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Purpose

As the Physician Quality Reporting Initiative (PQRI) continues into its fifth year in 2011, CMS continues to seek ways to improve the program. The purpose of the listening session is to solicit input on:

· The individual quality measures and measures groups for possible inclusion in the proposed set of quality measures for use in the 2011 PQRI program (for example, suggestions for new measures groups or suggestions for the composition of existing measures group(s)).

· Key components of the design of the PQRI program, such as possible reporting mechanisms, reporting periods, criteria for satisfactory reporting, the group practice reporting option (GPRO), and public reporting of 2011 PQRI data.

Goals for the 2011 PQRI include, among other things, increasing participation in this voluntary reporting program, leveraging the benefits of alternative reporting mechanisms, such as registry-based reporting, electronic health record (EHR)-based reporting and the GPRO.  
CMS will consider feedback from this listening session as it determines which program design changes and which individual measures and measures groups to include in the proposed set of 2011 PQRI quality measures. CMS will publish the proposed PQRI rule in the Calendar Year (CY) 2011 Medicare Physician Fee Schedule (PFS) proposed rule. After a period of public comment, CMS will make its determination with regard to the final 2011 PQRI program requirements and set of quality measures and publish them in the CY 2011 PFS final rule.

This paper includes background on the PQRI and key discussion questions about the PQRI program components and design considerations intended to elicit productive discussion of stakeholder suggestions as the agency deliberates issues concerning the 2011 PQRI program year.

Background

The PQRI is a voluntary reporting program in which eligible professionals (and beginning in 2010, group practices) report data on quality measures to CMS. For 2010 and prior years, an eligible professional who satisfactorily reports data on quality measures may qualify to earn a PQRI incentive payment based on a percentage of the eligible professional’s total estimated allowed Medicare Part B charges for covered professional services furnished during a specified reporting period. CMS is authorized to provide PQRI incentive payments through 2010, although changes being considered by Congress, if passed, could extend that authority beyond 2010.

Under section 1848(k) (3)(B) of the Social Security Act (the Act), the following professionals are eligible to participate in PQRI:

1. Medicare physicians

· Doctor of Medicine

· Doctor of Osteopathy 

· Doctor of Podiatric Medicine 

· Doctor of Optometry 

· Doctor of Oral Surgery 

· Doctor of Dental Medicine 

· Doctor of Chiropractic

2. Practitioners

· Physician Assistant 

· Nurse Practitioner 

· Clinical Nurse Specialist 

· Certified Registered Nurse Anesthetist (and Anesthesiologist Assistant) 

· Certified Nurse Midwife 

· Clinical Social Worker 

· Clinical Psychologist 

· Registered Dietician 

· Nutrition Professional 

· Audiologists (as of 1/1/2009)

3. Therapists

· Physical Therapist

· Occupational Therapist 

· Qualified Speech-Language Therapist (speech-language therapists began billing Medicare directly as of 7/1/2009).

Visit the CMS PQRI Web site at http://www.cms.hhs.gov/PQRI for more information on which professionals are eligible to participate in the PQRI.

The PQRI was first implemented in 2007 as a result of section 101(b) of Division B – Medicare Improvements and Extension Act of 2006 of the Tax Relief and Health Care Act of 2006 (Pub.L. 109-432) (MIEA-TRHCA), which was enacted on December 20, 2006. The PQRI was extended and further enhanced as a result of the Medicare, Medicaid, and SCHIP Extension Act of 2007 (Pub. L. 110-173) (MMSEA), which was enacted on December 29, 2007, and the Medicare Improvements for Patients and Providers Act of 2008 (MIPPA) (Pub. L. 110-275), which was enacted on July 15, 2008. Changes to the PQRI as a result of these laws, as well as information about the PQRI in 2007, 2008, 2009 and 2010 are discussed in detail in the CY 2008 PFS proposed rule (72 FR 38196 through 38204), CY 2008 PFS final rule with comment period (72 FR 66336 through 66353), CY 2009 PFS proposed rule (73 FR 38558 through 38575), CY 2009 PFS final rule with comment period (73 FR 69817 through 69847), CY 2010 PFS proposed rule (74 FR 33559 through 33589) and CY 2010 PFS final rule with comment period (74 FR 61788 through 61844). In addition, detailed information about the PQRI is available on the CMS Web site at http://www.cms.hhs.gov/PQRI.  

Since its inception, the PQRI has grown from a claims-based only quality measures reporting program with 74 quality measures available for reporting (2007), to a program with several different reporting options, from which an eligible professional can select, to attempt to qualify for a 2010 PQRI incentive payment 2008 PQRI included 119 individual quality measures, 4 measures groups, 9 new reporting options, including reporting through a qualified registry.  To allow participation by professionals who may have decided to begin reporting after the normal January start date, CMS provided two different reporting periods (12 months and 6 months). . An eligible professional who satisfactorily reported PQRI quality measures data for the 2007 or 2008 PQRI could qualify to earn a PQRI incentive payment equal to 1.5 percent of his or her total estimated Medicare Part B PFS allowed charges for covered professional services furnished during the applicable reporting period selected by the professional. 

For the 2009 PQRI, CMS continued to give eligible professionals several reporting options to allow submission of data on either individual measures or measures groups and the option of reporting via claims or through a qualified registry. The number of measures available for the 2009 PQRI increased to 153 individual measures  and seven measures groups.  The choice of  two reporting periods remained available, depending on the reporting option selected by the eligible professional. The incentive payment amount for the 2009 PQRI also increased from 1.5 percent to 2.0 percent of total estimated Medicare Part B PFS allowed charges for covered professional services furnished during the applicable reporting period. 

For 2010 PQRI, CMS expanded the reporting options to also include reporting through a qualified EHR and reporting as a group practice (GPRO). The number of individual quality measures available increased to 175 and the number of measures groups increased to 13. The PQRI GPRO comprises 26 specified measures.   

Discussion Questions
Measures

Reporting specified data on quality measures is the foundation of the PQRI. Each year, an essential step in planning the PQRI program is the consideration and selection of potential individual measures and measure groups for inclusion in the next program year, based on established criteria.  With the broad array of clinical specialties and care settings in which eligible professionals practice, the selection of measures for inclusion in the PQRI is a complex undertaking. Section 1848(k)(2)(D) of the Act requires that, for the 2009 PQRI and subsequent program years, for each quality measure adopted by the Secretary of the Department of Health and Human Services (the Secretary), the Secretary shall ensure that the eligible professionals have the opportunity to provide input during the development, endorsement, or selection of measures applicable to services they furnish. To satisfy this requirement with respect to the selection of 2011 PQRI measures, CMS intends to publish a proposed set of quality measures for the 2011 PQRI in the Federal Register via the CY 2011 PFS proposed rule with comment period.  

In the CY 2010 PFS proposed rule (74 FR 33587), CMS announced its intention to solicit  for suggestions for individual measures and measures groups including proposals for new measures or measures groups and suggestions for the composition of existing measures groups for possible inclusion in the proposed set of 2011 PQRI quality measures.  Toward this end, CMS conducted     “2011 PQRI Call for Measures,” which was posted on the CMS Web site at http://www.cms.hhs.gov/apps/QMIS/CallforMeasures.asp on November 16, 2009. CMS requested that respondents provide complete a form to provide CMS with sufficient measure specification information for each suggested measure so that CMS could properly consider each suggestion.  This “2011 PQRI Call for Measures” was announced to the public through CMS’ standard communications channels, such as the PQRI National Provider Calls and listserv messages.  The deadline for submitting quality measures suggestions in response to the “2011 PQRI Call for Measures” was Wednesday, December 16, 2009, 5 p.m. E.S.T.   

In its publication of the 2011 PQRI Call for Measures, CMS stated that the selection of measures and measure groups for potential inclusion in the 2011 PQRI,  CMS is primarily interested in measures that have been endorsed by the National Quality Forum (NQF), in accordance with section 1848(k)(2)(C) of the Act. CMS also stated that it is particularly interested in measures that address the following topics for 2011:

· Measures that have a high impact on health care, such as those that support CMS and HHS priorities for improved quality and efficiency of care for Medicare beneficiaries and those that are included in or facilitate alignment with other Medicare, Medicaid and State Children Health Insurance Plan (SCHIP) programs 

· Measures that address gaps in the quality of care delivered to Medicare beneficiaries 

· Measures that address gaps in the PQRI quality measure set such as those that increase the scope of applicability of the PQRI measures to services furnished to beneficiaries and expand opportunities for eligible professionals to participate 

· Measures impacting chronic conditions (chronic kidney disease, diabetes mellitus, heart failure, hypertension and musculoskeletal) 

· Measures involving care coordination or transitions of care across settings

· Measures applicable across care settings—for example outpatient, inpatient and nursing facilities 

· Outcome measures, including intermediate outcome measures of functional status 

· Measures conducive to leveraging capabilities of an electronic health record (EHR) 

· Measures with detailed specifications that will be completed and ready for implementation in the 2011 PQRI. 

CMS received a total of 146 requests for individual measures and 9 new measures groups in response to the “2011 PQRI Call for Measures”. See Appendix A:  Physician Quality Reporting Initiative (PQRI) Table of 2011 Individual Measure Suggestions on page 16 and Appendix B:  Physician Quality Reporting Initiative (PQRI) Table of 2011 Measures Groups Suggestions on page 41 for more information.  

