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Executive Summary 

The Centers for Medicare & Medicaid Services (CMS) is working to transform the Medicare 
program from a passive payer into an active purchaser of high-quality care by linking payment to 
the value of care provided. Initially, CMS developed a voluntary quality reporting program in 
2005, the Physician Voluntary Reporting Program (PVRP), to encourage physicians to report 
information on the quality of care they were delivering.  As authorized by Congress, the PQRI 
builds on the PVRP by linking payments to reporting quality information.  The PQRI is an 
important first step toward establishing a value-based purchasing program for physicians.   

The Tax Relief and Health Care Act of 2006 (TRHCA), enacted on December 20, 2006, required 
the Secretary to implement less than seven months later by the start of the first reporting period 
on July 1, 2007, a system for the reporting of data on quality measures.  CMS termed this system 
“PQRI.” This implementation schedule required rapid finalization of the detailed specifications 
for 74 clinical quality measures (covering hundreds of procedure and diagnosis codes), the 
development of an expanded infrastructure to support the reporting system and extensive 
outreach to more than 700,000 professionals about the requirements they needed to follow to 
submit data on quality measures. 

The reporting of quality data under PQRI provides a mechanism for physicians and other health 
care professionals to evaluate and work to improve the quality of care they furnish to Medicare 
beneficiaries. Data from 2007 show that approximately 16 percent of eligible professionals 
participated (submitted at least one quality data code) in the program.  Of those who participated, 
just over half were successful in meeting the program and reporting requirements and as a result 
received an incentive payment.  In the 2008 PQRI, we expect participation to increase based on 
the interest shown in the additional reporting options for measures groups and registry-based 
reporting implemented in the 2008 program. For 2009, CMS is seeking additional registries for 
submission of 2009 PQRI data on behalf of eligible professionals. We also expect to see an 
increase in the percentage of satisfactory reporters due to lessons learned from the 2007 program, 
including changes to the analysis of claims-based submissions, an increase of the use of 
registries and a more targeted provider education campaign.  All of these lessons and remedies 
are outlined in this report. 

Since we began accepting the quality data in July 2007 for the 2007 PQRI, we have identified 
and begun to remedy issues and questions raised about the 2007 PQRI results and feedback.  
CMS analysis of the results of the completed first cycle of reporting has identified a number of 
unanticipated issues we believe may have impacted the success of physicians and other 
professionals in meeting program requirements for reporting quality data.  These issues, which 
are outlined in more detail in this report, include claims-based reporting mechanisms issues, 
National Provider Identifier (NPI) numbers not being included on the claims forms, incorrect 
quality reporting data or claims submission errors and the content of the feedback reports.  
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Enhanced education and outreach activities to assist EPs in validly reporting quality data will 
continue for 2008 PQRI and future years. 

This report includes information on how CMS intends to reduce or eliminate the issues identified 
in the report, as well as new vehicles for quality data submission and increased education and 
outreach to the provider community on PQRI. CMS is committed to a successful PQRI program.   
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Introduction 

The purpose of this report is to provide a detailed analysis of the 2007 PQRI program, 
specifically regarding the submission of quality data as it relates to the determination of 
satisfactory reporting and calculation of incentive payments. We review the various types of 
submission errors and our findings as to the cause of these errors. In those instances where 
technical issues contributed, we review analytic changes that we will make for the 2008 data to 
adjust for those technical factors. We also address issues related to accessing the 2007 feedback 
reports and the substance of the feedback reports. Finally, we outline our plans to apply modified 
algorithms for 2008 claims and to apply these same algorithms to the 2007 claims and rerun the 
analysis. 

Authorizing Legislation 

Section 101(b) of division B of the Tax Relief and Health Care Act of 2006 (Public Law 109-
423; 120 Stat. 2975), commonly known as TRHCA, was enacted on December 20, 2006, and 
authorized the establishment of a physician quality reporting system by the CMS.  CMS named 
this statutory program the Physician Quality Reporting Initiative (PQRI).1 

Section 101(c) of such Act established a financial incentive for eligible professionals (EPs) to 
participate in a voluntary quality reporting program.  EPs who chose to participate in the 2007 
PQRI and satisfactorily report on a designated set of quality measures on claims for dates of 
service from July 1 through December 31, 2007, could earned an incentive, subject to a cap2, of 
1.5 percent of total allowed charges for covered Medicare Physician Fee Schedule services 
furnished July 1 through December 31, 2007.   

Measures for the 2007 program were identified in the TRHCA statute as those developed for the 
PVRP as of the date of enactment of the TRHCA, but the statute also provided that such 
measures could be changed by the Secretary based on the results of a consensus-based process in 
January 2007 and if such changes were subsequently published on the CMS website by a 
specified date. A portion of the 74 measures and their specifications were developed by the 
American Medical Association-Physician Consortium for Performance Improvement (AMA-
PCPI), physician specialties, and the National Committee for Quality Assurance and had 
received consensus endorsement or adoption.  The AMA-PCPI actively participated with CMS 
in defining the reporting specifications for the measures used in the 2007 PQRI program and 
developing instructions on how the measurement data would be captured through the claims 
based reporting process using their Current Procedural Terminology (CPT)-II codes. 

1 In 2005 CMS developed a voluntary quality reporting program, the PVRP, to encourage physicians to report 
quality information.  PQRI, which was authorized by TRHCA in 2006 and is a separate program, builds on the 
PVRP by linking payment to reporting quality information.
2  A statutorily defined payment cap that would reduce the potential incentive below 1.5 percent of allowed charges 
may apply in situations where an EP reported relatively few instances of quality measure data.  The cap was 
eliminated by Congress after the 2007 PQRI.   

2007 PQRI Reporting Experience 5 



                                                                              
   

 

 
 

 

 

 

 

 

 
  

 

In order to receive the incentive, the EP had to satisfactorily report one to three applicable 
quality measures.  If three or fewer quality measures (out of the 74 measures available for 2007 
PQRI) applied to the services furnished by the EP, then each measure had to be reported for at 
least 80 percent of the cases in which the measure was reportable.  If there were four or more 
quality measures applicable to the services furnished by the EP, then at least three measures, 
selected by the EP, had to be reported for at least 80 percent of the cases in which each measure 
was reportable. 

EPs could participate in the 2007 PQRI regardless of whether the EP had signed a Medicare 
participation agreement to accept assignment on all claims.  

PQRI Claims-Based Quality Data Reporting  

TRHCA required the 2007 PQRI program to begin on July 1, 2007, and that the quality data be 
submitted in a form and manner specified by the Secretary (by program instruction or otherwise), 
which could include claims-based submission.  Because the statute required that the PQRI 
program infrastructure be operational in less than 7 months, submission via Medicare’s existing 
claims processing system was the only feasible data collection/reporting mechanism that would 
allow CMS to meet the statutory requirement to collect quality data beginning July 1, 2007.  
Claims-based reporting of the quality measures involves the submission of specific quality data 
codes (QDCs) on the same claim that contained the associated procedure and diagnosis codes.  
Criteria were established for the reporting of each QDC; for example, most QDCs could only be 
reported with selected procedure or diagnosis codes, consistent with the specifications of the 
associated quality measure as set forth in the specifications document posted on CMS’s PQRI 
website at www.cms.hhs.gov/pqri.  Some QDCs were further limited by age and/or gender 
parameters.  

Quality measures in general consist of a numerator and a denominator that permit the calculation 
of a performance rate which is the percentage of a defined patient population that receives a 
particular process of care or achieves a particular outcome.  The numerator of a measure 
describes the clinical action required by the measure for reporting and performance.  The 
population of eligible cases for which a measure applies is called the measure denominator (the 
eligible patient population associated with the measure’s numerator). 

For reporting the PQRI measures for the 2007 PQRI, the EP reports on the claim a specific 
Healthcare Common Procedure Coding System (HCPCS) or CPT Category I procedure or 
service code to indicate the denominator of the measure being reported.  For some measures a 
specific International Classification of Diseases Ninth Edition (ICD-9) diagnosis code must also 
be submitted on the claim for the measure denominator.  The EP also reports on the same claim a 
QDC to indicate the measure numerator which is a CPT Category II code (or G-code, where CPT 
Category II codes are not yet available).  All of this information must be included on the same 
claim. 

To determine satisfactory reporting of a measure (or the measure reporting rate), the number of 
QDCs validly submitted for a measure (codes that are reported for the measure numerator) is 
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divided by the number of opportunities to report the measure’s QDC (the number of patients in 
the denominator population for the measure).  The result must be at least 80 percent for the 
designated reporting period in order to be considered as satisfactorily reporting the measure.    

Business Rules for Reporting Quality Data for 2007 PQRI 

Based on CMS’s existing claims-based system, specific business rules were adopted for 
reporting the QDCs associated with the measures for the 2007 PQRI. The general purpose of 
these business rules was to allow CMS, as required by TRHCA, to determine satisfactory 
reporting based on 80 percent of applicable patient cases in which such measure(s) was 
reportable and calculate an incentive payment based on estimated total Medicare physician fee 
schedule-allowed Part B charges for covered services furnished during the half-year reporting 
period. Both determinations were required by statute to be made at the individual EP level, with 
payment made to the holder of the Tax Identification Number (TIN).  

