Association (AMA), nor the former AMA-
convened Physician Consortium for Performance Improvement(R) (AMA-PCPI), nor PCPI, nor their members shall be
responsible for any use of the Measure.

The PCPI's and AMA’s significant past efforts and contributions to the development and updating of the Measures are
acknowledged. The National Committee for Quality Assurance’s significant past efforts and contributions to the
development and updating of the Measure is acknowledged. The Academy is solely responsible for the review and
enhancement (“Maintenance”) of the measure as of June 30, 2020.

Academy encourages use of the measure by other health care professionals, where appropriate.
THE MEASURE AND SPECIFICATIONS ARE PROVIDED “AS IS” WITHOUT WARRANTY OF ANY KIND.

© 2006-2022 American Academy of Ophthalmology. All Rights Reserved. Applicable FARS/DFARS Restrictions Apply
to Government Use.

Limited proprietary coding is contained in the measure specifications for convenience. A license agreement must be
entered prior to a third party’s use of Current Procedural Terminology (CPT®or other proprietary code set contained in
the Measures. Any other use of CPT or other coding by the third party is strictly prohibited. The Academy, its
members, the AMA and former members of the PCPI disclaim all liability for use or accuracy of any Current Procedural
Terminology (CPT®) or other coding contained in the specifications.

CPT® contained in the Measures specifications is copyright 2004-2022 American Medical Association. LOINC®
copyright 2004-2022 Regenstrief Institute, Inc. SNOMED CLINICAL TERMS (SNOMED CT®) copyright 2004-2022.
The International Health Terminology Standards Development Organisation (IHTSDO). ICD-10 is copyright 2022
World Health Organization. All Rights Reserved.
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2023 Clinical Quality Measure Flow for Quality ID #191 (NQF 0565):
Cataracts: 20/40 or Better Visual Acuity within 90 Days Following Cataract Surgery

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.

Denominator Numerator

Patients aged
> 18 years on date of
procedure

Data Completeness Met
+ Performance Met
4175F or equivalent

(50 procedures)

Best-corrected visual acuity of
20/40 or better (distance or near)
achieved within the 90 days
following cataract surgery

Yes

Procedure
during the performance
period as listed in
Denominator®

Yes

Not included in Eligible

Modifier: 56 or 55

Best-corrected
visual acuity of 20/40 or better
(distance or near) not achieved
within the 90 days following
cataract surgery, reason
not otherwise specified

Population/Denominator

Data Completeness Met
+ Performance Not Met
Yes—>| 4175F with 8P
or equivalent
(20 procedures)

C

Telehealth Modifier:
GQ, GT, 95, POS 02

Denominator
Exclusion

Diagnosis
of significant ocular
conditions that impact
the visual outcome of
surgery as listed in

—Yes

%

No

v

Include in Eligible
Population/
Denominator

(80 procedures) d

SAMPLE CALCULATIONS

Data Completeness=
Performance Met (a=50 procedures) + Performance Not Met (c=20 procedures = 70 procedures = 87.50%
Eligible Population / Denominator (d=80 procedures) = 80 procedures

Performance Rate=

Performance Met (a=50 procedures)
Data Completeness Numerator (70 procedures)

50 procedures = 71.43%
70 procedures

*See the posted measure specification for specific coding and instructions to submit this measure.
NOTE: Submission Frequency: Procedure

NOTE: Telehealth modifiers include but are not limited to: GQ, GT, 95, POS 02  CPT only copyright 2022 American Medical Association. All ights reserved. .
The measure diagrams were developed by CMS as a supplemental resource to be used in
conjunction with the measure specifications. They should not be used alone or as a substitution
for the measure specification.
v7
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2023 Clinical Quality Measure Flow Narrative for Quality ID #191 (NQF 0565):
Cataracts: 20/40 or Better Visual Acuity within 90 Days Following Cataract Surgery

Disclaimer: Refer to the measure specification for specific coding and instructions to submit this measure.