To further inform its deliberation of  the 2011 PQRI program, the design components, and potential measures and measures groups, CMS invites stakeholders to provide input on the following issues:  

1. How should individual PQRI quality measures and measures groups expanded to be collected through a qualified EHR?
2. Can quality-data codes, instructions, and specifications for new measures and revised measures be completed by measure developers in time to meet CMS critical timelines?
3. Some PQRI measures have not been reported by professionals for at least two program years and thus are under consideration for retirement from PQRI. Other measures have either a high performance rate, exceeding 90 percent (i.e., are topped out). What are suggestions for considering retirement of these measures?
4. Some measures have a high rate of invalid reporting (i.e., reporting a measure on claims that do not meet denominator inclusion), suggesting that participants may not understand when and how to report a measure. What are suggestions for activities that  CMS and stakeholders might undertake to improve education and outreach efforts FOR participants?

5. High national performance rates for some measures indicate that there is no gap in care and therefore these measures may not be particularly relevant to quality improvement for either professionals or beneficiaries. Some of these measures may not be addressing improvement in outcomes, patient safety or health results. The performance rates for other measures do not appear to adequately discriminate between good and poor performance. Other measures appear to not directly address the clinical guideline recommendations upon which they were derived. There are several possible causes that should be considered when evaluating performance rates for these measures:  the measure may now be considered routine care; there may be too many or too few participants reporting the measure, making assessment difficult and possibly skewing the results. The measure(s) may also be applicable to a relatively small Medicare patient population segment (for example, because of the age range specified in the denominator), which may also skew the performance rate. What are some suggestions for addressing or improving these measures on a timely basis for 2011 program consideration?

Reporting Options for Individual Eligible Professionals

In order to qualify to earn a PQRI incentive payment, eligible professionals must meet specified criteria for satisfactory reporting during the applicable reporting period. Given the broad array of specialties and settings in which eligible professionals practice, CMS has designed the PQRI program in a manner that gives eligible professionals flexibility in determining how best to integrate PQRI quality measures reporting into their practice workflows. 

Tables 1 and 2 describe the reporting options available for the 2010 PQRI based on whether an eligible professional chooses to report individual measures (five reporting options) or measures groups (six reporting options). Although an eligible professional may choose more than one reporting option, to qualify for a 2010 PQRI incentive payment the professional must satisfy the reporting criteria under only one of these options.    

Table 1 describes the criteria for satisfactory reporting of individual measures based on the reporting mechanism and the reporting period  the eligible professional chooses to report the quality measures data. For the 2010 PQRI, an eligible professional who elects to report individual PQRI quality measures can choose to report measures data through claims, through a qualified registry or through a qualified EHR (EHR reporting is limited to 10 specified measures). In addition, an eligible professional can elect to report measures data for either a 12-month (i.e., January 1, 2010 – December 31, 2010) or for a 6-month (i.e., July 1, 2010 – December 31, 2010) reporting period. The 6-month reporting period, however, is not available for EHR-based reporting of individual measures. In addition, eligible professionals who report on fewer than three individual PQRI quality measures must report them using one of the claims-based reporting options for individual measures and will be subject to a measure applicability validation (MAV) process prior to determining incentive eligibility. Note: a minimum of three measures must be reported when participating through a qualified registry as mentioned through a qualified EHR.

Table 1:  2010 PQRI Reporting Options for Reporting of Individual Measures

	Reporting Mechanism
	Reporting Criteria
	Reporting Period

	Claims
	Report at least three PQRI measures, or one-two measures if less than three, that apply to the eligible professional, and
Report each measure for at least 80 percent of the eligible professional’s Medicare Part B Fee-for-Service (FFS) patients seen during the reporting period to which each measure applies. 
	January 1, 2010 – December 31, 2010 

	Claims
	Report at least three PQRI measures, or one-two measures if less than three, that apply to the eligible professional, and

Report each measure for at least 80 percent of the eligible professional’s Medicare Part B FFS patients seen during the reporting period to which each measure applies.
	July 1, 2010 – December 31, 2010

	Registry
	Report at least three PQRI measures that apply to the eligible professional, and

Report each measure for at least 80 percent of the eligible professional’s Medicare Part B FFS patients seen during the reporting period to which each measure applies.
	January 1, 2010 – December 31, 2010

	Registry
	Report at least three PQRI measures that apply to the eligible professional, and

Report each measure for at least 80 percent of the eligible professional’s Medicare Part B FFS patients seen during the reporting period to which each measure applies.
	July 1, 2010 – December 31, 2010

	EHR
	Report at least three PQRI measures that apply to the eligible professional, and

Report each measure for at least 80 percent of the eligible professional’s Medicare Part B FFS patients seen during the reporting period to which each measure applies. Note: There are 10 specific measures that can be reported through an EHR for 2010.
	January 1, 2010 – December 31, 2010


Table 2 describes the criteria for satisfactory reporting that apply to reporting of measures groups based on the reporting mechanism and reporting period the eligible professional chooses to report a measures group. For the 2010 PQRI, an eligible professional who elects to report measures groups can choose to report them via claims or through a qualified registry. In addition, an eligible professional can choose to report measures groups for either a 12-month (i.e., January 1, 2010 – December 31, 2010) or a 6-month (i.e., July 1, 2010 – December 31, 2010) reporting period.     

Table 2:  2010 PQRI Reporting Options for Reporting of Measures Groups

	Reporting Mechanism
	Reporting Criteria
	Reporting Period

	Claims
	Report at least one PQRI measures group, and

Report each measure in the measures group for at least 30 Medicare Part B FFS patients seen during the reporting period for which each measure in the measures group applies. 
	January 1, 2010 – December 31, 2010 

	Claims
	Report at least one PQRI measures group, and

Report each measure in the measures group for at least 80 percent of Medicare Part B FFS patients seen during the reporting period for which the measures in the measures group apply.
	January 1, 2010 – December 31, 2010 

	Claims
	Report at least one PQRI measures group, and

Report each measure in the measures group for at least 80 percent of Medicare Part B FFS patients seen during the reporting period for which the measures in the measures group apply.
	July 1, 2010 – December 31, 2010 

	Registry
	Report at least one PQRI measures group, and

Report each measure in the measures group for at least 30 patients seen during the reporting period for which each measure in the measures group applies. The patients may include, but may not be exclusively, non-Medicare Part B FFS patients.  There must be 2 or more Medicare Part B FFS in the group. 
	January 1, 2010 – December 31, 2010 

	Registry
	Report at least one PQRI measures group, and

Report each measure in the measures group for at least 80 percent of Medicare Part B FFS patients seen during the reporting period for which the measures in the measures group apply. The eligible professional must report each measures group on a minimum of 15 Medicare Part B FFS patients.
	January 1, 2010 – December 31, 2010 

	Registry
	Report at least one PQRI measures group, and

Report each measure in the measures group for at least 80 percent of Medicare Part B FFS patients seen during the reporting period for which the measures in the measures group apply. The eligible professional must report each measures group on a minimum of eight Medicare Part B FFS patients.
	July 1, 2010 – December 31, 2010 


Under section 1848(m)(3)(D) of the Act, the Secretary, for years after 2009, has the authority, in consultation with stakeholders and experts, to revise the criteria for satisfactorily submitting data on PQRI quality measures. Under section 1848(m)(6)(C)(ii) of the Act, the Secretary, for years after 2009, also has the authority to revise the reporting period for the PQRI if the Secretary determines such revision is appropriate, produces valid results on measures reported, and is consistent with the goals of maximizing scientific validity and reducing administrative burden.  

Given these parameters, CMS invites input on the following discussion questions with respect to the reporting mechanisms, reporting periods, and criteria for satisfactory reporting for the 2011 PQRI:

1. What are the advantages/disadvantages of the various reporting mechanisms (e.g., claims, registries, EHRs)?  

2. What are the advantages/disadvantages of continuing to make the claims-based reporting mechanism available for PQRI reporting in light of the availability of alternative reporting mechanisms (qualified registries and EHRs)?

3. How can CMS begin to phase out claims-based reporting without creating unintended barriers to participation?

4. Are the current reporting periods adequate? If not, what other reporting periods would be suggested in lieu of or in addition to the current reporting periods? Why?  

5. Currently, eligible professionals reporting individual measures must report at least 80 percent of applicable cases. Is 80 percent an appropriate reporting rate threshold? If not, what would be an appropriate reporting rate threshold for individual measures? What would be the implications of lowering or increasing the reporting rate threshold for individual measures?   

6. Eligible professionals reporting on individual measures are currently required to report  at least three applicable measures. Is three an appropriate number of measures? If not, what would be an appropriate number of measures? Why?  What if CMS required eligible professionals choosing to report individual measures to report on all individual measures for which he or she has patients who are denominator-eligible? What would be the implications?  

7. Currently, eligible professionals have the flexibility to select which individual measures or measures group(s) apply to their practice and report on those measures or measures group(s) they believe apply to their patient panels. Should CMS identify the relevant professional specialties using claims data for each measure or measures group(s) and then require eligible professionals to report on those measures or measures group(s) that have been identified as being relevant to their particular specialty? How could CMS ensure that an eligible professional’s self-designated specialty information (as indicated on their Medicare claims) is accurate?   