The following are the specific business rules that CMS developed and the Agency’s 
reasons/rationale for applying them to the 2007 PQRI:  

1.	 Claims-based submission of data on quality measures required the submission of a QDC.  
A QDC is a code that is not payable but is submitted as a line item on the claim.  This 
code, whether submitted with a zero or nominal charge, is denied by the carrier/Part B 
Medicare Administrative Contractor (MAC), but the code is sent forward for inclusion in 
CMS’s National Claims History (NCH) database. The reason for this business rule is to 
make use of the claims system to submit quality information not otherwise captured on a 
claim, from which quality measure reporting and performance results can be calculated.  

2.	 The QDC for the measure being submitted by the EP must be submitted on the same 
claim as the billing and diagnosis code(s) that are associated with the measure 
specifications.  The reason for this business rule is to determine if the QDC for the 
measure was validly submitted according to the measure specifications.  Appendix 1 
shows an example of a CMS-1500 billing form completed with the appropriate QDC, 
diagnosis code, and service or billing code. 

3.	 The correct diagnosis code associated with the QDC must be submitted on the same line 
on the claim as the QDC. The reason for this business rule is to ensure the appropriate 
QDC/diagnosis code match for the measure being reported and, in the case of group 
practices, to ensure the appropriate individual EP is getting credit for the QDC 
submission. 

4.	 The individual EP must report his/her National Provider Identifier (NPI) on the claim in 
the rendering provider field. CMS selected the NPI as the method to identify the 
individual EP submitting the quality data on the claim.  The reason for this business rule 
is that the statute required analysis at the individual EP level.  The NPI was determined to 
be the only reliable identifier that could meet the statutory requirement.  Though the NPI 
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was not yet mandated for Medicare payment in 2007, it was required for participation in 
the 2007 PQRI program. 

5.	 Line-level reporting of the individual EP’s NPI is required. The reason for this business 
rule is that the statute required analysis at the individual EP level, and the NPI is the only 
reliable identifier at the EP level.  Requiring that the NPI be reported at the line level 
allowed for differentiation among the individual members of a group practice who 
submitted services on a single claim. 

6.	 A remittance advice3 message is sent to EPs indicating that the submitted QDCs were 
denied as nonpayable services. The reason for this business rule is to give EPs feedback 
that the submitted QDC has been received by the claims processing system and will be 
sent to the NCH file for inclusion in the back end analysis.  The remittance advice 
message, however, is not a validation that the QDC had been accurately submitted. 

7.	 EPs would not be allowed to resubmit claims to retroactively report QDCs or correct 
previously submitted QDCs.  The reason for this business rule is that mass resubmission 
of claims would have burdened the claims processing systems, possibly to the point of 
delaying all physician payments. 

8.	 Only claims submitted to carriers/Part B MACs would be considered in the PQRI 
analysis.  The reason for this business rule is that the fiscal intermediary/Part A MACs 
cannot currently accept line-level EP information, so the individual level analysis 
required by law could not be accomplished for professionals whose services are not billed 
to carriers. 

9.	 Analysis for determining satisfactory reporting would be based on the measure 
specifications.  The reason for this business rule is the TRHCA requirement that 
qualification for satisfactory reporting be based on reporting in at least 80 percent of 
applicable cases. Applicable cases are determined by the measure’s denominator 
specification. Valid reporting is based on accurately reporting specified QDCs and 
specified denominator codes. 

10. Incentive payments would be calculated at the individual level based on the EP’s NPI and 
then aggregated for payment at the TIN level.  The reason for this business rule is that it 
is most consistent with the TRHCA requirements that satisfactory reporting be based on 
individual performance and that CMS pay at the TIN level. 

11. A confidential feedback report would be produced at the TIN level (for group practices or 
a solo practitioner) and be available at the time the incentive payments would be 
distributed via a secure online system.  The reason for this business rule is to provide 

3 A remittance advice is a notice of payments and adjustments sent to Medicare providers, billers, and suppliers. The 
remittance advice message noted would have been sent regardless of whether or not the claim contained an NPI in 
2007. 

2007 PQRI Reporting Experience 8 



                                                                              
   

 
 

 
 

 
 
 

 

 

 

 

 
 

information to the EPs/group practices as to whether the EPs met the criteria for 
satisfactorily reporting, the incentive amount the EPs earned and their measure 
performance rates. 

12. CMS required use of the Agency’s Individuals Authorized to Access CMS Computer 
Systems (IACS) system as the mechanism for EPs and practices to access their 
confidential feedback reports.  This mechanism was adopted for security reasons as the 
way to verify that the EP (either a solo practitioner or his/her group practice) is who they 
say they are. 

2007 PQRI Education and Outreach 

The 2007 PQRI program and the business rules for claims based submission were extensively 
publicized through education and outreach done on both the national and local levels.  It began in 
January 2007 and still continues on every aspect of the program. Central Office (CO) and 
Regional Office (RO) Medical Officers met frequently with a variety of professional associations 
and presented at medical society meetings.  CO and RO staff utilized established relationships 
with 39 national and 238 state and local physician and other professional associations. Thirty-
five (35) ListServ messages were sent to associations that in turn, were distributed to members.  
These same messages were sent to the Quality Improvement Organizations and Medicare 
carriers/MACs for distribution to over 700,000 individual Medicare physicians and other 
provider subscribers. 

A dedicated web page (www.cms.hhs.gov/PQRI) was created to provide a central location for all 
information and educational resources. EPs were routinely directed to this site for access to 
authoritative information. Resources included a coding handbook, MLN Matters articles, fact 
sheets, tip sheets, and PowerPoint slide sets used on national training calls. Approximately 150 
Frequently Asked Questions were developed, marketed and made accessible on the dedicated 
web page. 

Seven national provider conference calls and one call directed at clearinghouses and billing 
companies were conducted by CO subject matter experts. Fourteen “Ask-the-Contractor” 
training calls were hosted by carriers/MACs for locally served EPs. Additional training calls 
were held for the RO and contractor staff prior to the national calls. Participants were instructed 
to call their carriers/MACs first with any questions or concerns.  Carriers/MACs were directed to 
refer questions that they could not answer to the appropriate support/analysis contractor. 

2007 PQRI Reporting Experience 9 



                                                                              
   

 
 

 

 

 
 

 
 

 

 

 
 

 

 

 

 

 
 

 

 
   

2007 PQRI Participation Summary and Earned Incentive 
Payments 

Nationally, 109,349 NPI/TIN combinations (15.8 percent of eligible NPI/TIN combinations) 
submitted at least one QDC.  

To be validly submitted on the claim, the QDC reported must apply to the patient according to 
the measure specifications (age, gender, diagnosis, and procedure).  In addition, the claim must 
include the rendering professional’s NPI, and otherwise comply with PQRI QDC submission 
business requirements.  

Of those 109,349 NPI/TIN combinations: 
•	 101,138 (92.5 percent) validly submitted at least one QDC; 
•	 70,207 (64 percent) validly reported quality data on 80 percent of eligible cases for at 

least one measure; however, may not have earned an incentive because they did not met 
the criteria for satisfactory reporting; 

•	 56,722 (52 percent) earned an incentive payment (met criteria of satisfactory reporting by 
reporting data on 1 - 3 applicable measures for 80 percent of applicable cases); and 

•	 770 (1 percent) were subject to the cap; the rest qualified for the full 1.5 percent incentive 
payments.   

A total of 14,089,837 QDCs were reported: 
•	 51.6 percent were submitted validly (7,266,783); and 
•	 48.4 percent were submitted invalidly (6,823,054). 

Submission of QDCs on claims which did not contain the relevant denominator codes did not 
count as valid reporting. However, EPs who invalidly submitted QDCs for a portion of their 
submissions were not penalized as long as they validly submitted QDCs on 80 percent of the 
cases in which the measure was reportable.  

The average (mean) incentive amount at the NPI level was $634.69, based on 1.5 percent of 
estimated total allowed Part B physician fee schedule (PPS) charges processed by February 29, 
2008, for the reporting period July 1, 2007 through December 31, 2007.   

The average (mean) incentive amount at the TIN level was $4,712.75 based on all NPIs 
associated with a particular TIN.  

The total amount of incentive payments made to date for 2007 was $36,000,668.96. 

2007 PQRI Quality Data Submission Review 

As listed above, just over 48 percent of the QDCs reported by EPs for the 2007 PQRI were not 
validly submitted.  Based on our review of the QDCs submitted for the 2007 reporting period, we 
have identified several reasons that we believe caused QDCs to be submitted invalidly. 
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Listed below are the situations in which QDC or measure submissions were considered invalid.  
Each of the reasons under items number 1 and 2 below for invalid QDC submissions is included 
in the 48.4 percent of invalid submissions noted above. The reasons listed for invalid QDC 
submissions, however, are not mutually exclusive. More than one reason for invalidity may 
apply to a submitted QDC, so the percentages may not add up to 48.4 percent.  Had the invalid 
submission been valid, it would be expected that additional professionals may have qualified for 
an incentive payment for 2007.  It is not possible to determine the numbers of such professionals 
that may have qualified.  