Start with Denominator
Check Patients aged greater than or equal to 18 years on date of procedure:

a. If Patients aged greater than or equal to 18 years on date of procedure equals No, do not include in
Eligible Population/Denominator. Stop processing.

b. If Patients aged greater than or equal to 18 years on date of procedure equals Yes, proceed to check
Procedure during the performance period as listed in Denominator®.

Check Procedure during the performance period as listed in Denominator™.

a. If Procedure during the performance period as listed in Denominator* equals No, do not include in Eligible
Population/Denominator. Stop processing.

b. If Procedure during the performance period as listed in Denominator* equals Yes, proceed to check
Modifier.

Check Modifier:
a. If Modifier equals Yes, do not include in Eligible Population/Denominator. Stop processing.
b. If Modifier equals No, proceed to check Telehealth Modifier.
Check Telehealth Modifier:
a. If Telehealth Modifier equals Yes, do not include in Eligible Population/Denominator. Stop processing.

b. If Telehealth Modifier equals No, proceed to check Diagnosis of significant ocular conditions that impact
the visual outcome of surgery as listed in Denominator™.

Check Diagnosis of significant ocular conditions that impact the visual outcome of surgery as listed in
Denominator*:

a. If Diagnosis of significant ocular conditions that impact the visual outcome of surgery as listed in
Denominator* equals Yes, do not include in Eligible Population/Denominator. Stop processing.

b. If Diagnosis of significant ocular conditions that impact the visual outcome of surgery as listed in
Denominator* equals No, include in Eligible Population/Denominator.

Denominator Population:

a. Denominator Population is all Eligible Procedures in the Denominator. The Denominator is represented as
Denominator in the Sample Calculation listed at the end of this document. Letter d equals 80 procedures
in the Sample Calculation.

Start Numerator

Check Best-corrected visual acuity of 20/40 or better (distance or near) achieved within the 90 days following
cataract surgery.

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
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If Best-corrected visual acuity of 20/40 or better (distance or near) achieved within the 90 days following
cataract surgery equals Yes, include in Data Completeness Met and Performance Met.

«  Data Completeness Met and Performance Met letter is represented in the Data Completeness
and Performance Rate in the Sample Calculation listed at the end of this document. Letter a
equals 50 procedures in the Sample Calculation.

If Best-corrected visual acuity of 20/40 or better (distance or near) achieved within the 90 days following
cataract surgery equals No, proceed to check Best-corrected visual acuity of 20/40 or better (distance or
near) not achieved within the 90 days following cataract surgery, reason not otherwise specified.

10. Check Best-corrected visual acuity of 20/40 or better (distance or near) not achieved within the 90 days following
cataract surgery, reason not otherwise specified:

a.

If Best-corrected visual acuity of 20/40 or better (distance or near) not achieved within the 90 days following
cataract surgery, reason not otherwise specified equals Yes, include in Data Completeness Met and
Performance Not Met.

«  Data Completeness Met and Performance Not Met letter is represented in the Data
Completeness in the Sample Calculation listed at the end of this document. Letter ¢ equals 20
procedures in the Sample Calculation.

If Best-corrected visual acuity of 20/40 or better (distance or near) not achieved within the 90 days following
cataract surgery, reason not otherwise specified equals No, proceed to check Data Completeness Not Met.

11. Check Data Completeness Not Met:

a.

If Data Completeness Not Met, the Quality Data Code or equivalent was not submitted. 10 procedures
have been subtracted from the Data Completeness Numerator in the Sample Calculation.

Sample Calculations

Data Completeness equals Performance Met (a equals 50 procedures) plus Performance Not Met (c equals 20 procedures)
divided by Eligible Population/Denominator (d equals 80 procedures). All equals 70 procedures divided by 80 procedures.
All equals 87.50 percent.