8. Eligible professionals reporting on measures groups currently are required to report a patient sample consisting of at least 30 patients for the 12-month reporting period or a patient sample consisting of at least 80 percent of all applicable cases for either the 12-month or 6-month reporting period (with a required minimum of cases commensurate with the duration of the reporting period). Is 30 an appropriate patient sample size for professionals who choose not to report on an 80 percent sample of all applicable measures group cases? If not, what would be an appropriate patient sample size ? Why?  Is 80 percent an appropriate patient sample threshold? If not, what is an appropriate patient sample threshold for measures groups? Why?  What would be the implications of lowering or raising the 30-patient sample size requirement or the 80 percent patient sample threshold for measures groups? Are the current minimum patient sample size requirements for the 80 percent patient sample (i.e., 15 for the 12-month reporting period and 8 for the 6-month reporting period) appropriate? If not, what should the appropriate minimum patient sample size requirements be? Why?  What would be the  implications of lowering or raising the minimum patient sample size requirements for the 80 percent?  

9. Currently, eligible professionals can choose whether to report on individual measures or measures groups. What are the implications if CMS required eligible professionals to report only on measures groups, unless there were no measures groups applicable to their practice?  

Group Practice Reporting Option (GPRO)

As required by the MIPPA, CMS introduced a new reporting option for 2010 PQRI intended specifically for large group practices known as the “GPRO”. The GPRO allows a group practice, defined by a unique Tax Identification Number (TIN) with 200 or more individual eligible professionals or National Provider Identifiers (NPIs), to qualify for a PQRI incentive payment based on the group’s (TIN’s) total estimated Medicare Part B PFS allowed charges for the reporting period (CY 2010).  

Group practices who want to be considered for PQRI GPRO were required to submit a self-nomination letter to CMS by January 31, 2010 and must be selected by CMS to participate in the 2010 PQRI GPRO. If an individual eligible professional bills Medicare under the same TIN as a group practice selected to participate in the PQRI GPRO, then that individual eligible professional will not be eligible to qualify for a 2010 PQRI incentive as an individual eligible professional using that TIN/NPI combination. However, if the individual eligible professional, or NPI, also participates in the PQRI through a different TIN (that is, a different TIN/NPI combination), and that TIN is not a PQRI GPRO participating TIN,, then the eligible professional may report PQRI measures or measures groups as an individual for that TIN/NPI combination.  

In 2011, CMS will provide each GPRO-selected group practice a partially pre-populated data collection tool containing quality measures data on 26 measures for an assigned set of Medicare beneficiaries. Within this data collection tool, the 26 measures are grouped into four disease modules (i.e., diabetes, heart failure, coronary artery disease and hypertension) and preventive care measures. Upon receipt of this pre-populated data collection tool in 2011, each GPRO-selected group practice must complete all of the remaining data on the data collection tool for the first 411 consecutively assigned beneficiaries for each disease module and  preventive care measure based on services rendered by the group practice during the 2010 reporting period.  This is required in order to be treated as satisfactorily reporting 2010 PQRI quality measures. If the pool of eligible assigned beneficiaries is less than 411, the group practice must report on 100 percent of assigned beneficiaries. More information on the 2010 GPRO can be found on the CMS PQRI Web site at http://www.cms.hhs.gov/PQRI/22_Group_Practice_Reporting_Option.asp#TopOfPage 

CMS is interested in expanding the GPRO for the 2011 PQRI, particularly to allow participation by smaller group practices. CMS invites stakeholder input on the following discussion questions with respect to the GPRO for the 2011 PQRI:

1. How should CMS expand the PQRI GPRO to group practices with fewer than 200 individual eligible professionals?

2. If CMS were to use the same process to expand the PQRI GPRO to group practices with fewer than 200 individual eligible professionals, would it still be appropriate to require all group practices to report on a patient sample size of 411 beneficiaries per disease module/preventive care measure? If not, what would be an appropriate number of beneficiaries to include in a patient sample size requirement for smaller group practices to report?  Why?
3. Currently, the PQRI GPRO set of 26 quality measures are geared toward primary care. How should CMS expand the PQRI GPRO measures to facilitate participation in the GPRO by specialty practices? For example, should there be specialty-specific measure sets?     

4. Currently, “a group practice” is defined as a single TIN, with at least 200 or more individual eligible professionals (as identified by Individual NPIs) who have reassigned their billing rights to the TIN. This definition of group practice may or may not reflect how a group practice conducts business and/or operates. Some group practices may use multiple TINs or multiple group practices may share a TIN. What other methods can be used to define “group practice” so that the unit of analysis for PQRI reporting more accurately reflects how a group practice conducts business and/or operates?    

5. Currently an individual eligible professional automatically becomes associated with a TIN, or group practice, when he or she bills Medicare using that TIN during a specified timeframe. What other methods for associating an individual eligible professional with a group practice should CMS consider?   

Public Reporting of PQRI Information

Under section 1848(m)(5)(G) of the Act, as added by the MIPPA, CMS is required to post on a Web site, in an easily understandable format, a list of the names of eligible professionals (and beginning with the 2010 PQRI, group practices) who satisfactorily submitted PQRI quality measures data. CMS has already posted the names of the eligible professionals who participated in the 2007 PQRI on the Physician and Other Healthcare Professionals Directory available at http://www.medicare.gov. CMS is in the process of updating this directory with the names of eligible professionals who participated in the 2008 PQRI.  

In order to satisfy the requirements under section 1848(m)(5)(G) of the Act, CMS, for 2010 PQRI, intends to begin posting the names of eligible professionals and GPRO-participating  group practices who satisfactorily submitted PQRI quality measures data on the Physician and Other Healthcare Professionals Directory after the 2010 PQRI incentive payments are made. Per the requirements under section 1848(m)(5)(G) of the Act, an eligible professional or GPRO-group practice who satisfactorily submitted PQRI quality measures data for a particular program year, is an eligible professional or GPRO-group practice who:

· Submits data on the PQRI quality measures through one of the reporting options available for that program year

· Meets the criteria for satisfactory reporting for at least one of the reporting options available for that program year

· Qualifies to earn a PQRI incentive payment for covered professional services furnished during the applicable reporting period(s) for that program year.       

In addition, in the CY 2010 PFS proposed rule, CMS proposed using its authority under section 1848(m)(3)(C) of the Act, to require group practices that wish to participate in the 2010 PQRI GPRO to agree to have the group’s performance results for the PQRI GPRO measures publicly reported as one of the requirements for participation in the 2010 GPRO (74 FR 33570).   Although CMS did not finalize this proposal for 2010, as stated in the CY 2010 PFS final rule with comment period (74 FR 61808), CMS anticipates implementing public reporting of the GPRO performance results with the 2011 PQRI (74 FR 61844).  

CMS invites stakeholder input on the following discussion questions related to public reporting of PQRI information.   

1. Besides the information required by section 1848(m)(5)(G) of the Act, what information should be publicly reported about individual eligible professionals’ (and beginning with the 2010 PQRI, group practices) participation in the PQRI?  Should CMS continue to update the names of eligible professionals and group practices who participated in the PQRI each year? Once CMS begins reporting the names of eligible professionals and group practices who satisfactorily reported PQRI measures, should CMS publicly report the names of eligible professionals and group practices who participated in the PQRI but did not qualify to earn an incentive payment?  

2. What information should be publicly reported for the GPRO-group practices? Are some of the GPRO measures more appropriate for public reporting than others?  

3. How should GPRO-group practices’ PQRI performance results be displayed to facilitate understanding and use by Medicare beneficiaries, the public, professionals and other providers?  


a. Should the results be displayed as composite rates, such as a single rate for each disease module and preventive care measure, or as individual measure results? If the results should be displayed as composite rates, how should the composite rates be calculated?  
b. Should certain information be suppressed if there is insufficient information or if a group practice failed to or chose not to report?
c. Should national comparative benchmark information be provided? If so, at what level – other group practices in the community? By specialty? National comparisons against all group practices that participated in the PQRI GPRO for  program year?  

4. Should the GPRO-group practices participants be able to opt-out from having their performance results publicly reported? 
Appendix A:
Physician Quality Reporting Initiative (PQRI)
Table of 2011 Individual Measure Suggestions
Background

CMS sought potential measure suggestions from the public for the 2011 PQRI program year in the Calendar Year (CY) 2010 Medicare Physician Fee Schedule (PFS) proposed rule published in the Federal Register (74 FR 33587) on July 13, 2009. Interested parties had an additional opportunity to submit measure suggestions during the 2011 Call for Measures beginning November 16 through December 16, 2009. The following table lists the measures submitted to CMS for consideration as well as their NQF endorsement status.