Causes of Invalid Quality Data Submission or Reporting 

1. 	Not Adhering to Measure Specifications: 
The causes for specific invalid reporting links to business rules numbers 2, 3, and 9 on pages 7 
and 8 of this report.  Valid reporting of quality data could only be determined if the measure 
specifications were adhered to. Based on our review, the following invalid quality data 
submissions were caused by EPs failing to adhere to measure specifications in submitting QDCs 
and denominator codes, which were established through a board consensus process that included 
the physician community. The 2007 PQRI measure specifications are available for review on the 
PQRI website at www.cms.hhs.gov/PQRI.  The quantity and percentage of QDCs that would 
have been affected are listed. 

•	 Incorrect HCPCS denominator code: 18.9 percent (2,662,023 QDCs).  In this example a 
QDC is submitted and a HCPCS denominator code is submitted, but the HCPCS code 
submitted was not one that was appropriate for the measure. 

o	 Each measure requires submission of a HCPCS (procedure or service code).  A 
measure that had a high reporting error due to this reason was measure #30 
(Perioperative Care: Timing of Prophylactic Antibiotic – Administering 
Physician). This was the only measure that required the submission of a CPT II 
code for the denominator rather than a HCPCS procedure or service code.  

•	 Incorrect diagnosis code: 13.9 percent (1,963,196 QDCs).  In this example, a QDC was 
submitted and a diagnosis code was submitted, but the diagnosis code was not the 
diagnosis appropriate for the measure being reported. 

o	 Circumstances where the incorrect diagnosis reporting rate was high were 
measures that required multiple diagnoses, e.g., #5 (Heart failure: Angiotensin-
Converting Enzyme (ACE) Inhibitor or Angiotensin Receptor Blocker (ARB) 
Therapy for Left Ventricular Systolic Dysfunction (LVSD)), and #8 (Heart 
Failure: Beta-Blocker Therapy for Left Ventricular Systolic Dysfunction).  

•	 Incorrect HCPCS and diagnosis code: 7.2 percent (1,019,422 QDCs).  In this example, a 
QDC is submitted and a HCPCS code and diagnosis code are submitted, but neither the 
HCPCS nor the diagnosis code is contained in the reporting denominator for the 
applicable measure’s QDC. 

o	 A measure that had a high reporting error due to this reason was measure # 7, 
Beta-blocker therapy for coronary artery disease patients with prior myocardial 
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infarction (MI). This measure required the reporting of an ICD-9 diagnosis code 
to identify patients with a diagnosis of coronary artery disease and a diagnosis of 
MI and a CPT service code for the denominator.  

•	 Incorrect age: 6.0 percent (843,689 QDCs).  In this example, the QDC is submitted for a 
patient outside of the age parameters for the measure. 

o	 Many measures are limited by age parameters. Those that only apply to the 
pediatric or younger adult age population experience very high error rates, e.g., 
Measures #53 (Asthma; Pharmacologic Therapy for Ages 5 to 40), and #64 
(Asthma Assessment for Ages 5 to 40).  Even those with upper age ranges of age 
75, such as the diabetes measures #1 (Hemoglobin A1c Poor Control in Type 1 or 
2 Diabetes Mellitus for Ages 18 to 75), #2 (Low Density Lipoprotein Control in 
Type 1 or 2 Diabetes Mellitus for Ages 18 to 75), and #3 (High Blood Pressure 
Control in Type 1 or 2 Diabetes Mellitus for Ages 18 to 75), experienced large 
error rates.  

•	 Incorrect gender: 0.2 percent (22,424 QDCs).  In this example, the QDC was submitted 
for a patient of the wrong gender for the measure. 

o	 Only a few measures are limited by gender, e.g., measure #39 (Screening or 
Therapy of Osteoporosis for Women Aged 65 Years and Older). 

We have uncovered no technical reason that would have affected our process for determining 
valid QDC reporting for three of the items noted above: incorrect age, incorrect HCPCS 
denominator code, and incorrect gender.  Failure to adhere to measure specifications related to 
diagnosis codes is also one cause for invalid QDC submission, inasmuch as many measures are 
limited to specific diagnoses.  The only technical issue we have identified relates to the business 
rule requiring that a diagnosis be specified for each line item containing the HCPCS code and the 
line item containing the QDC code.  Particularly where there were multiple diagnoses required 
for a measure, we found that all diagnoses listed may not have been correctly referenced in the 
analysis because the claims system limits the line item to one diagnosis code only.  This could be 
interpreted as a wrong diagnosis and an invalid diagnosis submission. We are assessing the 
degree to which diagnoses that appeared on the claim but did not appear on the line item for the 
HCPCS and QDC were therefore not counted.  Depending on the quantity of such cases, the 
technical processing of line item diagnoses could have impacted the consideration of QDCs 
being assessed as invalid due to incorrect diagnosis. 

Appendix 2 provides details by measure on the frequency of each reason for invalid QDC 
submissions.  This appendix illustrates that there were varying frequencies of errors for each 
measure. 

2. 	Claims Submission/Split-Claims Errors: 
Claims submission and/or split-claim errors link back to business rule number 2 on page 7 of this 
report. Valid reporting could only be determined if the QDC was submitted on the same claim as 
the billing and diagnosis code(s) that are associated with the measure.  In searching for technical 
issues that may explain a portion of the invalid QDC submissions we separated out those QDCs 
that were submitted invalidly because of missing HCPCS codes, not just an incorrect HCPCS 
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code as described above.  This was done because a missing HCPCS code could be an indicator 
that the claim was split (i.e., separated into smaller claims) prior to submission or during the 
processing of the claim by the carrier/MAC; the initial single claim therefore would have arrived 
in the claims data file used for the PQRI determinations as multiple claims.  

We found that a total of 6.3 percent of QDCs had no HCPCS on the claim. When claims are split 
prior to submission to the carrier/MAC by the EP’s billing software or clearinghouse software, 
there is no identifier on these claims to indicate that they were originally part of a single claim. 
For analysis purposes, it was assumed that these split claims were separate, unrelated claims. 
However, to identify these circumstances we reviewed all claims containing only QDCs to 
determine if there were other claims with HCPCS codes that also were for the same beneficiary, 
date of service, TIN and NPI. The 6.3 percent of QDC submissions with no HCPCS on the 
claim can be further broken out as: 

•	 Only QDC on claim: 5 percent (700,201 QDCs). In this example, a QDC was submitted 
on a claim, but there was no HCPCS code on the claim to determine the appropriate 
denominator population for the measure.  All measures must contain at least one HCPCS 
code in the reporting denominator. 

•	 QDC and incorrect diagnosis code on claim: 1.3 percent (184,519 QDCs).  In this 
example, a QDC was submitted on a claim, but there was no HCPCS code on the claim 
and the diagnosis code reported was not the diagnosis code required for the measure’s 
denominator population.  All measures must contain at least one HCPCS code in the 
reporting denominator.  However, not all measures require a diagnosis code to determine 
the denominator population. 

We found that for 32.8 percent of claims with only QDCs, we were able to match the claim with 
another claim that contained a HCPCS code and diagnosis code with the same patient identifying 
information and date of service. We estimate that the impact of this technical issue to be 2 
percent overall. This could impact the number of professionals who otherwise would have 
qualified for satisfactory reporting for 2007. 

We were aware in developing the analytics for 2007 that in some cases carriers/MACs split 
claims for processing.  To account for this, our contractor established a routine for 2007 analysis 
to reconnect these split claims for PQRI analysis.  However, that routine was limited to claims 
that contained 13 or more line items.  In conducting our recent review, we found that 2.4 percent 
of claims where there were only QDCs present had been split by the carrier/MACs.  This 
amounts to only 0.2 percent of QDC submissions.  We therefore will modify the analytics for the 
2008 PQRI program and future years to reconnect any claims split by carriers/MACs now that 
we are aware that there are instances where there are claims with fewer than 13 lines that may be 
split by carriers/MACs.   

3. No NPI on the Claim: 
Requiring an NPI on the claim links back to business rules number 4 and 5 on pages 7 and 8 of 
this report because the statute requires analysis or determination of satisfactory reporting at the 
individual EP level, and the NPI is the only reliable identifier at the EP level.  In some cases the 
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business rule requiring the NPI for valid quality data submission and analysis had an impact on 
the analysis and determination of whether or not an EP satisfactorily reported.  A total of 12.2 
percent or 1,711,975 QDCs reported did not include an NPI on the line on which the QDC was 
reported. Lack of a NPI on the claim or line may have been caused by the EP’s failure to include 
it on the claim or line or errors made by the EP’s billing software or clearinghouse software.  A 
discussion of the NPI issue follows. 

•	 The absence of an NPI affects both acceptance of the QDC and inclusion of associated 
charges on claims for calculation of incentive payment amounts, based on the 
requirement that both satisfactory reporting and the incentive payment amounts be 
determined at the individual level.  QDCs submitted on a claim without an NPI are not 
attributed to the individual and are not counted as valid reporting.  Similarly, charges 
submitted on a claim without an NPI are not attributed to an individual and therefore 
cannot be considered in the calculation of an incentive payment.4 

•	 Professionals who qualified for the 2007 incentive payment were eligible for the 
incentive payment even if they submitted additional QDCs without an NPI.  On the other 
hand, the absence of an NPI on any claim would mean that the associated charges would 
not be captured for the purpose of determining the estimated total allowed charges on 
which the incentive payment is based.  