Performance Rate equals Performance Met (a equals 50 procedures) divided by Data Completeness Numerator (70
procedures). All equals 50 procedures divided by 70 procedures. All equals 71.43 percent.

*See the posted measure specification for specific coding and instructions to submit this measure.

NOTE: Submission Frequency: Procedure

NOTE: Telehealth modifiers include but are not limited to: GQ, GT, 95, POS 02

The measure diagrams were developed by CMS as a supplemental resource to be used in conjunction with the measure specifications. They should not

be used alone or as a
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Quality ID #226 (NQF 0028): Preventive Care and Screening: Tobacco Use: Screening and Cessation
Intervention

2023 COLLECTION TYPE:
MIPS CLINICAL QUALITY MEASURES (CQMS)

MEASURE TYPE:
Process

DESCRIPTION:

Percentage of patients aged 18 years and older who were screened for tobacco use one or more times within
the measurement period AND who received tobacco cessation intervention during the measurement period or in
the six months prior to the measurement period if identified as a tobacco user.

INSTRUCTIONS:

This measure is to be submitted a minimum of once per performance period for patients seen during the
performance period. This measure is intended to reflect the quality of services provided for preventive screening for
tobacco use. This measure may be submitted by Merit-based Incentive Payment System (MIPS) eligible clinicians
who provided the measure-specific denominator coding.

This measure will be calculated with 3 performance rates:

1) Percentage of patients aged 18 years and older who were screened for tobacco use one or more
times within the measurement period

2) Percentage of patients aged 18 years and older who were identified as a tobacco user during the
measurement period who received tobacco cessation intervention during the measurement period or in
the six months prior to the measurement period

3) Percentage of patients aged 18 years and older who were screened for tobacco use one or more
times within the measurement period AND who received tobacco cessation intervention during the
measurement period or in the six months prior to the measurement period if identified as a tobacco
user

The denominator of submission criteria 2 is a subset of the resulting numerator for submission criteria 1, as submission
criteria 2 is limited to assessing if patients identified as tobacco users received an appropriate tobacco cessation
intervention. For all patients, submission criteria 1 and 3 are applicable, but submission criteria 2 will only be applicable
for those patients who are identified as tobacco users. Therefore, data for every patient that meets the age and
encounter requirements will only be submitted for submission criteria 1 and 3, whereas data submitted for submission
criteria 2 will be for a subset of patients who meet the age and encounter requirements, as the denominator has been
further limited to those who were identified as tobacco users.

NOTE: Patient encounters for this measure conducted via telehealth (e.g., encounters coded with GQ, GT, 95, or POS
02 modifiers) are allowable.

Measure Submission Type:

Measure data may be submitted by individual MIPS eligible clinicians, groups, or third party intermediaries. The listed
denominator criteria are used to identify the intended patient population. The numerator options included in this
specification are used to submit the quality actions as allowed by the measure. The quality data codes listed do not
need to be submitted by MIPS eligible clinicians, groups, or third party intermediaries that utilize this modality for
submissions; however, these codes may be submitted for those third party intermediaries that utilize Medicare Part B
claims data. For more information regarding Application Programming Interface (API), please refer to the Quality
Payment Program (QPP) website.

Version 7.0 CPT only copyright 2022 American Medical Association. All rights reserved.
November 2022 Page 1 of 16



THERE ARE THREE SUBMISSION CRITERIA FOR THIS MEASURE:
1)  All patients who were screened for tobacco use

AND

2) All patients who were identified as a tobacco user during the measurement period and who received tobacco
cessationintervention during the measurement period or in the six months prior to the measurement period

AND

3) All patients who were screened for tobacco use and, if identified as a tobacco user received
tobacco cessation intervention during the measurement period or in the six months prior to the
measurement period, or identified as a tobacco non-user

This measure contains three submission criteria which aim to identify patients who were screened for tobacco use
(submission criteria 1), patients who were identified as tobacco users during the measurement period and who
received tobacco cessation intervention during the measurement period or in the six months prior to the
measurement period (submission criteria 2), and a comprehensive look at the overall performance on tobacco
screening and cessation intervention (submission criteria 3). By separating this measure into various submission
criteria, the MIPS eligible professional or MIPS eligible clinician will be able to better ascertain where gaps in
performance exist, and identify opportunities for improvement. The overall rate (submission criteria 3) can be
utilized to compare performance to published versions of this measure prior to the 2018 performance year, when
the measure had a single performance rate. For accountability reporting in the CMS MIPS program, the rate for
submission criteria 2 is used for performance.