	Physician Quality Reporting Initiative (PQRI)
Table of 2011 Individual Measure Suggestions

	Temporary Measure #
	2011 Temporary Measure Title: Description
	NQF* Endorsed
Y=Yes; N=No

	T01
	Assessment of Change in Functional Status for Patients with Knee Impairments: Percentage of patients, aged 18 or older, with a diagnosis of knee impairment in which the change in functional status during an episode of care is documented at the end of rehabilitative care, with FOTO's standardized, patient reported and risk-adjusted knee specific functional status assessment instrument; Functional Status Change for Patients with Knee Impairments, or an equivalent measure of knee function approved, by NQF or AQA
	Y - Time Limited Endorsement

	T02
	Assessment of Change in Functional Status for Patients with Hip Impairments: Percentage of patients, aged 18 or older, with a diagnosis of hip impairment in which the change in functional status during an episode of care is documented at the end of rehabilitative care, with FOTO's standardized, patient reported, risk-adjusted assessment; Functional Status Change for Patients with Hip Impairments, or an equivalent measure of hip function approved by NQF or AQA
	Y - Time Limited Endorsement

	T03
	Assessment of Change in Functional Status for Patients with Foot/Ankle Impairments: Percentage of patients, aged 18 or older, with a diagnosis of foot/ankle impairment in which the change in functional status during an episode of care is documented at the end of rehabilitative care, with FOTO's standardized, patient reported, risk-adjusted assessment; Functional Status Change for Patients with Foot/Ankle Impairments, or an equivalent measure of foot/ankle function approved by NQF or AQA
	Y - Time Limited Endorsement

	T04
	Assessment of Change in Functional Status for Patients with Lumbar Spine Impairments: Percentage of patients, aged 18 or older, with a diagnosis of lumbar spine impairment in which the change in functional status during an episode of care is documented at end of rehabilitative care, with FOTO's standardized, patient reported and risk adjusted assessment; Functional Status Change for Patients with Lumbar Spine Impairments, or an equivalent measure of lumbar spine function approved by NQF or AQA
	Y - Time Limited Endorsement

	T05
	Assessment of Change in Functional Status for Patients with Shoulder Impairments: Percentage of patients, aged 18 or older, with a diagnosis of shoulder impairment in which the change in functional status during an episode of care is documented at the end of rehabilitative care, with FOTO’s standardized, patient reported and risk-adjusted assessment instrument; Functional Status Change for Patients with Shoulder Impairments, or an equivalent measure of shoulder function approved by NQF or AQA
	Y - Time Limited Endorsement

	T06
	Assessment of Change in Functional Status for Patients with Elbow, Wrist or Hand Impairments: Percentage of patients, aged 18 or older, with a diagnosis of elbow, wrist and/or hand impairment in which the change in functional status during an episode of care is documented at the end of rehabilitative care, with FOTO’s standardized, patient reported and risk-adjusted assessment instrument; Functional Status Change for Patients with Elbow, Wrist or Hand impairments, or an equivalent measure of elbow, wrist or hand function approved by NQF or AQA
	Y - Time Limited Endorsement

	T07
	Assessment of Change in Functional Status for Patients with General Orthopedic Impairments: Percentage of patients, aged 18 or older, with a diagnosis of a general orthopedic impairment, meaning orthopedic impairments involving more than one joint with the exception of the lumbar spine, in which the change in functional status during an episode of care is documented at the end of rehabilitative care, with FOTO’s standardized, patient reported and risk-adjusted assessment; Functional Status Change for Patients with a General Orthopedic Impairment, or an equivalent measure of function approved by NQF or AQA
	Y - Time Limited Endorsement

	T08
	Management of Postoperative Hypothermia: Percentage of patients undergoing surgical procedures under anesthesia whose body temperature immediately after the end of anesthesia was less than or equal to 35.5 degrees Centigrade (or 96.0 degrees Fahrenheit) for whom active warming was used to restore body temperature to greater than or equal to 35.5 degrees Centigrade (or 96.0 degrees Fahrenheit)
	N

	T09
	Short Half-Life Prophylactic Antibiotic Administered Preoperatively is Redosed Within Four Hours after Preoperative Dose: Surgery patients with a short half-life prophylactic antibiotic (cefazolin, cefoxitin, cefuroxime, or ampicillin-sulbactam) administered preoperatively are redosed within four hours after preoperative dose with any antibiotic. The Anesthesia End Time must be greater than four hours after the start time of the dose administered closest and prior to incision
	N

	T10
	Prevention of Postoperative Nausea and Vomiting – Multimodal Therapy: Percentage of patients aged 18 years and older who are having a general anesthetic in which an inhalation anesthetic agent is used, and who are at high or very high risk for PONV, who receive prophylactic antiemetic agents
	N

	T11
	Care Transitions: Reconciled Medication List Received by Discharged Patients (Inpatient Discharges to Home/Self Care or Any Other Site of Care): Percentage of patients, regardless of age, discharged from an inpatient facility to home or any other site of care, or their caregiver(s), who received a reconciled medication list at the time of discharge including, at a minimum, medications in the specified categories
	N

	T12
	Care Transitions: Transition Record with Specified Elements Received by Discharged Patients (Inpatient Discharges to Home/Self Care or Any Other Site of Care): Percentage of patients, regardless of age, discharged from an inpatient facility to home or any other site of care, or their caregiver(s), who received a transition record (and with whom a review of all included information was documented) at the time of discharge including, at a minimum, all of the specified elements
	N

	T13
	Care Transitions: Timely Transmission of Transition Record (Inpatient Discharges to Home/Self Care or Any Other Site of Care): Percentage of patients, regardless of age, discharged from an inpatient facility to home or any other site of care for who a transition record was transmitted to the facility or primary physician or other health care professional designated for follow-up care within 24 hours of discharge
	N

	T14
	Care Transitions: Transition Record with Specified Elements Received by Discharged Patients (Emergency Department Discharges to Ambulatory Care [Home/Self Care] or Home Health Care): Percentage of patients, regardless of age, discharged from an emergency department (ED) to ambulatory care or home health care, or their caregiver(s), who received a transition record at the time of ED discharge including, at a minimum, all of the specified elements
	N

	T15
	Oncology: Treatment Summary Documented and Communicated: Percentage of patients, regardless of age, with a diagnosis of cancer who have undergone brachytherapy or external beam radiation therapy who have a treatment summary report in the chart that was communicated to the physician(s) providing continuing care and to the patient within one month of completing treatment
	Y - Time Limited Endorsement

	T16
	Evaluation of Cardiovascular Response to Exercise or Activity and Follow-Up Plan: Percentage of patients aged 65 years and older with documentation of an evaluation of cardiovascular response to exercise or activity and a documented follow-up plan
	N

	T17
	Screen of Environmental Barrier(s) of Physical Impediment(s) and Follow-Up Plan: Percentage of patients aged 65 years and older with documentation of an environmental barrier(s) screen to identify the physical impediment(s) affecting the patient's ability to perform ADL/IADLs and documented follow-up plan
	N

	T18


	Gait Velocity Assessment and Follow-Up Plan: Percentage of patients aged 65 years and older with documentation of a gait velocity assessment using a standardized method AND a documented follow-up plan
	N

	T19
	Adult Blood Pressure Measurement and Follow-Up: Percentage of patients aged 18 years and older with a documented blood pressure measurement in the past 12 months AND there is a documented follow-up plan in the medical record if the most recent blood pressure has a systolic measurement of > 140 and/or a diastolic measurement of > 90   
	N

	T20
	Stroke and Stroke Rehabilitation: Discharged on Statin Medication: Ischemic stroke patients with LDL ≥ 100 mg/dL, or LDL not measured, or who were on a lipid-lowering medication prior to hospital arrival are prescribed statin medication at hospital discharge
	Y

	T21
	Cardiac Rehabilitation: Patient Referral from an Inpatient Setting (A-1): Percentage of patients hospitalized with a primary diagnosis of an acute myocardial infarction (MI) or chronic stable angina (CSA), or who during hospitalization have undergone coronary artery bypass graft (CABG) surgery, a percutaneous coronary intervention (PCI), cardiac valve surgery, or cardiac transplantation are to be referred to an early outpatient cardiac rehabilitation/secondary prevention (CR) program
	N

	T22
	Cardiac Rehabilitation: Patient Referral from an Outpatient Setting (A-2): Percentage of patients evaluated in an outpatient setting who within the past 12 months have experienced an acute myocardial infarction (MI), coronary artery bypass graft (CABG) surgery, a percutaneous coronary intervention (PCI), cardiac valve surgery, or cardiac transplantation, or who have chronic stable angina (CSA) and have not already participated in an early outpatient cardiac rehabilitation/secondary prevention (CR) program for the qualifying event/diagnosis are to be referred to such a program
	N

	T23
	Cardiac Rehabilitation: Structure-Based Measurement Set (B-1): The cardiac rehabilitation/secondary prevention (CR) program has policies in place to demonstrate the number of CR programs in the health care system that meet structure-based performance measure criteria  
	N

	T24
	Cardiac Rehabilitation: Assessment of Risk Factors for Adverse Cardiovascular Events (B-2): The cardiac rehabilitation/secondary prevention (CR) program has processes in place that meet the performance measure for assessment of risk for adverse cardiovascular events
	N

	T25
	Cardiac Rehabilitation: Individualized Assessment and Evaluation of Modifiable Cardiovascular Risk Factors, Development of Individualized Interventions, and Communication with Other Health Care Providers: Individualized Assessment of Tobacco Use (B-3a)
	N

	T26
	Cardiac Rehabilitation: Individualized Assessment and Evaluation of Modifiable Cardiovascular Risk Factors, Development of Individualized Interventions, and Communication with Other Health Care Providers: Individualized Assessment of Blood Pressure (BP) Control (B-3b)
	N

	T27
	Cardiac Rehabilitation: Individualized Assessment and Evaluation of Modifiable Cardiovascular Risk Factors, Development of Individualized Interventions, and Communication with Other Health Care Providers: Individualized Assessment of Optimal Lipid Control (B-3c)
	N

	T28
	Cardiac Rehabilitation: Individualized Assessment and Evaluation of Modifiable Cardiovascular Risk Factors, Development of Individualized Interventions, and Communication with Other Health Care Providers: Individualized Assessment of Physical Activity Habits (B-3d)
	N

	T29
	Cardiac Rehabilitation: Individualized Assessment and Evaluation of Modifiable Cardiovascular Risk Factors, Development of Individualized Interventions, and Communication with Other Health Care Providers: Individualized Assessment of Weight Management (B-3e)
	N

	T30
	Cardiac Rehabilitation: Individualized Assessment and Evaluation of Modifiable Cardiovascular Risk Factors, Development of Individualized Interventions, and Communication with Other Health Care Providers: Individualized Assessment of the Diagnosis of Diabetes Mellitus (DM) or Impaired Fasting Glucose (IFG) (B-3f)
	N