•	 In reviewing the missing NPI issue we tracked representative cases from the claim all the 
way through the claims warehouse and to the database used for the satisfactory reporting 
determination and the incentive payment calculation. We have not encountered 
mishandling of the NPI once the NPI was received by the carrier/MAC in the appropriate 
place on the claim (i.e., as the rendering NPI for the HCPCS and QDC line item codes). 
On the other hand we have encountered situations where EPs’ electronic data interface 
software or clearinghouse processes led to NPIs not being submitted or being incorrectly 
submitted, such as transposing the NPI from the line item to the referring NPI field. In 
these circumstances the requirement that the NPI appear on the line item for the HCPCS 
and QDC was not met. 

•	 The missing NPI issue affected approximately 12 percent of QDCs that were submitted 
and which therefore were not considered as valid reporting. Other errors discussed 
previously may also have been present, so it is not possible to determine the degree to 
which the associated QDC would have been valid had the NPIs been present.  We are 
also unable to determine the impact on the amount of incentive payments that 
professionals would have received had the NPI been reported on the line with HCPCS 
charges for these professionals. The requirement that both qualifications for an incentive 
and the amount of the incentive be determined at the individual professional level 
prevents us from attributing either the QDCs reported or the charges submitted to an 
individual and to consider these for PQRI.  

4 Although such charges are not included in the PQRI incentive payment calculation, such charges associated 
with the underlying services that were furnished in 2007 would have resulted in payment as appropriate under 
the PFS even without the NPI on the claim. 
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Other Issues Affecting Satisfactory Reporting 

In conducting additional reviews of the data submitted for the 2007 reporting period, we 
identified a data issue involving claim types for certain Durable Medical Equipment (DME) 
items that were included in the analysis for 2007.  In our preliminary review, it appears that these 
particular claims which were submitted correctly by EPs to the carrier/MAC and sent on to the 
NCH also included data elements (HCPCS codes, diagnosis codes and the EP’s NPI), that gave 
the appearance they were claims that should have also included a QDC for a measure.  We did 
not adjust for these types of claims in our analysis for 2007, so they were included, rather than 
excluded. Consequently this may have caused an affected EP’s denominator population for a 
measure to be falsely inflated, potentially resulting in the EP’s failure to meet criteria for 
satisfactory reporting a measure for 2007 and thereby not be eligible for an incentive payment.     

2007 Feedback Report Issues 

The business rules for 2007 PQRI required the production of a confidential feedback report at the 
TIN level, to be available at the time the incentive payments would be distributed to the EPs.  
The purpose of the report was to provide information to the EPs/group practices as to whether 
the EPs met the criteria for satisfactorily reporting, the incentive amount they earned, and their 
measure performance rates.  The reports were not intended to provide quality improvement 
information.   

CMS used the Agency’s Individuals Authorized to Access CMS Computer Systems (IACS) 
system as the mechanism to access the feedback reports.  This mechanism was chosen for 
security reasons as the way to verify that EPs (either solo practitioners or group practices) are 
who they say they are. 

CMS acknowledges that registration for an IACS account has, for some physicians and other 
eligible professionals, been both cumbersome and time consuming.  CMS has responded by 
reviewing and reissuing the MLN Matters articles that lay out, step by step, what is required. 
CMS is also further considering ways to improve the process without compromising data 
security. The rigor of the approval process is to ensure only those who are authorized to see 
provider-specific data, like the PQRI feedback report, can gain access.  If an individual EP can 
use staff to access reports or the EP is a group practice, the IACS registration process that must 
be used is that for an IACS "organization."  IACS organization registration requires initial 
registration by a security official (SO) for the organization, who then can authorize other users to 
access the organization’s feedback report.  The process to approve the SO for an IACS 
organization takes approximately 13 days on average and includes providing CMS with hard 
copy Internal Revenue Service documentation. In 2007, because of the potential IACS 
registration volume for competing applications (e.g., the Durable Medical Equipment 
Competitive Bidding System) slots were allocated to each application based on estimates of 
need. For 2007 PQRI, IACS organization registrants were provided the ability to assign two 
individuals to access the organization’s feedback report.  
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The IACS registration process for the practitioner who is a sole proprietorship and must therefore 
personally retrieve his or her report is easier and takes hours at most; however, for security 
purposes, the practitioner’s enrollment status is checked against the Agency’s Provider 
Enrollment, Chain and Ownership System, or PECOS, to determine if the practitioner has an 
active Medicare enrollment.  If the PECOS status is "inactive," the practitioner’s access to 
his/her PQRI feedback report is put in a pending status.  This usually means the practitioner's 
enrollment information needs to be updated before he/she can gain access to a CMS application 
such as PQRI Feedback Reports. Currently, practitioners are only notified that they are in a 
pending status when they attempt to enter the PQRI application.  However, they are not informed 
of the reason why they are put in a pending status for accessing their PQRI feedback report. The 
potential reasons are now fully discussed in the revised MLN Matters articles on IACS 
registration for accessing PQRI feedback reports. 

To address questions about whether a feedback report was available and/or how the incentive 
payment was calculated, CMS developed various educational materials that were posted on the 
CMS PQRI website. Information related to these topics was also discussed during National 
Provider Calls in July, August, and September 2008. 

Impact and Changes for 2008 PQRI 

The 2008 PQRI reporting year is nearly complete. Eligible professionals who have submitted 
quality data during 2008 may be impacted by invalid QDC reporting.  However, in some cases 
we will make changes to our analytics for the analysis of the 2008 data to adjust for technical 
factors that may have contributed to invalid QDC reporting that we identified in the 2007 PQRI. 

Failure to Adhere to Measure Specifications. The primary reason for invalid reporting for the 
2007 PQRI was the failure to adhere to the measure specifications.  We cannot address these 
causes by revisions to the analytics used to determine valid QDC submission and satisfactory 
reporting. However, we will be enhancing and expanding education and outreach activities to 
help EPs understand each measure’s reporting specifications.  (See “Conclusion” section on the 
following page.) 

Carrier/MAC Processing Procedures.  Except for the 0.2 percent submission of invalid QDCs 
that we can attribute to the carriers/MACs splitting claims with fewer than 13 lines, we have not 
found any carrier/MAC processing procedures that would impact bonus determinations and 
calculations. However, we will use a modified analytic routine so that the claims split by 
carriers/MACs, regardless of how many lines are included on the claim, will be reconnected and 
counted for 2008. 

NPI. We believe that the NPI will not be a significant issue for 2008.  An NPI edit for Medicare 
payment was implemented by the carriers/MACs as of March 2008.  Claims submitted by EPs 
that do not include an NPI on their claim will be rejected.  For the first half of 2008 PQRI 
reporting, the number of claims with missing NPIs has been reduced to less than 1.0 percent, and 
we expect it to be less than 0.5 percent for the entire 2008 program year.  
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Claims with Only QDCs.  As for the occurrence of claims containing only QDCs, we intend to 
apply the analytic adjustment for 2008 that will bring back together claims split during claims 
submission processes that occur prior to the carrier. This will not address all claims containing 
only QDCs, but only those that result from split claims.  For QDCs that cannot be matched to 
another beneficiary claim for the same NPI, TIN and date of service, the reason for the claim 
containing only a QDC is not due to technical processing procedures but the failure to follow the 
basic business rules. 

Incorrect Diagnosis Issues.  When analyzing the 2008 data, we will look at all diagnoses 
submitted on the claim as well as the line-item diagnosis.  We will further assess the degree of 
impact that this is likely to have.  This modification to the analytics may result in QDCs being 
considered valid based on including all diagnoses on the claim rather than limiting analysis to 
only line-item diagnoses.  However, our ability to use this modified analytic may be limited by 
the requirement to make PQRI determinations at the individual physician level where multiple 
professionals bill on the same claim for the same patient.  Therefore, the business rule for 
submitting the correct diagnosis code associated with the QDC on the same line on the claim as 
the QDC will not change; however, since our systems may not capture more than one diagnosis 
code, we will revise the analytics to look at all diagnosis codes on the claim as well as the line-
item diagnosis code. 

Submission of Claims Involving DME Items.  We will adjust for these types of claims so that 
they are excluded from PQRI analysis and we do not falsely inflate an EP’s denominator 
population for applicable measures.  For 2008, at a minimum, we will implement a new business 
rule to look across all claims submitted to determine if there appear to be duplicate claims for the 
same HCPCS denominator code for the same patient, date of service and EP’s NPI and only 
count the claim once so that an EP’s denominator population is not falsely inflated. 

Feedback Report Content.  For 2008, the business rules for the content of the feedback report 
will change.  EPs complained that the 2007 feedback reports were difficult to understand and did 
not explain why they did not qualify for an incentive payment.  The 2008 feedback reports are in 
the process of being redesigned to better reflect the frequency of the measures QDCs reported, 
reasons why EPs did not earn an incentive payment (such as when they have mismatched 
QDCs), and measure performance information.  Based on 2007 experience, explanatory 
information on IACS registration will be strengthened. Earlier outreach and education to the EPs 
will be provided, explaining how to access their 2008 feedback report and encouraging them to 
obtain their IACS account early. We will further consider whether there are additional ways to 
address the report access concerns. 