SUBMISSION CRITERIA 1: ALL PATIENTS WHO WERE SCREENED FOR TOBACCO USE

DENOMINATOR (SUBMISSION CRITERIA 1):
All patients aged 18 years and older seen for at least two visits or at least one preventive visit during the
measurement period

DENOMINATOR NOTE: *Signifies that this CPT Category | code is a non-covered service under the
Medicare Part B Physician Fee Schedule (PFS). These non-covered services should be counted in the
denominator population for MIPS CQMs.

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

At least two patient encounters during the performance period (CPT): 90791, 90792, 90832, 90834,
90837, 90845, 92002, 92004, 92012, 92014, 92521, 92522, 92523, 92524, 92540, 92557, 92625, 96156,
96158, 97161, 97162, 97163, 97165, 97166, 97167, 97168, 97802, 97803, 97804, 99024, 99202, 99203,
99204, 99205, 99212, 99213, 99214, 99215, 99341, 99342, 99344, 99345, 99347, 99348, 99349, 99350,
G0270, G0271

OR

At least one preventive encounter during the performance period (CPT or HCPCS): 99385*, 99386*,
99387+, 99395*, 99396*, 99397+, 99401*, 99402*, 99403*, 99404*, 99411*, 99412*, 99429*, G0438, G0439
AND NOT

DENOMINATOR EXCLUSION:

Hospice services provided to patient any time during the measurement period: M1159

NUMERATOR (SUBMISSION CRITERIA 1):
Patients who were screened for tobacco use at least once within the measurement period

Definition:
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Tobacco Use - use of any tobacco product

The 2021 USPSTF recommendation references the US Food and Drug Administration definition of tobacco
which includes “any product made or derived from tobacco intended for human consumption (except products
that meet the definition of drugs), including, but not limited to, cigarettes, cigars (including cigarillos and little
cigars), dissolvables, hookah tobacco, nicotine gels, pipe tobacco, roll-your-own tobacco, smokeless tobacco
products (including dip, snuff, snus, and chewing tobacco), vapes, electronic cigarettes (e-cigarettes), hookah
pens, and other electronic nicotine delivery systems.”

The 2021 USPSTF recommendation describes smoking as generally referring to “the inhaling and exhaling of
smoke produced by combustible tobacco products such as cigarettes, cigars, and pipes.”

The 2021 USPSTF recommendation describes vaping as “the inhaling and exhaling of aerosols produced by
e-cigarettes.” In addition, it states, “vaping products (i.e. , e-cigarettes) usually contain nicotine, which is the
addictive ingredient in tobacco. Substances other than tobacco can also be used to smoke or vape. While the
2015 USPSTF recommendation statement used the term ‘electronic nicotine delivery systems’ or ‘ENDS,’ the
USPSTF recognizes that the field has shifted to using the term ‘e-cigarettes’ (or ‘e-cigs’) and uses the term e-
cigarettes in the current recommendation statement. e-Cigarettes can come in many shapes and sizes, but
generally they heat a liquid that contains nicotine (the addictive drug in tobacco) to produce an aerosol (or
‘vapor’) that is inhaled (‘vaped’) by users.”

NUMERATOR NOTE: To satisfy the intent of this measure, a patient must have at least one tobacco
use screening during the measurement period. If a patient has multiple tobacco use screenings
during the measurement period, only the most recent screening, which has a documented status of
tobacco user or tobacco non-user, will be used to satisfy the measure requirements.

