Potential Chronic Conditions Preferred Specialty Measure Set

el National Qualit
CMS# NQF# Method Strate Domai¥1 Measure Title: Description
GPRO# 9y
Medication Reconciliation: Percentage of patients aged
18 years and older discharged from any inpatient
facility (eg, hospital, skilled nursing facility, or
Claims Communication and rehabilitation facility) and seen within 30 days following
46 0097 Reqi ' L discharge in the office by the physician, prescribing
egistry Care Coordination ™ . o )
practitioner, registered nurse, or clinical pharmacist
providing on-going care who had a reconciliation of the
discharge medications with the current medication list in
the outpatient medical record documented
Care Plan: Percentage of patients aged 65 years and
Claims, older who have an advance care plan or surrogate
Registry decision maker documented in the medical record or
Measures documentation in the medical record that an advance care
Groups plan was discussed but the patient did not wish or was not
(Chronic Kidney able to name a surrogate decision maker or provide an
47 03%6 Disease, Communication and | advance care plan
Heart Failure, Care Coordination
HIV/AIDS,
Parkinson's
Disease,
COPD,
Dementia)
Registry Urinary Incont!nence: Assgssmeqt of Presence or
Measure,s Absence of Urinary Incontinence in Womgn Aged 65
48 0098 Group (Prev Effective Clinical Care | Years and Older: Percentage of female patients aged 65
Care) years and older who were assessed for the presence or
absence of urinary incontinence within 12 months
Claims, Preventive Care and Screening: Influenza
Registry, EHR, Immunization. Percentage of patients aged 6 months and
GPRO Web older seen for a visit between October 1 and March 31
Interface/ACO, who received an influenza immunization OR who reported
Measures previous receipt of an influenza immunization
110 0041 Groups Community/Population
CMS147v2 (Chronic Kidney Health
Disease,
Prev Care,
COPD,
Oncology,
Asthma )
Claims, Preventive Care and Screening: Pneumococcal
Registry, EHR, Vaccination for Patients 65 Years and Older.
11 GPRO Web Community/Population Percentage of patients 65 years of age and older who
CMS127v2 0043 | Interface/ACO, Health have ever received a pneumococcal vaccine
Measures
Groups (COPD,
Prev Care, IBD)
Claims, Preventive Care and Screening: Body Mass Index
Registry, EHR, , , (BMI) Screening and Follow-Up Plan: Percentage of
CM182689 0421 GPRO Web Community/Population patients aged 18 years and older with a documented BM|I
V2 | Health . . ) .
nterface/ACO, during the current encounter or during the previous six
Measures months AND when the BMI is outside of normal
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Groups (Prev parameters, a follow-up plan is documented during the
Care, Sleep encounter or during the previous six months of the
Apnea, Asthma, encounter.
Rheumatoid Normal Parameters: Age 65 years and older BMI = 23 and
Arthritis, CAD) <30
Age 18 — 64 years BMI > 18.5 and < 25
Claims, Documentation of Current Medications in the Medical
Registry, EHR, Record: Percentage of visits for patients aged 18 years
GPRO Web and older for which the eligible professional attests to
Interface/ACO, documenting a list of current medications using all
Measures immediate resources available on the date of the
130 Groups encounter. This list must include ALL known prescriptions,
CMS68v3 0419 | (Chronic Kidney Patient Safety over-the-counters, herbals, and vitamin/mineral/dietary
Disease, (nutritional) supplements AND must contain the
Oncology, medications’ name, dosage, frequency and route of
COPD, administration
Cataracts,
General
Surgery)
Claims, Pain Assessment and Follow-Up: Percentage of visits
Registry, for patients aged 18 years and older with documentation of
Measures Community/Population a pain assessment using a standardized tool(s) on each
131 0420 | Groups(AOE, Health visit AND documentation of a follow-up plan when pain is
Sinusitis, present
Rhuematoid
Arthritis)
Claims, Preventive Care and Screening: Screening for Clinical
Registry, EHR, Depression and Follow-Up Plan: Percentage of patients
GPRO Web aged 12 years and older screened for clinical depression
134 0418 Interface/ACO, | Community/Population | on the date of encounter using an age appropriate
CMS2v3 Measures Health standardized depression screening tool AND, if positive, a
Groups(Prev follow-up plan is documented on the date of the positive
Care, screen
HIV/AIDS)
Claims, Falls: Risk Assessment. Percentage of patients aged 65
Registry, . ears and older with a history of falls who had a risk
154 0101 Megsurgs Patient Safety Z\ssessment for falls complert)éd within 12 months
Groups(AQE)
Claims, Falls: Plan of Care. Percentage of patients aged 65 years
155 0101 Registry, Communication and | and older with a history of falls who had a plan of care for
Measures Care Coordination falls documented within 12 months
Groups(AQE)
Elder Maltreatment Screen and Follow-Up Plan:
Percentage of patients aged 65 years and older with a
181 N/A Claims, Patient Safety documented elder maltreatment screen using an Elder
Registry Maltreatment Screening Tool on the date of encounter
AND a documented follow-up plan on the date of the
positive screen
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Use of High-Risk Medications in the Elderly:
Percentage of patients 66 years of age and older who
238/ werertoréjered high-risk medications. Two rates are
. . reported.
1%I\éIS 0022 | EHR, Registry Patient Safety a. Percentage of patients who were ordered at least one
V2 S L
high-risk medication.
b. Percentage of patients who were ordered at least two
different high-risk medications
Closing the Referral Loop: Receipt of Specialist
374/ N/A EHR Communication and | Report: Percentage of patients with referrals, regardless
CMS56v2 Care Coordination of age, for which the referring provider receives a report
from the provider to whom the patient was referred

This table is a resource of potential measures that may be applicable to eligible professionals providing clinical services for
chronic conditions.
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