Conclusion 

The results of the implementation of PQRI in 2007 have indicated that the claims-based 
mechanism used by EPs to report quality data was successful, as more than half of all who 
participated in the program satisfied the statutory requirements for satisfactory reporting and 
thereby earned incentive payments.  Results have also shown that PQRI is not without issues.  As 
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outlined in this report, CMS uncovered some specific problems that led to lower than expected 
satisfactory reporting. These major areas are outlined below.  

National Provider Identifiers (NPIs) 
TRHCA required that the determination of satisfactory reporting and the amount of the incentive 
payment for 2007 be at the individual EP level, and thus the NPI was selected as the most 
reliable individual identifier. When the program was implemented in 2007, NPI use was not 
mandatory for claims payment, but was required for PQRI participation.  We believe many EPs 
unknowingly may have submitted PQRI data without an NPI (possibly because of EP billing 
software issues or clearinghouse issues) assuming that their submission would count towards the 
PQRI program.   

We believe this NPI issue is a major reason why EPs have difficulty reconciling their records 
based on paid claims with the results as reflected on the feedback reports.  We have found that 
approximately 12 percent of claims for which quality data were reported did not identify the 
rendering professional’s NPI. On claims that did not include the EP’s NPI, neither the reported 
QDC nor the charges submitted were considered for PQRI. That meant these claim submissions 
would not count toward either satisfactory reporting or calculating the amount of an incentive 
payment.   

We believe that this problem has largely been resolved for 2008 due to the requirement of an 
NPI for claims payment.  However, we cannot adjust for the missing NPIs for 2007 and still 
comply with the statutory requirement for incentive payment determination at the individual EP 
level. 

Quality Data Reporting Issues 
A large number of submission errors involved reporting QDCs for patients that did not fit the 
reporting specifications for the measure submitted.  Depending on the circumstances, this meant 
that the reported QDC was submitted for patients who did not meet the gender, age, diagnosis or 
procedure code specifications for the measure.  In most of these cases, this was due to incorrect 
reporting by the EP of QDCs and denominator codes for the measure.   

We are finding fewer of these types of errors in submissions in 2008, and we believe with 
additional education and outreach efforts to help EPs meet the specifications the number of 
errors will continue to decline.   

However, we have identified situations where EPs attempted to submit appropriate diagnosis 
and/or procedure codes on the claim, but claims handling procedures by the carriers/MACs or 
submission error by the submitters’ clearinghouses or billing software impacted how those codes 
were processed.  Because of those processing rules and billing errors, the EPs did not receive 
credit for reporting the measure correctly as part of their PQRI submission, so while they did get 
paid for the service, they may not have qualified for an incentive payment.   

For example, we found cases that involved splitting of claims principally by physician billing 
software and clearinghouses before the claims were received by the carriers/MACs as well as 
split claims by the carriers/MACs.  Claims that were split separated the procedure codes from the 
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QDCs, so these claims were not counted toward satisfactory PQRI reporting.  In another 
example, diagnosis codes were required under PQRI to be directly associated on the claim with 
the specific QDC submitted.  In some cases the diagnosis code was present on the claim but not 
on the same line item as the QDC.  These claims were also not counted toward satisfactory PQRI 
reporting. 

As a result of our analysis of the split claims, diagnosis submission issues and claims involving 
DME items, and their impact on the QDC reporting analysis, we have identified modifications 
we can make to the analytic programs and algorithms we believe will address these specific 
claims processing procedure issues.  We will rejoin split claims as appropriate, include all 
diagnosis codes on the claim in the analysis, and check for the appearance of duplicate claims.  
These changes will be applied to 2008 quality data submissions so these factors will not 
adversely affect satisfactory reporting for 2008. 

We are also applying all modifications to the analytics for 2008 to the 2007 submissions and 
will rerun the 2007 analysis.  We expect that additional EPs will qualify for an incentive 
payment for both 2007 and 2008 based on this effort.  We anticipate that these new analyses and 
any associated incentive payments for both 2007 and 2008 will be completed and paid by the fall 
of 2009 based on the need for an additional three months to program the modified analytics that 
will be used for analyzing the data. 

Feedback Reports 
CMS received concerns about feedback reports being difficult to access or complicated to 
understand. Others have asked for more frequent reports. 

We are required to meet government-wide security requirements to provide online access to 
reports. We are investigating other avenues to help EPs access the reports, but we do not expect 
to make any changes that will impact those physicians and professionals who have already 
established security accounts.   

As to the substance of the reports, some professionals found the reports contained too much 
information.  In response to these comments we will simplify the reports.  We plan to list only 
measures that the EP actually submits.  We will also provide more detailed information to help 
submitters understand the analysis of the data they submit. 

We agree that more frequent and up-to-date reports would be helpful; however, we face certain 
practical limitations that make it difficult to achieve that goal.  After a reporting period closes, 
there is a time lag to allow for claims submission to be completed.  Nevertheless, we believe that 
we can provide aggregate information to professionals on a measure-specific basis that will 
identify key issues for particular measures.  Where possible, we will provide information about 
reporting errors. 

2008 Education and Outreach 
CMS recognizes the need for continued extensive provider and professional education around 
requirements for satisfactory reporting of quality data for PQRI.  This includes additional 
education based on lessons learned from the 2007 PQRI.    
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In 2008, we conducted extensive education and outreach with professionals both at the national 
and local level.  These activities included: 
•	 Conducting 6 National Provider Calls between April and September 2008 on such topics 

as the 2008 reporting options, the measures groups new for 2008, how to access the 2007 
feedback reports, and the new Medicare Improvement for Patients and Providers Act of 
2007 provisions for PQRI and electronic prescribing.  We also responded to questions 
from participants on these calls.  The calls were very well attended with over 1,000 and 
for some calls, over 1,700 active participant lines.  

•	 Conducting five Special PQRI Open Door Forums which were co-hosted by specialty 
associations and were targeted toward helping their specific constituents participate in 
PQRI. These specialty societies included the American Academy of Family Physicians, 
the American College of Physicians, the American Academy of Ophthalmology, the 
American Gastroenterological Association Institute, and the American Optometric 
Association. 

•	 Developing and posting a variety of educational materials on CMS’s PQRI-dedicated 
website to assist EPs in participating in the program.  These materials included: 

o	 Presentation materials from National Provider Calls and Special PQRI Open Door 
Forums; 

o	 “The 2008 PQRI Initiative: Establishment of Alternative Reporting Periods and 
Reporting Option,” which outlined the new alternative reporting periods and 
alternative criteria for satisfactorily reporting quality measures for 2009; 

o	 “The 2008 PQRI Registry Requirements for Submission under the New Reporting 
Options,” which described the requirements registries would have to meet to be 
qualified for the 2008 program; 

o	 “2008 PQRI Data Collection Worksheets,” which provided worksheets for EPs to 
use to help them with the data collection needed for reporting the measures; 

o	 “2008 Measures Specifications Document,” which outlined what information to 
submit on the claim for each measure; 

o	 “2008 PQRI Reporting Options Fact Sheet”; 
o	 “2008 PQRI Reporting Options Quick Reference Guide”; 
o	 “Getting Started with 2008 Measures Groups Guide”; 
o	 “2008 PQRI Claims-Based Measures Groups Specification Handbook”; 
o	 “2008 PQRI Patient Level Measures Reference List”; 
o	 “PQRI Made Simple for Reporting the Prevention Measures Group”; 
o	 “2008 PQRI Test Measures Specifications and Test Measures Release Notes”; 
o	 List of Registries that qualified for 2008 PQRI that professionals could authorize 

to submit PQRI data on their behalf; 
o	 Reporting specifications for a set of measures that can be reported through an 

Electronic Health Record; 
o	 MLN Matters Articles on 2008 alternative reporting periods and reporting criteria 

and steps for accessing the 2007 feedback reports; and 
o	 A “Guide to Understanding the 2007 Feedback Reports.” 
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•	 Updating the Frequently Asked Questions on the PQRI website and adding additional 
questions specific for the 2008 program. 

•	 Developing and distributing two press releases, one drop-in article and more than 20 
ListServ messages about the 2008 PQRI program to associations for distribution to their 
membership.  

•	 Conducting over 70 speaking engagements through Regional Office Medical Officers and 
Central Office staff with a variety of local medical societies as well as at larger regional 
and national conferences. 

Moving forward, CMS has put together an education and outreach plan that will allow EPs and 
their staffs to easily obtain information about the PQRI program.  For the 2009 program, we will 
again: 
•	 Conduct monthly National Provider Calls that focus on important topics for reporting 

PQRI measures for the 2009 programs; 

•	 Update and expand the frequently asked questions available on CMS’s PQRI website at 
www.cms.hhs.gov/PQRI; 

•	 Post the updated measure specifications for those measures to be used in the 2009 

program; 


•	 Develop and post updated tip sheets and fact sheets for the 2009 program to assist EPs in 
reporting quality data to CMS by the claims-based system or through qualified registries; 

•	 Conduct more educational sessions with the carriers/MAC contractors; 

•	 Continue to provide speakers at local, regional, and national conferences on PQRI topics.  
CMS regional office staff will also continue to be a resource to EPs in providing 
assistance and in providing education and outreach activities at the local level; 

•	 Develop a web-based education course on PQRI and the Electronic Prescribing incentive 
that offers continuing medical education credit to EPs (a new activity for 2009); 

•	 Actively partner with the American College of Physicians and the American Academy of 
Family Physicians to conduct and develop additional education and outreach 
materials/activities to increase participation in PQRI; and    

•	 Widely share information learned from the 2007 program experience.  