In the event that a patient is screened for tobacco use and tobacco status is unknown, submit G9905.

Numerator Options:

Performance Met: Patient screened for tobacco use AND identified as
a tobacco user (G9902)

OR

Performance Met: Patient screened for tobacco use AND identified as
a tobacco non-user (G9903)

OR
Performance Not Met: Patient not screened for tobacco use (G9905)

SUBMISSION CRITERIA 2: ALL PATIENTS WHO WERE IDENTIFIED AS A TOBACCO USER AND WHO
RECEIVED TOBACCO CESSATION INTERVENTION

DENOMINATOR (SUBMISSION CRITERIA 2):
All patients aged 18 years and older seen for at least two visits or at least one preventive visit who were
screened for tobacco use during the measurement period and identified as a tobacco user

DENOMINATOR NOTE: *Signifies that this CPT Category I code is a non-covered service under the
Medicare Part B PFS. These non-covered services should be counted in the denominator population
for MIPS CQMs.

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

All eligible instances when G9902 is submitted for Performance Met (patient screened for tobacco use and
identified as a tobacco user) in the numerator of Submission Criteria 1
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AND

At least two patient encounters during the performance period (CPT): 90791, 90792, 90832, 90834,
90837, 90845, 92002, 92004, 92012, 92014, 92521, 92522, 92523, 92524, 92540, 92557, 92625, 96156,
96158, 97161, 97162, 97163, 97165, 97166, 97167, 97168, 97802, 97803, 97804, 99024, 99202, 99203,
99204, 99205, 99212, 99213,99214, 99215, 99341, 99342, 99344, 99345, 99347, 99348, 99349, 99350,
G0270, G0271

OR

At least one preventive encounter during the performance period (CPT or HCPCS): 99385*, 99386,
99387+, 99395*, 99396*, 99397*, 99401*, 99402*, 99403*, 99404*, 99411*, 99412*, 99429*, G0438, G0439
AND NOT

DENOMINATOR EXCLUSION:

Hospice services provided to patient any time during the measurement period: M1159

NUMERATOR (SUBMISSION CRITERIA 2):
Patients who received tobacco cessation intervention during the measurement period or in the six months prior to the
measurement period

Definition:
Tobacco Cessation Intervention - Includes brief counseling (3 minutes or less), and/or
pharmacotherapy.

Note: Concepts aligned with brief counseling (e.g., minimal and intensive advice/counseling interventions
conducted both in person and over the phone) are included in the numerator. Other concepts such as
written self-help materials (e.g., brochures, pamphlets) and complementary/alternative therapies do not
qualify for the numerator. Counseling also may be of longer duration or be performed more frequently, as
evidence shows that higher-intensity interventions are associated with higher tobacco cessation rates
(U.S. Preventive Services Task Force, 2021).

NUMERATOR NOTE: If a patient uses any type of tobacco (i.e., smokes or uses smokeless tobacco), the
expectation is that they should receive tobacco cessation intervention: either counseling and/or
pharmacotherapy.

This measure defines tobacco cessation counseling as lasting 3 minutes or less. Services typically provided
under CPT codes 99406 and 99407 satisfy the requirement of tobacco cessation intervention, as these
services provide tobacco cessation counseling for 3-10 minutes. If a patient received these types of
services, submit G-code G9906.