	T31
	Cardiac Rehabilitation: Individualized Assessment and Evaluation of Modifiable Cardiovascular Risk Factors, Development of Individualized Interventions, and Communication with Other Health Care Providers: Individualized Assessment of the Presence or Absence of Depression (B-3g)
	N

	T32
	Cardiac Rehabilitation: Individualized Assessment and Evaluation of Modifiable Cardiovascular Risk Factors, Development of Individualized Interventions, and Communication with Other Health Care Providers: Individualized Assessment of Exercise Capacity (B-3h)
	N

	T33
	Cardiac Rehabilitation: Individualized Assessment and Evaluation of Modifiable Cardiovascular Risk Factors, Development of Individualized Interventions, and Communication with Other Health Care Providers: Individualized Adherence to Preventive Medications (B-3i)
	N

	T34
	Cardiac Rehabilitation: Communication with Health Care Providers: The cardiac rehabilitation/secondary prevention (CR) program has policies in place to communicate with health care providers (B-3j)
	N

	T35
	Cardiac Rehabilitation: Monitor Response to Therapy and Document Program Effectiveness: The cardiac rehabilitation/secondary prevention (CR) program has policies in place to monitor response to therapy and document program effectiveness (B-4)
	N

	T36
	Hypertension (HTN): Plan of Care: Percentage of patient visits for patients aged 18 years and older with a diagnosis of HTN with either systolic blood pressure ≥ 140 mmHg or diastolic blood pressure ≥ 90 mmHg, with documented plan of care for HTN
	Y

	T37
	Hypertension (HTN): Blood Pressure Control: Percentage of patients with last BP < 140/90 mmHg
	Y

	T38
	Bipolar Disorder and Major Depression: Assessment for Manic or Hypomanic Behaviors (Prior to Treatment for Depression): Percentage of patients presenting with depression who were assessed, prior to the initiation of treatment, for the presence of prior or current symptoms and/or behaviors associated with mania or hypomania
	Y

	T39
	Substance Use Disorders: Counseling Regarding Psychosocial and Pharmacologic Treatment Options for Alcohol Dependence: Percentage of patients aged 18 years and older with a diagnosis of current alcohol dependence who were counseled regarding psychosocial AND pharmacologic treatment options for alcohol dependence within the 12-month reporting period
	N

	T40
	Substance Use Disorders: Counseling Regarding Psychosocial and Pharmacologic Treatment Options for Opioid Addiction: Percentage of patients aged 18 years and older with a diagnosis of current opioid addiction who were counseled regarding psychosocial AND pharmacologic treatment options for opioid addiction within the 12-month reporting period
	N

	T41
	Substance Use Disorders: Screening for Depression Among Patients with Substance Abuse or Dependence: Percentage of patients aged 18 years and older with a diagnosis of current substance abuse or dependence who were screened for depression within the 12-month reporting period
	N

	T42
	Pharmacotherapy Management of Chronic Obstructive Pulmonary Disease (COPD) Exacerbation (PCE): Percentage of COPD exacerbations for members 40 years of age and older who had an acute inpatient discharge or ED encounter between January 1 to November 30 of the measurement year and who were dispensed a bronchodilator within 30 days of the event
	Y

	T43
	Chronic Wound Care: Assessment of Wound Characteristics in Patients Undergoing Debridement: Percentage of patients aged 18 years and older with a diagnosis of chronic skin ulcer undergoing debridement with documentation of wound characteristics (including at a minimum: size, AND nature of wound base tissue, AND amount of drainage) prior to debridement
	N

	T44
	Chronic Wound Care: Use of Wound Surface Culture Technique in Patients with Chronic Skin Ulcers (Overuse Measure): Percentage of patient visits for those patients aged 18 years and older with a diagnosis of chronic skin ulcer without the use of a wound surface culture technique
	N

	T45
	Chronic Wound Care: Use of Wet to Dry Dressings in Patients with Chronic Skin Ulcers (Overuse Measure): Percentage of patient visits for those patients aged 18 years and older with a diagnosis of chronic skin ulcer without a prescription or recommendation to use wet to dry dressings
	N

	T46
	Chronic Wound Care: Patient Education Regarding Long-Term Compression Therapy: Percentage of patients aged 18 years and older with a diagnosis of venous ulcer who received education regarding the need for long-term compression therapy including interval replacement of compression stockings within the 12-month reporting period
	N

	T47
	Chronic Wound Care: Patient Education Regarding Diabetic Foot Care: Percentage of patients aged 18 years and older with a diagnosis of diabetes and foot ulcer who received education regarding appropriate foot care AND daily inspection of the feet within the 12-month reporting period
	N

	T48
	Diabetes Mellitus Documentation or Screening Test: Percentage of patients aged 18 through 75 years with a diagnosis of essential hypertension who have documentation of diabetes screening exam in the past 12 months from the last day of the reporting period
	N

	T49
	Chronic Wound Care: Offloading (Pressure Relief) of Diabetic Foot Ulcers: Percentage of patients aged 18 years and older with a diagnosis of diabetes and foot ulcer who were prescribed an appropriate method of offloading (pressure relief) within the 12-month reporting period
	N

	T50
	Diabetes Care Performance Measures: Percentage of diabetes patients aged 18 through 85 years who had the following during the 12-month measurement period: 1. At least two A1c blood sugar tests annually
	N

	T51
	Diabetes Care Performance Measures: Percentage of diabetes patients aged 18 through 85 years who had the following during the 12-month measurement period: 2. Most recent A1c blood sugar level controlled to less than 7.0%
	N

	T52
	Diabetes Care Performance Measures: Percentage of diabetes patients aged 18 through 85 years who had the following during the 12-month measurement period: 3. At least one LDL cholesterol test annually
	N

	T53
	Diabetes Care Performance Measures: Percentage of diabetes patients aged 18 through 85 years who had the following during the 12-month measurement period: 4. Most recent LDL cholesterol controlled to less than 100 mg/dL
	N

	T54
	Diabetes Care Performance Measures: Percentage of diabetes patients aged 18 through 85 years who had the following during the 12-month measurement period: 5. An annual nephropathy screening and/or treatment for kidney disease and/or diagnosis of kidney disease
	N

	T55
	Diabetes Care Performance Measures: Percentage of diabetes patients aged 18 through 85 years who had the following during the 12-month measurement period: 6. Most recent Blood pressure controlled to a level of less than 130/80 mmHg
	N

	T56
	Diabetes Mellitus: Percentage of Type 2 Diabetic Patients with HDL at NCEP Goal: > 50 for Women, > 40 for Men: Measure of HDL Cholesterol in Type 2 Diabetic Men
	N

	T57
	Diabetes Mellitus: Hemoglobin A1c Testing: Percentage of adult patients with diabetes aged 18 through 75 years receiving one or more A1c test(s) per year
	Y

	T58
	Essential Hypertension (HTN): Poor Blood Pressure Control: Percentage of patients aged 18 through 75 years with essential HTN who had most recent blood pressure in poor control (greater than or equal to 160/100 mmHg)
	N

	T59
	Essential Hypertension (HTN): Superior Blood Pressure Control: Percentage of patients aged 18 through 75 years with essential HTN who had most recent blood pressure under superior control (less than 140/90 mmHg)
	N

	T60
	Essential Hypertension (HTN): Serum Creatinine Test: Percentage of patients aged 18 through 75 years with a diagnosis of essential HTN who had a serum creatinine test documented over the past 12 months from the last day of the reporting period
	N

	T61
	Essential Hypertension (HTN): Urine Protein Test: Percentage of patients aged 18 through 75 years with a diagnosis of essential HTN who had a urine protein test (to screen for nephropathy or evidence of nephropathy) documented over the past 12 months from the last day of the reporting period
	N

	T62
	Hypertension (HTN): Blood Pressure Measurement: Percentage of patient visits with blood pressure measurement recorded among all patient visits for patients aged ≥18 years with diagnosed HTN
	Y

	T63
	Diabetes Mellitus: Lipid Profile: Percentage of patients aged 18 through 75 years with diabetes who received at least one lipid profile within 12 months
	Y

	T64
	Heart Failure (HF): Left Ventricular Function (LVF) Testing: Percentage of patients with LVF testing during the current year for patients hospitalized with a principal diagnosis of HF during the measurement period
	Y

	T65


	Heart Failure (HF): Weight Measurement: Percentage of patient visits for patients aged 18 years and older with a diagnosis of HF with weight measurement recorded
	Y

	Formerly PQRI #95

Retired for 2010
	Otitis Media with Effusion (OME): Hearing Testing: Percentage of patients aged 2 months through 12 years with a diagnosis of OME who received tympanostomy tube insertion who had a hearing test performed within 6 months prior to tympanostomy tube insertion
	N

	Formerly PQRI #96

Retired for 2009
	Otitis Media with Effusion (OME): Antihistamines or Decongestants  –Avoidance of Inappropriate Use: Percentage of patients aged 2 months through 12 years with a diagnosis of OME who were not prescribed or recommended to receive either antihistamines or decongestants
	N

	Formerly PQRI #97

Retired for 2009
	Otitis Media with Effusion (OME): Systemic Antimicrobials – Avoidance of Inappropriate Use: Percentage of patients aged 2 months through 12 years with a diagnosis of OME who were not prescribed systemic antimicrobials
	N

	Formerly PQRI #98

Retired for 2009
	Otitis Media with Effusion (OME): Systemic Corticosteroids – Avoidance of Inappropriate Use: Percentage of patients aged 2 months through 12 years with a diagnosis of OME who were not prescribed systemic corticosteroids
	N