New Reporting Options for 2008 
CMS has established new reporting options making it easier for EPs to participate in PQRI for 
2008. The Medicare, Medicaid, and SCHIP Extension Act of 2007 required CMS to establish 
alternative reporting periods and alternative criteria for satisfactorily reporting measures groups 
and for satisfactorily reporting through registry-based reporting.  These new options give the 
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PQRI program flexibility by establishing alternative mechanisms for reporting quality data, 
which will provide more ways for EPs to qualify for an incentive payment.   

For 2008 there are nine options that EPs can choose from to participate in PQRI and potentially 
earn an incentive. The options include three that are claims based and six that are registry based.  
Those EPs that want to participate in PQRI can choose to report quality measures via claims in 
the standard way (one to three individual measures on 80 percent of their patients) for the 12 
month 2008 reporting year, or they can report one measures group on 15 consecutive patients or 
on 80 percent of their eligible patients for the six month reporting period July 1 to December 31, 
2008. For 2009, CMS is seeking additional registries for submission of 2009 PQRI data on 
behalf of eligible professionals. More information can be found at www.cms.hhs.gov/pqri. 

EPs may choose to report data on quality measures through a medical registry, and these 
registries will then report that data to CMS.  Those EPs who choose to report through a registry 
can report a minimum of three individual measures on 80 percent of applicable patients for either 
the full-year or the half-year reporting period or they can select to report one measures group on 
30 consecutive patients for the full-year reporting period or 15 consecutive patients for the half-
year reporting period to qualify for an incentive payment.  CMS has reviewed and approved 32 
existing registries as “qualified” for 2008 PQRI reporting and will increase the number of 
registries as more apply and/or become available. Many providers are already reporting to 
registries and utilizing that reporting process will avoid redundancy as well as avoiding some of 
the potential barriers encountered heretofore in claims reporting. 

During 2008 several National Provider calls and special PQRI Open Door Forums were held 
with providers describing these new reporting options and answering questions related to these 
options. Detailed information about these reporting options is available at 
www.cms.hhs.gov/PQRI.  Also on our PQRI website are a variety of tip sheets and fact sheets 
that provide more information on how to report measures groups and how to report through 
medical registries. 

In addition, CMS is testing the submission of quality data through electronic health records and 
anticipates proposing this as another option for reporting quality data to CMS for the 2010 PQRI 
reporting year. Over the next several years, CMS intends to work with physicians and other 
health care professionals, vendors, specialty societies, and others to migrate from claims-based 
reporting to electronic reporting, which, in combination with registry reporting, will increase the 
efficiency, accuracy and timeliness of data collection and use. 

Medicare is rapidly transforming from a passive payer into an active purchaser of high-quality 
care by linking payment to the value of care provided.  PQRI is an important first step toward 
establishing a value-based purchasing program for physicians.  PQRI participation rates should 
increase over time, much like participation rates for the Medicare participating physician 
program, which began in 1984.  Participating physicians voluntarily sign agreements to accept 
assignment for services furnished during the following year.  Physicians who sign participation 
agreements receive a 5 percent payment differential.  Initially, about 30 percent of physicians 
signed participation agreements, but the number increased to about 90 percent by the mid-1990s 
and was at 95 percent in 2007. 

2007 PQRI Reporting Experience 22 



 
      

 
 

 
 

 

 
 

 

  
   

  

                  

  
 

  

 

 
 

 
 

 

 
 

A
ppen

dix 1
: Exam

ple of C
M

S 1
5

0
0

 
This is an exam

ple of an individual N
P

I reporting on a single C
M

S 1500 claim
. S

ee http://w
w

w
.cm

s.hhs.gov/m
anuals/dow

nloads/clm
104c26.pdf for m

ore inform
ation. 

D
iabetes M

ellitus 

C
A

D
 

U
I A

ssessed–PQ
R

I #48 

C
A

D
–PQ

R
I #6 

B
P<130 m

m
H

g–PQ
R

I #3 

A
N

D
    

D
M

–PQ
R

I #2 

B
P< 80 m

m
H

g–PQ
R

I #3 

24D
. Procedures, Services, or 

Supplies – C
PT/H

C
PC

S, 
M

odifier as needed 

24E. D
iagnosis Pointer – 

Enter only one reference 
num

ber per line item
. 

For group 
billing, the 
N

PI of the 
perform

ing 
practitioner 

m
ust be 

placed on 
the line item

 
in 24J 

21. R
eview

 applicable PQ
R

I m
easures related 

to AN
Y diagnosis (D

x) listed in Item
 21. U

p to 
8 D

x m
ay be entered on electronic claim

s &
 

up to 4 D
X on the C

M
S-1500 form

. 

Identifies 
claim

 
line-item

 

Q
D

C
 codes m

ust be subm
itted w

ith a 
line-item

 charge of $0.00 or a nom
inal 

am
ount. C

harge field cannot be blank. 

Enter eligible
professional

N
PI here 

The patient w
as seen for an office visit (99213). The provider is reporting several m

easures related to diabetes, coronary artery disease (C
A

D
), and urinary 

incontinence: 
•	 

M
easure #2 (LD

L-C
) w

ith Q
D

C
 3048F + diabetes line-item

 diagnosis (24E
 points to D

X 250.00 in Item
 21); 

•	 
M

easure #3 (B
P

 in D
iabetes) w

ith Q
D

C
s 3074F + 3078F + diabetes line-item

 diagnosis (24E
 points to D

x 250.00 in Item
 21); 

•	 
M

easure #6 (C
A

D
) w

ith Q
D

C
 4011F + C

A
D

 line-item
 diagnosis (24E

 points to D
x 414.00 in Item

 21); and 
•	 

M
easure #48 (A

ssessm
ent (U

rinary Incontinence) w
ith Q

D
C

 1090F. For PQ
R

I, there is no specific diagnosis associated w
ith this m

easure. P
oint to the 

appropriate diagnosis for the encounter or allow
 your system

 to default to Item
 21, Field 1. 

•	 

N
ote: If tw

o or m
ore diagnoses are required for P

Q
R

I, point to only one diagnosis in Item
 21 per line-item

. R
eport the second diagnosis on the next line. 

•	 

N
PI placem

ent: W
hen a G

roup bills, the N
P

I of the perform
ing practitioner m

ust be placed in 24J for each line item
 including the Q

D
C

 lines, in order for that N
P

I to 
receive credit for the m

easure.  For solo practitioners, the N
P

I only needs to be placed in 33a as usual. 
•	 

The Tax ID
 associated w

ith the N
P

I(s) on this claim
 is show

n in Item
 25. 



Appendix 2: Quality-Data Code Submission Error and QDC Only 

Claims Ad Hoc Report
 

2007 Physician Quality Reporting Initiative
 
Report Date: October 9, 2008 

Quality Data Code Submission Error Report by Measure 
This report displays the following information: 

Number of Quality Data Code (QDC) submissions for a measure whether or not the QDC submission was valid and 

appropriate 

Number of valid and appropriate QDC submissions for a measure (# Accepted).
 
Number of QDC submissions that were not accepted due to not meeting the gender requirements for the measure 

Number of QDC submissions that were not accepted due to not meeting the age requirements for the measure (Age).
 
Number of invalid QDC submissions resulting from an incorrect HCPCS code (Incorrect HCPCS).
 
Number of invalid QDC submissions resulting from an incorrect diagnosis code on the claim (Incorrect DX).
 
Number of invalid QDC submissions resulting from a combination of incorrect HCPCS code and incorrect diagnosis code 

(Incorrect HCPCS and DX).
 
Number of invalid QDC submissions due to a missing qualifying denominator code since all lines were QDCs (Only QDC 

Number of invalid QDC submissions due to a missing qualifying denominator code since all lines were QDCs and the 

diagnosis codes were incorrect (Only QDC on Claim and Incorr DX).
 
Number of QDC submission attempts (whether or not valid and appropriate) where the rendering NPI was missing (NPI 

Problem - QDC no NPI).
 

Analytic Information: 
A QDC submission attempt may be counted for age, gender, and one of the following: Incorrect HCPCS, Incorrect DX, 
Incorrect HCPCS and DX, Only QDC on Claim, and Only QDC and Incorrect DX (i.e. a submission attempt may be 
counted for age, gender, and incorrect DX). 

Findings: 
12.15% (1,711,975) of QDC submission attempts were associated with a missing NPI
 
18.89% (2,662,023) of QDC submission attempts occurred with an incorrect HCPCS code.
 
13.93% (1,963,196) of QDC submission attempts occurred with an incorrect DX code.
 
7.24% (1,019,422) of QDC submission attempts occurred with both an incorrect HCPCS code and incorrect DX code.
 
4.97% (700,201) of QDC submission attempts occurred on claims where all line items were only QDCs.
 
was incorrect. 

Quality Data Code Only Report by Measure 
This report displays the following information: 

Number of Quality Data Code (QDC) submissions for a measure whether or not the QDC submission was valid and 

Number of invalid QDC submissions due to a missing qualifying denominator code since all lines on the associated claim 

were QDCs. These are referred to as Orphan QDCs (# Reports on QDC Only Claims).
 