Numerator Options:

Performance Met: Patient identified as a tobacco user received
tobacco cessation intervention during the
measurement period or in the six months prior to the
measurement period (counseling and/or
pharmacotherapy) (G9906)

OR
Performance Not Met: Patient identified as tobacco user did not receive

tobacco cessation intervention during the
measurement period or in the six months prior to
the measurement period (counseling and/or
pharmacotherapy) (G9908)

SUBMISSION CRITERIA 3: ALL PATIENTS WHO WERE SCREENED FOR TOBACCO USE AND, IF IDENTIFIED
AS A TOBACCO USER RECEIVED TOBACCO CESSATION INTERVENTION, OR IDENTIFIED AS A TOBACCO
NON-USER
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DENOMINATOR (SUBMISSION CRITERIA 3):
All patients aged 18 years and older seen for at least two visits or at least one preventive visit during the
measurement period

DENOMINATOR NOTE: *Signifies that this CPT Category | code is a non-covered service under the
Medicare Part B PFS. These non-covered services should be counted in the denominator population
for MIPS CQMs.

Denominator Criteria (Eligible Cases):

Patients aged = 18 years on date of encounter

AND

At least two patient encounters during the performance period (CPT): 90791, 90792, 90832, 90834,
90837, 90845, 92002, 92004, 92012, 92014, 92521, 92522, 92523, 92524, 92540, 92557, 92625, 96156,
96158, 97161, 97162, 97163, 97165, 97166, 97167, 97168, 97802, 97803, 97804, 99024, 99202, 99203,
99204, 99205, 99212, 99213, 99214, 99215, 99341, 99342, 99344, 99345, 99347, 99348, 99349, 99350,
G0270, G0271

OR

At least one preventive encounter during the performance period (CPT or HCPCS): 99385*, 99386,
99387+, 99395*, 99396*, 99397*, 99401*, 99402*, 99403*, 99404*, 99411*, 99412*, 99429*, G0438, G0439
AND NOT

DENOMINATOR EXCLUSION:

Hospice services provided to patient any time during the measurement period: M1159

NUMERATOR (SUBMISSION CRITERIA 3):

Patients who were screened for tobacco use at least once within the measurement period AND who received
tobacco cessation intervention during the measurement period or in the six months prior to the measurement
period if identified as a tobacco user

Definitions:
Tobacco Use - use of any tobacco product

The 2021 USPSTF recommendation references the US Food and Drug Administration definition of tobacco
which includes “any product made or derived from tobacco intended for human consumption (except products
that meet the definition of drugs), including, but not limited to, cigarettes, cigars (including cigarillos and little
cigars), dissolvables, hookah tobacco, nicotine gels, pipe tobacco, roll-your-own tobacco, smokeless tobacco
products (including dip, snuff, snus, and chewing tobacco), vapes, electronic cigarettes (e-cigarettes), hookah
pens, and other electronic nicotine delivery systems.”

The 2021 USPSTF recommendation describes smoking as generally referring to “the inhaling and exhaling of
smoke produced by combustible tobacco products such as cigarettes, cigars, and pipes.”

The 2021 USPSTF recommendation describes vaping as “the inhaling and exhaling of aerosols produced by
e-cigarettes.” In addition, it states, “vaping products (i.e. , e-cigarettes) usually contain nicotine, which is the
addictive ingredient in tobacco. Substances other than tobacco can also be used to smoke or vape. While the
2015 USPSTF recommendation statement used the term ‘electronic nicotine delivery systems’ or ‘ENDS,’ the
USPSTF recognizes that the field has shifted to using the term ‘e-cigarettes’ (or ‘e-cigs’) and uses the term e-
cigarettes in the current recommendation statement. e-Cigarettes can come in many shapes and sizes, but
generally they heat a liquid that contains nicotine (the addictive drug in tobacco) to produce an aerosol (or
‘vapor’) that is inhaled (‘vaped’) by users.”

Tobacco Cessation Intervention — Includes brief counseling (3 minutes or less), and/or pharmacotherapy.
Note: Concepts aligned with brief counseling (e.g., minimal and intensive advice/counseling interventions
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conducted both in person and over the phone) are included in the numerator. Other concepts such as written
self-help materials (e.g., brochures, pamphlets) and complementary/alternative therapies do not qualify for the
numerator. Counseling also may be of longer duration or be performed more frequently, as evidence shows
that higher-int