	Formerly PQRI #120

Retired for 2009
	Chronic Kidney Disease (CKD): Angiotension-Converting Enzyme (ACE) Inhibitor or Angiotensin Receptor Blocker (ARB) Therapy: Percentage of patients aged 18 years and older with a diagnosis of advanced CKD (stage 4 or 5, not receiving Renal Replacement Therapy [RRT]), and hypertension and proteinuria who were prescribed ACE inhibitor or ARB therapy during the 12-month reporting period
	N

	T66
	Endoscopy and Polyp Surveillance: Appropriate Follow-Up Interval for Normal Colonoscopy in Average Risk Patients: Percentage of patients aged 50 years and older receiving a screening colonoscopy without biopsy or polypectomy who had a recommended follow-up interval of at least 10 years for repeat colonoscopy documented in their colonoscopy report
	N

	T67
	Endoscopy and Polyp Surveillance: Comprehensive Colonoscopy Documentation: Percentage of final colonoscopy reports for patients aged 18 years and older that include documentation of all of the following: pre-procedure risk assessment; depth of insertion; quality of the bowel prep; complete description of polyp(s) found, including location of each polyp, size, number and gross morphology; and recommendations for follow-up
	N

	Formerly PQRI #80

Retired for 2009
	End Stage Renal Disease (ESRD) – Adult: Plan of Care for Anemia: Percentage of patient calendar months during the 12-month reporting period in which patients aged 18 years and older with a diagnosis of ESRD who are receiving dialysis have a Hgb ≥ 11g/dL OR have a Hgb < 11 g/dL with a documented plan of care for anemia
	N

	T68
	Melanoma: Overutilization of Imaging Studies in Stage 0-IA Melanoma: Percentage of patients, regardless of age, with Stage 0 or IA melanoma, without signs or symptoms, for whom no diagnostic imaging studies were ordered
	Y - Time Limited Endorsement

	T69
	Palliative and End of Life Care: Dyspnea Screening and Management: Percentage of patients with advanced chronic or serious life threatening illnesses that are screened for dyspnea. For those that are diagnosed with moderate or severe dyspnea, a documented plan of care to manage dyspnea exists
	N

	T70
	Radiology: Reminder System for Mammograms: Percentage of patients aged 40 years and older undergoing a screening mammogram whose information is entered into a reminder system* with a target due date for the next mammogram

*The reminder system should be linked to a process for notifying patients when their next mammogram is due and should include the following elements at a minimum: patient identifier, patient contact information, dates(s) of prior screening mammogram(s) (if known), and the target due date for the next mammogram
	Y - Time Limited Endorsement

	Formerly PQRI #34

Retired for 2010
	Stroke and Stroke Rehabilitation: Tissue Plasminogen Activator (t-PA) Considered: Percentage of patients aged 18 years and older with a diagnosis of ischemic stroke whose time from symptom onset to arrival is less than 3 hours who were considered for t-PA administration
	Y - Time Limited Endorsement

	T71
	Asthma: Pharmacologic Therapy for Persistent Asthma: Percentage of patients aged 5 through 50 years with a diagnosis of persistent asthma and at least one medical encounter for asthma during the measurement year who were prescribed long-term control medication
	N

	T72
	Asthma: Assessment of Asthma Control: Percentage of patients aged 5 through 50 years with a diagnosis of asthma who were evaluated at least once for asthma control (comprising asthma impairment and asthma risk)
	N

	T73
	Asthma: Tobacco Use: Screening – Ambulatory Care Setting: Percentage of patients aged 5 through 50 years with a diagnosis of asthma who were queried about tobacco use and exposure to second-hand smoke in their home environment at least once during the one-year measurement period
	N

	T74
	Asthma: Tobacco Use: Intervention – Ambulatory Care Setting: Percentage of patients aged 5 through 50 years with a diagnosis of asthma who were identified as tobacco users (patients who currently use tobacco AND patients who do not currently use tobacco, but are exposed to second-hand smoke in their home environment) who received tobacco cessation intervention during the one-year measurement period
	N

	T75
	Asthma: Management of Asthma Controller and Reliever Medications – Ambulatory Care Setting: Percentage of patients aged 5 to 50 years identified as having persistent asthma whose asthma medication ratio was greater than or equal to 0.5. Three rates are reported for this measure:

1. Patients whose controller medication was inhaled corticosteroids (ICS)

2. Patients whose controller medication was an alternative long-term control medications (non-ICS)

3. Total ratio of all prescriptions for controller medications over prescriptions for controller medications plus prescriptions for short-acting/reliever medications

This measure calculates the ratio of prescriptions for controller medications over prescriptions for controller medications plus prescriptions for short-acting/reliever medications for persistent asthmatics
	N

	T76
	Asthma: Assessment of Asthma Risk – Emergency Department/Inpatient Setting: Percentage of patients aged 5 through 50 years with an emergency department visit or an inpatient admission for an asthma exacerbation who were evaluated for asthma risk
	N

	T77
	Asthma: Discharge Plan – Emergency Department/Inpatient Setting: Percentage of patients aged 5 through 50 years with an emergency department visit or inpatient admission for an asthma exacerbation who are discharged from the emergency department OR inpatient setting with an asthma discharge plan
	N

	T78
	Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention: Percentage of patients aged 18 years and older who were screened for tobacco use at least once during the two-year measurement period AND who received cessation counseling intervention if identified as a tobacco user
	Y

	T79
	Coronary Artery Disease (CAD): Lipid Control: Percentage of patients aged 18 years and older with a diagnosis of CAD who have an LDL-C <100 mg/dL OR patients who have LDL-C ≥100 mg/dL and have a documented plan of care to achieve LDL-C <100 mg/dL, including at a minimum, prescription of lipid-lowering therapy (a statin or an alternative lipid-lowering drug) AND documented plan for reassessment of LDL-C within the measurement period
	N

	T80
	Coronary Artery Disease (CAD): Blood Pressure Control: Percentage of patients aged 18 years and older with a diagnosis of CAD with a blood pressure < 140/90 mmHg OR patients with a blood pressure ≥ 140/90 mmHg and prescribed 2 or more antihypertensive medications during the most recent visit during the measurement period
	N

	T81
	Coronary Artery Disease (CAD): Symptom Management: Percentage of visits for patients aged 18 years and older with a diagnosis of CAD and with results of an evaluation of both level of activity AND presence or absence of anginal symptoms, with appropriate management of angina symptoms (evaluation of level of activity and symptoms includes no report of angina symptoms OR evaluation of level of activity and symptoms includes report of anginal symptoms and a plan of care is documented to achieve control of anginal symptoms)
	N

	T82
	Coronary Artery Disease (CAD): Overuse of Stress Testing: Percentage of patients aged 18 years and older with a diagnosis of CAD for 12 months or greater and with no documentation in the medical record of acute myocardial infarction OR unstable angina OR referral for cardiac rehabilitation during the measurement period who received 2 or more stress tests within a 12-month period
	N

	T83


	Heart Failure (HF): Left Ventricular Ejection Fraction (LVEF) Assessment:  Percentage of patients aged 18 years and older with a principal discharge diagnosis of HF with documentation in the hospital record of the results of an LVEF assessment that was performed either before arrival or during hospitalization, OR documentation in the hospital record that LVEF assessment is planned for after discharge
	N

	T84
	Heart Failure (HF): Symptom and Activity Assessment: Percentage of patient visits for those patients aged 18 years and older with a diagnosis of HF with quantitative results of an evaluation of both current level of activity and clinical symptoms documented
	N

	T85
	Heart Failure (HF): Symptom Management: Percentage of patient visits for those patients aged 18 years and older with a diagnosis of HF and with quantitative results of an evaluation of both level of activity AND clinical symptoms documented in which patient symptoms have improved or remained consistent with treatment goals since last assessment OR patient symptoms have demonstrated clinically important deterioration since last assessment with a documented plan of care
	N

	T86
	Heart Failure (HF): Post-Discharge Appointment for HF Patients: Percentage of patients, regardless of age, discharged from an inpatient facility to ambulatory care or home health care with a principal discharge diagnosis of HF for whom a follow-up appointment was scheduled and documented including location, date and time for a follow-up office visit, or home health visit (as specified)
	N

	T87
	Heart Failure (HF): End of Life Care Plan: Percentage of patients aged 18 years and older with a diagnosis of HF and a limited prognosis for whom a plan for end of life care is documented
	N

	T88
	Hypertension (HTN): Blood Pressure Control: Percentage of patients aged 18 years and older with a diagnosis of HTN with a blood pressure <140/90 mmHg OR patients with a blood pressure ≥140/90 mmHg and prescribed 2 or more anti-hypertensive medications during the most recent office visit during the measurement period
	N

	T89
	Stroke and Stroke Rehabilitation: Venous Thromboembolism (VTE) Prophylaxis: Ischemic and hemorrhagic stroke patients who received VTE prophylaxis or have documentation why no VTE prophylaxis was given the day of or the day after hospital admission
	Y

	T90
	Patients with Atrial Fibrillation/Flutter Receiving Anticoagulant Therapy: Ischemic stroke patients with atrial fibrillation/flutter who are prescribed anticoagulation therapy at hospital discharge
	Y

	T91
	Discharged on Antithrombotic Therapy: Ischemic stroke patients prescribed antithrombotic therapy at hospital discharge
	Y