Number of attempted submissions associated with QDC only claims where the denominator HCPCS code for the measure 

was on a different claim for the same TIN, NPI, beneficiary, date of service (# Denom on Different Claim).
 
Number of attempted submissions associated with QDC only claims where the first 14 digits of the ICN and 

bene_clm_num_equate match the claim containing the denominator HCPCS code for the measure with the same TIN, 

NPI, beneficiary, date of service. These might have been rejoined claims if the number of lines were not set at 13 (# 


Findings: 
6.28% (884,720) of all submission attempts were invalid since the QDCs were associated with QDC only claims. 
32.82% (290,357) of the invalid attempts due to orphan QDCs have an associated denominator code on another claim 
with the same TIN, NPI, beneficiary, date of service. 
2.37% (20,987) of invalid attempts due to an orphan QDC would have had a matching denominator instance on the same 
claim if less than 13 lines would have been used for rejoining split claims. These account for 0.15% of all QDC submission 
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78.30%
 

0 
0.00%

 
72 

0.01%
 

122,937 
18.72%

 
. 

. 
19,595 

2.98%
 

. 
33,621 

5.12%
 

#45 D
iscontinuation of P

rophylactic 
A

ntibiotics 
92,284 

38,272 
41.47%

 
0 

0.00%
 

6 
0.01%

 
49,292 

53.41%
 

. 
. 

4,718 
5.11%

 
. 

6,721 
7.28%

 
P

haryngitis 

#66 A
ppropriate Testing for C

hildren 
43 

0 
0.00%

 
0 

0.00%
 

42 
97.67%

 
. 

20 
46.51%

 
14 

32.56%
 

. 
6 

13.95%
 

3 
6.98%

 
P

neum
onia 

#56 V
ital S

igns for C
om

m
unity-

A
cquired B

acterial P
neum

onia 
133,991 

102,078 
76.18%

 
0 

0.00%
 

4 
0.00%

 
7,801 

5.82%
 

2,353 
1.76%

 
17,989 

13.43%
 

3,325 
2.48%

 
445 

0.33%
 

9,207 
6.87%

 
#57 A

ssessm
ent of O

xygen S
aturation 

for C
om

m
unity-A

cquired B
acterial 

P
neum

onia 
179,396 

130,387 
72.68%

 
0 

0.00%
 

7 
0.00%

 
9,553 

5.33%
 

19,552 
10.90%

 
15,401 

8.58%
 

3,857 
2.15%

 
644 

0.36%
 

20,254 
11.29%

 
#58 A

ssessm
ent of M

ental S
tatus for 

C
om

m
unity-A

cquired B
acterial 

P
neum

onia 
126,179 

90,977 
72.10%

 
0 

0.00%
 

5 
0.00%

 
7,448 

5.90%
 

565 
0.45%

 
23,948 

18.98%
 

2,861 
2.27%

 
380 

0.30%
 

18,983 
15.04%

 

#59 E
m

piric A
ntibiotic for C

om
m

unity-
A

cquired B
acterial P

neum
onia 

97,786 
75,437 

77.14%
 

0 
0.00%

 
3 

0.00%
 

4,869 
4.98%

 
13,513 

13.82%
 

775 
0.79%

 
2,880 

2.95%
 

309 
0.32%

 
7,102 

7.26%
 

R
adiation Therapy (R

T) 
#74 R

T R
ecom

m
ended for Invasive 

B
reast C

a P
atients w

ith B
reast 

C
onserving S

urgery 
8,464 

1,308 
15.45%

 
125 

1.48%
 

4,302 
50.83%

 
4,922 

58.15%
 

87 
1.03%

 
519 

6.13%
 

632 
7.47%

 
51 

0.60%
 

619 
7.31%

 
R

etinopathy 
#18 D

iabetic R
etinopathy: 

D
ocum

entation of P
resence or 

A
bsence of M

acular E
dem

a and Level 
of S

everity of R
etinopathy 

180,296 
98,498 

54.63%
 

0 
0.00%

 
0 

0.00%
 

12,663 
7.02%

 
. 

59,949 
33.25%

 
5,669 

3.14%
 

3,517 
1.95%

 
28,184 

15.63%
 

#19 D
iabetic R

etinopathy: 
C

om
m

unication w
ith the P

hysician 
M

anaging O
ngoing D

iabetes C
are 

246,935 
104,842 

42.46%
 

0 
0.00%

 
1 

0.00%
 

15,407 
6.24%

 
103,720 

42.00%
 

7,012 
2.84%

 
9,512 

3.85%
 

6,442 
2.61%

 
36,741 

14.88%
 

S
troke and S

troke R
ehabilitation 

#31 D
V

T P
rophylaxis for Ischem

ic 
S

troke or Intracranial H
em

orrhage 
6,419 

3,442 
53.62%

 
0 

0.00%
 

1 
0.02%

 
642 

10.00%
 

256 
3.99%

 
1,545 

24.07%
 

424 
6.61%

 
110 

1.71%
 

341 
5.31%

 
#32 D

ischarged on A
ntiplatelet 

Therapy 
8,428 

4,939 
58.60%

 
0 

0.00%
 

0 
0.00%

 
1,101 

13.06%
 

742 
8.80%

 
1,037 

12.30%
 

486 
5.77%

 
123 

1.46%
 

1,100 
13.05%

 
#33 A

nticoagulant Therapy P
rescribed 

for A
fib at D

ischarge 
2,531 

61 
2.41%

 
0 

0.00%
 

0 
0.00%

 
1,696 

67.01%
 

251 
9.92%

 
348 

13.75%
 

129 
5.10%

 
46 

1.82%
 

127 
5.02%

 
#34 t-P

A
 C

onsidered 
5,587 

2,667 
47.74%

 
0 

0.00%
 

1 
0.02%

 
1,055 

18.88%
 

217 
3.88%

 
1,301 

23.29%
 

249 
4.46%

 
98 

1.75%
 

452 
8.09%

 
#35 S

creening for D
ysphagia 

5,151 
2,590 

50.28%
 

0 
0.00%

 
0 

0.00%
 

634 
12.31%

 
982 

19.06%
 

471 
9.14%

 
367 

7.12%
 

107 
2.08%

 
291 

5.65%
 

#36 C
onsideration of R

ehabilitation 
S

ervices 
6,217 

3,252 
52.31%

 
0 

0.00%
 

1 
0.02%

 
1,056 

16.99%
 

742 
11.94%

 
737 

11.85%
 

341 
5.48%

 
88 

1.42%
 

379 
6.10%

 
S

yncope 



M
easure 

Q
D

C
 O

ccurrences 
Q

D
C

 Exceptions 

# R
eported

a 
# A

ccepted
b 

%
 A

ccepted 

D
enom

inator M
ism

atches 
N

PI Problem
 

G
ender 

A
ge 

Incorrect H
C

PC
S 

Incorrect D
X 

Incorr H
C

PC
S and D

X 
O

nly Q
D

C
 on C

laim
 

O
nly Q

D
C

 and Incorr D
X 

Q
D

C
 N

o N
PI 

# 
%

 
# 

%
 

# 
%

 
# 

%
 

# 
%

 
# 

%
 

# 
%

 
# 

%
 

#55 E
C

G
 P

erform
ed for S

yncope 
588,789 

110,582 
18.78%

 
0 

0.00%
 

94,841 
16.11%

 
1,463 

0.25%
 

452,931 
76.93%

 
10,706 

1.82%
 

2,063 
0.35%

 
7,247 

1.23%
 

77,251 
13.12%

 
U

pper R
espiratory Infection 

#65 A
ppropriate Treatm

ent for C
hildren 

28 
1 

3.57%
 

0 
0.00%

 
27 

96.43%
 

2 
7.14%

 
. 

21 
75.00%

 
1 

3.57%
 

3 
10.71%

 
2 

7.14%
 

U
rinary Incontinence 

#48 A
ssessm

ent of P
resence or 

A
bsence of U

I in W
om

en A
ged 65 

Y
ears and O

lder 
114,520 

71,976 
62.85%

 
4,154 

3.63%
 

3,897 
3.40%

 
28,406 

24.80%
 

. 
. 

11,027 
9.63%

 
. 

48,317 
42.19%

 
#49 C

haracterization of U
I in W

om
en 

A
ged 65 Y

ears and O
lder 

35,624 
15,526 

43.58%
 

500 
1.40%

 
1,073 

3.01%
 

2,137 
6.00%

 
11,725 

32.91%
 

3,954 
11.10%

 
875 

2.46%
 

925 
2.60%

 
3,820 

10.72%
 

#50 P
lan of C

are for U
I in W

om
en 

A
ged 65 Y

ears and O
lder 

33,802 
15,229 

45.05%
 

417 
1.23%

 
1,000 

2.96%
 

2,868 
8.48%

 
707 

2.09%
 

13,063 
38.65%

 
898 

2.66%
 

986 
2.92%

 
3,465 

10.25%
 

TO
TA

L 
14,089,837 

7,266,783 
51.57%

 
22,424 

0.16%
 

843,689 
5.99%

 
2,662,023 

18.89%
 

1,963,196 
13.93%

 
1,019,422 

7.24%
 

700,201 
4.97%

 
184,519 

1.31%
 

1,711,975 
12.15%

 

a A
n occurrence of a Q

uality-D
ata C

ode (Q
D

C
) on a claim

 – not necessarily a valid or appropriate use of Q
uality-D

ata C
ode. 

b Q
uality-D

ata C
ode A

ccepted = a valid P
Q

R
I code, used appropriately for a m

easure. 
c Total # of diagnosis or procedure errors including denom

inator m
ism

atches for gender and age. 
N

ote: M
C

M
P

 and P
G

P
 pilot program

 participants are excluded from
 these reports (based on the final 2007 pilot participant list from

 O
R

D
I). 