	T92
	Skin: Biopsy Follow-Up: Percentage of patients who are undergoing a biopsy whose biopsy results have been reviewed by the biopsying physician and communicated to the primary care physician and the patient, denoted by entering said physicians’ initials into a log, as well as by documentation in the patient’s medical record
	N

	T93
	Anticoagulation for Acute Pulmonary Embolus Patients: Anticoagulation for acute pulmonary embolus patients
	Y - Time Limited Endorsement

	T94
	Confirmation of Endotracheal Tube (ETT) Placement: Any time an ETT is placed into an airway in the Emergency Department or an ETT is placed by an outside provider and that patient arrives already intubated (EMS or hospital transfer) or when an airway is placed after patient arrives to the ED there should be some method attempted to confirm ETT placement
	Y - Time Limited Endorsement

	T95
	Severe Sepsis and Septic Shock: Management Bundle: Initial steps in the management of the patient presenting with infection (severe sepsis or septic shock)
	Y - Time Limited Endorsement

	T96
	Pregnancy Test for Female Abdominal Pain Patients: Pregnancy test for female abdominal pain patients
	Y - Time Limited Endorsement

	T97
	Modified Acute Myocardial Infarction (AMI) 30-Day Readmission Rates: Readmission following Percutaneous Coronary Intervention (PCI), excluding staged procedures for potentially preventable complication of HIT. Uses data from the ACC’s NCDR CathPCI Registry® for risk adjustment and Medicare Part A inpatient and outpatient administrative claims data to assess readmissions
	N

	T98
	Referral for Otologic Evaluation for Patients with Acute or Chronic Dizziness: Percentage of patients aged birth and older referred to a physician (preferably a physician specially trained in disorders of the ear) for an otologic evaluation subsequent to an audiologic evaluation after presenting with acute or chronic dizziness
	N

	T99
	Referral for Otologic Evaluation for Patients with a Conductive Hearing Loss or Air-Bone Gap: Percentage of patients aged birth and older referred to a physician (preferably a physician specially trained in disorders of the ear) for an otologic evaluation subsequent to an audiologic evaluation after presenting with a conductive hearing loss or air-bone gap
	N

	T100
	Referral for Otologic Evaluation for Patients with a Unilateral Hearing Loss: Percentage of patients referred to a physician (preferably a physician specially trained in disorders of the ear) for an otologic evaluation subsequent to an audiologic evaluation after presenting with a unilateral hearing loss
	N

	T101
	Recording of Performance Status Prior to Lung or Esophageal Cancer Resection: During the 12-month period, the percentage of patients ≥ 18 years of age undergoing resection of a lung or esophageal cancer who had their performance status recorded within two weeks of the surgery date
	Y - Time Limited Endorsement

	T102
	Pulmonary Function Tests Before Major Anatomic Lung Resection: During the 12-month period, the percentage of thoracic surgical patients ≥ 18 years of age who underwent at least one pulmonary function test no more than 12-months prior to a major lung resection
	Y - Time Limited Endorsement

	T103
	Modified AHRQ PSI 9: Postoperative hemorrhage or hematoma - Defined by ICD-9 codes established by Premier database and STS Registry
	N

	T104
	Epilepsy: Seizure Type(s) and Current Seizure Frequency(ies): All visits for patients with a diagnosis of epilepsy who had the type(s) of seizure(s) and current seizure frequency for each seizure type documented in the medical record
	N

	T105
	Epilepsy: Documentation of Etiology of Epilepsy or Epilepsy Syndrome: All visits for patients with a diagnosis of epilepsy who had their etiology of epilepsy or with epilepsy syndrome(s) reviewed and documented if known, or documented as unknown or cryptogenic
	N

	T106
	Epilepsy: Electroencephalogram (EEG) Results Reviewed, Requested or Test Ordered: All patients with a diagnosis of epilepsy seen for an initial evaluation who had the results of at least one EEG reviewed or requested, or if EEG was not performed previously, then an EEG ordered
	N

	T107
	Epilepsy: Magnetic Resonance Imaging/Computed Tomography Scan (MRI/CT Scan) Results Reviewed, Requested or Scan Ordered: All patients with a diagnosis of epilepsy seen for an initial evaluation who had the results of at least one MRI or CT scan reviewed or requested or, if a MRI or CT scan was not obtained previously, then a MRI or CT scan ordered (MRI Preferred)
	N

	T108
	Epilepsy: Querying and Counseling About Anti-Epileptic Drug (AED) Side-Effects: All visits for patients with a diagnosis of epilepsy who were queried and counseled about AED side-effects and the querying and counseling was documented in the medical record
	N

	T109
	Epilepsy: Surgical Therapy Referral Consideration for Intractable Epilepsy: All patients with a diagnosis of intractable epilepsy who were considered for referral for a neurological evaluation of appropriateness for surgical therapy and the consideration was documented in the medical record within the past 3 years
	N

	T110
	Epilepsy: Counseling About Epilepsy Specific Safety Issues: All patients with a diagnosis of epilepsy (or their caregiver(s)) who were counseled about context-specific safety issues, appropriate to the patient’s age, seizure type(s) and frequency(ies), occupation and leisure activities, etc. (e.g., injury prevention, burns, appropriate driving restrictions or bathing) at least once a year
	N

	T111
	Epilepsy: Counseling for Women of Childbearing Potential with Epilepsy: All female patients of childbearing potential (12 through 44 years old) diagnosed with epilepsy who were counseled about epilepsy and how its treatment may affect contraception and pregnancy at least once a year
	N

	T112
	Parkinson’s Disease: Annual Parkinson’s Disease Diagnosis Review: All patients with a diagnosis of Parkinson’s disease who had their Parkinson’s disease diagnosis reviewed, including a review of current medications and a review for the presence of atypical features (e.g., falls at presentation and early in the disease course, poor response to levodopa, symmetry at onset, rapid progression [to Hoehn and Yahr stage 3 in 3 years], lack of tremor or dysautonomia) at least annually
	N

	T113
	Parkinson’s Disease: Psychiatric Disorders or Disturbances Assessment: All patients with a diagnosis of Parkinson’s disease who were assessed for psychiatric disorders or disturbances (e.g., psychosis, depression, anxiety disorder, apathy, or impulse control disorder) at least annually
	N

	T114
	Parkinson’s Disease: Cognitive Impairment or Dysfunction Assessment: All patients with a diagnosis of Parkinson’s disease who were assessed for cognitive impairment or dysfunction at least annually
	N

	T115
	Parkinson’s Disease: Querying About Symptoms of Autonomic Dysfunction: All patients with a diagnosis of Parkinson’s disease (or caregivers, as appropriate) who were queried about symptoms of autonomic dysfunction (e.g., orthostatic hypotension, constipation, urinary urgency/incontinence and fecal incontinence, urinary retention requiring catheterization, or persistent erectile failure) at least annually
	N

	T116
	Parkinson’s Disease: Querying About Sleep Disturbances: All patients with a diagnosis of Parkinson’s disease (or caregivers, as appropriate) who were queried about sleep disturbances at least annually
	N

	T117
	Parkinson’s Disease: Querying About Falls: All visits for patients with a diagnosis of Parkinson’s disease where patients (or caregivers, as appropriate) were queried about falls
	N

	T118
	Parkinson’s Disease: Parkinson’s Disease Rehabilitative Therapy Options: All patients with a diagnosis of Parkinson’s disease who had rehabilitative therapy options (e.g., physical, occupational, or speech therapy) discussed at least annually
	N

	T119
	Parkinson’s Disease: Parkinson’s Disease Related Safety Issues Counseling: All patients with a diagnosis of Parkinson’s disease (or caregivers, as appropriate) who were counseled about context-specific safety issues appropriate to the patient’s stage of disease (e.g., injury prevention, medication management, or driving) at least annually
	N

	T120
	Parkinson’s Disease: Querying About Parkinson’s Disease Medication-Related Motor Complications: All visits for patients with a diagnosis of Parkinson’s disease where patients (or caregiver(s), as appropriate) were queried about Parkinson’s disease medication-related motor complications (e.g., wearing off, dyskinesia, or off-time)
	N

	T121
	Parkinson’s Disease: Parkinson’s Disease Medical and Surgical Treatment Options Reviewed: All patients with a diagnosis of Parkinson’s disease (or caregiver(s), as appropriate who had the Parkinson’s disease treatment options (e.g., non-pharmacological treatment, pharmacological treatment, or surgical treatment) reviewed at least once annually
	N

	T122
	Deep Vein Thrombosis Anticoagulation ≥ 3 Months: Identifies patients with deep vein thrombosis (DVT) on anticoagulation for at least 3 months after the diagnosis
	Y

	T123
	Pulmonary Embolism Anticoagulation ≥ 3 Months: Identifies patients with pulmonary embolism (PE) on anticoagulation for at least 3 months after the diagnosis
	Y

	T124
	Venous Thromboembolism (VTE) Prophylaxis: Assesses the number of patients who received VTE prophylaxis or have documentation why no VTE prophylaxis was given the day of or the day after hospital admission or surgery end date for surgeries that start the day of or the day after hospital admission
	Y

	T125
	Intensive Care Unit (ICU) Venous Thromboembolism (VTE) Prophylaxis: Assesses the number of patients who received VTE prophylaxis or have documentation why no VTE prophylaxis was given the day of or the day after the initial admission (or transfer) to the ICU or surgery end date for surgeries that start the day of or the day after ICU admission (or transfer)
	Y

	T126
	Venous Thromboembolism (VTE) Patients with Anticoagulation Overlap Therapy: Assesses the number of patients diagnosed with confirmed VTE who received an overlap of parenteral (intravenous [IV] or subcutaneous [subcu]) anticoagulation and warfarin therapy. For patients who received less than five days of overlap therapy, they must be discharged on both medications. Overlap therapy must be administered for at least five days with an international normalized ratio (INR) ≥ 2 prior to discontinuation of the parenteral anticoagulation therapy or the patient must be discharged on both medications
	Y

	T127
	Incidence of Potentially-Preventable Venous Thromboembolism (VTE): Assesses the number of patients diagnosed with confirmed VTE during hospitalization (not present on arrival) who did not receive VTE prophylaxis between hospital admission and the day before the VTE diagnostic testing order date
	Y

	T128
	Inflammatory Bowel Disease (IBD): Assessment of IBD Activity and Severity: Percentage of visits of patients aged 18 years and older with a diagnosis of IBD with a documented assessment of disease activity and severity including disease type and anatomical location of disease
	N

	T129
	Inflammatory Bowel Disease (IBD): Counseling for Steroid Sparing Therapy: Percentage of patients aged 18 years and older with a diagnosis of  IBD who have used steroids in the last year that have been counseled regarding steroid sparing therapy
	N

	T130
	Inflammatory Bowel Disease (IBD): Preventive Care Composite – All Patients with IBD: Percentage of patients aged 18 years and older with IBD for whom tobacco cessation counseling and education are documented; and current influenza and pneumococcal immunizations are documented; and discussion about avoidance of live vaccines is documented; and assessment of risk for bone loss is documented
	N

	T131
	Inflammatory Bowel Disease (IBD): Testing for Latent Tuberculosis (TB) Before Initiating Anti-TNF Therapy: Percentage of patients aged 18 years and older with a diagnosis of IBD on anti-TNF therapy with documentation of testing for latent TB prior to beginning anti-TNF therapy
	N

	T132
	Inflammatory Bowel Disease (IBD): Hepatitis B Risk Assessment: Percentage of patients aged 18 years and older with a diagnosis of IBD that have an assessment of their risk for hepatitis B infection documented before initiating anti-TNF therapy
	N

	T133
	Inflammatory Bowel Disease (IBD): Evaluation for Prior Evidence of HBV Infection: Percentage of patients aged 18 years and older with a diagnosis of  IBD and who are at risk for hepatitis B infection that are evaluated for prior evidence of HBV infection before initiating anti-TNF
	N

	T134
	Inflammatory Bowel Disease (IBD): Patients Admitted for IBD with Diarrhea are Tested for Clostridium Difficile – Inpatient Measure:  Percentage of IBD patients aged 18 years and older hospitalized with diarrhea that are tested for Clostridium difficile
	N

	T135
	Inflammatory Bowel Disease (IBD): Surveillance Colonoscopy Interval for Patients with Colitis (Chronic Ulcerative Colitis [CUC] or Crohn’s) – Avoidance of Inappropriate Use: Percentage of patients aged 18 years and older with colitis (CUC or Crohn’s) with a disease duration of at least 8 years that have undergone colonoscopy for surveillance: In the absence of flat dysplasia, colorectal cancer (CRC) surveillance should not be performed more frequently than every 12 months and no less than every 3 years
	N

	T136
	Inflammatory Bowel Disease (IBD): Treatment Management: Percentage of patients aged 18 years and older with IBD with documentation of medication reconciliation and shared decision making – discussion of risks and benefits of treatment
	N

	T137
	Inflammatory Bowel Disease (IBD): Patients Admitted with IBD That Receive Prophylaxis Against Venous Thromboembolism - Inpatient Measure: Percentage of IBD patients aged 18 years and older hospitalized that receive prophylaxis against venous thromboembolism
	N

	T138
	Barrett’s Esophagus: Surveillance Interval –  Avoidance of Inappropriate Use: Percentage of patients with Barrett’s esophagus without dysplasia that had a surveillance endoscopy no less than 3 years since their last surveillance 
	N

	T139
	Barrett’s Esophagus: Surveillance Biopsy Protocol: A biopsy protocol consisting of 4 quadrant biopsies every 1-2 cm along the columnar appearing epithelium for those undergoing surveillance endoscopy for Barrett’s esophagus
	N


*The NQF endorsement status used for this table was based off of status as of December 4, 2009. Measure developers will have the opportunity to provide updated NQF endorsement information to CMS, in the event the suggested measure moves forward in the 2011 PQRI program. 

Appendix B:

Physician Quality Reporting Initiative (PQRI)
Table of 2011 Measures Groups Suggestions
Background

CMS sought potential measure suggestions from the public for the 2011 PQRI program year in the Calendar Year (CY) 2010 Medicare Physician Fee Schedule (PFS) proposed rule published in the Federal Register (74 FR 33587) on July 13, 2009. Interested parties had an additional opportunity to submit measures groups suggestions during the 2011 Call for Measures beginning November 16 through December 16, 2009. The following table lists the measures groups submitted to CMS for consideration. 
	Physician Quality Reporting Initiative (PQRI)

Table of 2011 Measures Groups Suggestions

	Temporary Measures Group #
	Temporary/

PQRI Measure #
	2011 Temporary Measures Groups: Titles

	TMG01


	N/A

	HIV/AIDS and Hepatitis C

Requested for co-infected patients. No measures submitted

	TMG02


	PQRI #18

PQRI #19
	Diabetic Retinopathy

Diabetic Retinopathy: Documentation of Presence or Absence of Macular Edema and Level of Severity of Retinopathy

Diabetic Retinopathy: Communication with the Physician Managing On-Going Diabetes Care


	TMG03
	PQRI #139

PQRI #191

PQRI #192
	Cataract

Cataracts: Comprehensive Preoperative Assessment for Cataract Surgery with Intraocular Lens (IOL) Placement

Cataracts: 20/40 or Better Visual Acuity Within 90 Days Following Cataract Surgery

Cataracts: Complications Within 30 Days Following Cataract Surgery Requiring Additional Surgical Procedures


	TMG04


	PQRI #187
PQRI #31

#T20

PQRI #32
PQRI #33

	Stroke and Stroke Rehabilitation 
Stroke and Stroke Rehabilitation: Thrombolytic Therapy
Stroke and Stroke Rehabilitation: Deep Vein Thrombosis Prophylaxis (DVT) for Ischemic Stroke or Intracranial Hemorrhage

Stroke and Stroke Rehabilitation: Discharged on Statin Medication
Stroke and Stroke Rehabilitation: Discharged on Antiplatelet Therapy

Stroke and Stroke Rehabilitation: Anticoagulant Therapy Prescribed for Atrial Fibrillation at Discharge

	TMG05
	PQRI #5

PQRI #8

#T78

#T83

N/A

#T84

#T85

#T87
	Heart Failure (HF) – Outpatient

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

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

Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention
Heart Failure (HF): Left Ventricular Ejection Fraction (LVEF) Assessment
Heart Failure (HF): Patient-Self Care Education

Heart Failure (HF): Symptom and Activity Assessment
Heart Failure (HF): Symptom Management
Heart Failure (HF): End of Life Care Plan



	TMG06
	PQRI #5

PQRI #8

#T83

#T86

#T87
	Heart Failure (HF) – Inpatient

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

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

Heart Failure (HF): Left Ventricular Ejection Fraction (LVEF) Assessment
Heart Failure (HF): Post-Discharge Appointment for HF Patients

Heart Failure (HF): End of Life Care Plan



	TMG07
	PQRI #6

PQRI #7

#T78

PQRI #118

PQRI #196

#T81

#T79

#T80

#T22

#T82
	Coronary Artery Disease (CAD)

Coronary Artery Disease (CAD): Oral Antiplatelet Therapy Prescribed for Patients with CAD

Coronary Artery Disease (CAD): Beta-Blocker Therapy for CAD Patients with Prior Myocardial Infarction (MI)
Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention

Coronary Artery Disease (CAD): Angiotensin-Converting Enzyme (ACE) Inhibitor or Angiotensin Receptor Blocker (ARB) Therapy for Patients with CAD and Diabetes and/or Left Ventricular Systolic Dysfunction (LVSD)
Coronary Artery Disease (CAD): Symptom and Activity Assessment

Coronary Artery Disease (CAD): Symptom Management

Coronary Artery Disease (CAD): Lipid Control

Coronary Artery Disease (CAD): Blood Pressure Control

Cardiac Rehabilitation: Patient Referral from an Outpatient Setting
Coronary Artery Disease (CAD): Overuse of Stress Testing



	TMG08
	#T71

#T72

#T73

#T74

#T75
	Asthma

Asthma: Pharmacologic Therapy for Persistent Asthma

Asthma: Assessment of Asthma Control

Asthma: Tobacco Use: Screening – Ambulatory Care Setting

Asthma: Tobacco Use: Intervention – Ambulatory Care Setting

Asthma: Management of Asthma Controller and Reliever Medications – Ambulatory Care Setting

	TMG09
	#T98

#T99

#T100

PQRI #188

PQRI #189

PQRI #190
	Audiology

Referral for Otologic Evaluation for Patients with Acute or Chronic Dizziness

Referral for Otologic Evaluation for Patients with a Conductive Hearing Loss or Air-Bone Gap

Referral for Otologic Evaluation for Patients with a Unilateral Hearing Loss 

Referral for Otologic Evaluation for Patients with Congenital or Traumatic Deformity of the Ear

Referral for Otologic Evaluation for Patients with a History of Active Drainage from the Ear Within the Previous 90 Days

Referral for Otologic Evaluation for Patients with a History of Sudden or Rapidly Progressive Hearing Loss
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