Quality Data Code Only Claims Ad Hoc Report
 

Final PQRI 2007 Report Includes Data from the July 2007 through 

February 2008 TAP Files
 

Measure # QDC Reported 

# Reports 
on QDC 
Only Claims 

% of QDCs 
Reported 

# Denom on 
Different 
Claim 

% of QDC 
Only Claims 

# Matches 
Denom and 
QDC Only 

% of QDC 
Only Claims 

Advance Care 
#47 Advance Care Plan 630,138 34,319 5.45% 18,412 53.65% 953 2.78% 
Asthma 
#53 Pharmacologic Therapy 7,344 312 4.25% 87 27.88% 39 12.50% 
#64 Asthma Assessment 2,510 132 5.26% 71 53.79% 19 14.39% 
Breast Cancer 
#71 Hormonal Therapy for Stage IC-III, 
ER/PR Positive Breast Ca 74,360 4,585 6.17% 3,249 70.86% 54 1.18% 
CABG 
#43 Use of IMA in CABG Surgery 22,738 787 3.46% 720 91.49% 192 24.40% 
#44 Pre-Operative Beta-Blocker in 
Isolated CABG Surgery 15,507 598 3.86% 533 89.13% 126 21.07% 
Cataracts 
#15 Assessment of Visual Functional 
Status 754,521 40,411 5.36% 19,706 48.76% 397 0.98% 
#16 Doc of Pre-Surgical Axial Length, 
Corneal Power Measurement and 
Method of Intraocular Lens Power 
Calculation 295,505 22,376 7.57% 15,545 69.47% 309 1.38% 
#17 Pre-Surgical Dilated Fundus 
Evaluation 285,165 20,766 7.28% 13,774 66.33% 297 1.43% 
Chemotherapy 
#73 Plan Documented Before 
Chemotherapy Administered 79,791 6,720 8.42% 2,076 30.89% 47 0.70% 
Chest Pain 
#54 ECG Performed for Non-Traumatic 
Chest Pain 588,443 9,310 1.58% 3,332 35.79% 272 2.92% 
Colon Cancer 
#72 Chemotherapy for Stage III 18,566 1,067 5.75% 584 54.73% 29 2.72% 
Chronic Obstructive Pulmonary 
Disease (COPD) 
#51 Spirometry 65,661 5,799 8.83% 3,290 56.73% 140 2.41% 
#52 Bronchodilator Therapy 66,086 8,352 12.64% 2,926 35.03% 128 1.53% 
Coronary Artery Disease 
#6 Oral Antiplatelet Therapy 
Prescribed for Patients with CAD 743,119 47,699 6.42% 20,960 43.94% 449 0.94% 
#7 Beta-Blocker Therapy for CAD 
Patients with Prior MI 328,623 24,089 7.33% 838 3.48% 6 0.02% 
Depression 
#9 Antidepressant Meds During Acute 
Phase for Patients with New Episode 
of Major Depression 9,577 631 6.59% 63 9.98% 4 0.63% 
Diabetes 
#1 Hemoglobin A1c - Poor Control 506,547 38,989 7.70% 15,102 38.73% 3,495 8.96% 
#2 LDL Control 476,217 37,027 7.78% 15,208 41.07% 3,070 8.29% 
#3 High Blood Pressure Control 778,182 87,751 11.28% 18,398 20.97% 2,601 2.96% 
ESRD 
#37 Dialysis Dose 88,722 16,652 18.77% 964 5.79% 23 0.14% 



Measure # QDC Reported 

# Reports 
on QDC 
Only Claims 

% of QDCs 
Reported 

# Denom on 
Different 
Claim 

% of QDC 
Only Claims 

# Matches 
Denom and 
QDC Only 

% of QDC 
Only Claims 

#38 Hematocrit Level 91,438 16,787 18.36% 973 5.80% 23 0.14% 
Fall Risk 
#4 Screening for Future Fall Risk 415,641 32,227 7.75% 22,555 69.99% 3,967 12.31% 
GERD 

#60 Assessment for Alarm Symptoms 45,722 2,983 6.52% 787 26.38% 39 1.31% 
#61 Upper Endoscopy for Patients with 
Alarm Symptoms 49,825 3,436 6.90% 803 23.37% 40 1.16% 

#62 Biopsy for Barrett's Esophagus 16,206 768 4.74% 225 29.30% 8 1.04% 
#63 Barium Swallow - Inappropriate 
Use 22,189 1,469 6.62% 520 35.40% 26 1.77% 
Primary Open Angle Glaucoma 
#12 Optic Nerve Evaluation 643,317 40,054 6.23% 24,769 61.84% 463 1.16% 
Heart Failure 
#5 ACE Inhibitor or ARB Therapy for 
LVSD 274,238 31,472 11.48% 2,951 9.38% 94 0.30% 
#8 Beta-Blocker Therapy for LVSD 463,334 45,220 9.76% 3,017 6.67% 88 0.19% 
Imaging Stroke 
#10 CT or MRI Reports 97,436 11,258 11.55% 4,209 37.39% 175 1.55% 
#11 Carotid Imaging Reports 28,644 2,230 7.79% 1,182 53.00% 57 2.56% 

Chronic Lymphocytic Leukemia (CLL) 
#70 Baseline Flow Cytometry 9,453 355 3.76% 203 57.18% 8 2.25% 
Macular Degeneration 

#13 Age-Related Eye Disease Study 
(AREDS) Prescribed/Recommended 355,706 17,245 4.85% 8,260 47.90% 216 1.25% 
#14 Dilated Macular Examination 398,126 18,913 4.75% 9,422 49.82% 220 1.16% 
Myelodysplastic Syndrome (MDS) and 
Acute Leukemias 
#67 Baseline Cytogenetic Tesing 
Performed on Bone Marrow 11,800 538 4.56% 278 51.67% 13 2.42% 
#68 Documentation of Iron Stores in 
Patients Receiving Erythropoietin 
Therapy 12,182 949 7.79% 335 35.30% 8 0.84% 
Medication Reconciliation 
#46 Medication Reconciliation 41,001 1,232 3.00% 747 60.63% 167 13.56% 
Melanoma 
#25 Patient Medical History 36,501 2,886 7.91% 657 22.77% 58 2.01% 
#26 Complete Physical Skin 
Examination 36,465 3,073 8.43% 668 21.74% 54 1.76% 

#27 Counseling on Self-Examination 35,287 3,295 9.34% 746 22.64% 32 0.97% 
Multiple Myeloma 

#69 Treatment with Bisphosphonates 8,478 409 4.82% 213 52.08% 6 1.47% 
Myocardial Infarction 
#28 Aspirin at Arrival 19,424 362 1.86% 127 35.08% 9 2.49% 
#29 Beta-Blocker at Time of Arrival 6,764 174 2.57% 46 26.44% 3 1.72% 
Osteoporosis 
#24 Osteoporosis: Communication with 
the Physician Managing Ongoing Care 
Post Fracture 7,208 1,512 20.98% 82 5.42% 2 0.13% 



Measure # QDC Reported 

# Reports 
on QDC 
Only Claims 

% of QDCs 
Reported 

# Denom on 
Different 
Claim 

% of QDC 
Only Claims 

# Matches 
Denom and 
QDC Only 

% of QDC 
Only Claims 

#39 Screening or Therapy for 
Osteoporosis for Women Aged 65 
Years and Older 325,077 35,922 11.05% 18,256 50.82% 766 2.13% 
#40 Osteoporosis: Management 
Following Fracture 466,489 35,926 7.70% 92 0.26% 6 0.02% 
#41 Osteoporosis: Pharmacologic 
Therapy 127,981 10,204 7.97% 519 5.09% 18 0.18% 
#42 Counseling for Vitamin D, Calcium 
Intake, and Exercise 91,905 9,806 10.67% 464 4.73% 12 0.12% 
Perioperative Care 
#20 Timing of Antibiotic Prophylaxis -
Ordering Physician 1,316,544 39,626 3.01% 3,552 8.96% 298 0.75% 
#21 Selection of Prophylactic Antibiotic 
- First OR Second Generation 
Cephalosporin 96,107 4,069 4.23% 3,008 73.92% 205 5.04% 

#22 Discontinuation of Prophylactic 
Antibiotics (Non-Cardiac Procedures) 105,235 6,911 6.57% 2,907 42.06% 185 2.68% 
#23 VTE Prophylaxis 67,513 3,601 5.33% 2,316 64.32% 90 2.50% 
#30 Timing of Prophylactic Antibiotic -
Administering Physician 656,809 19,595 2.98% 0.00% 0.00% 
#45 Discontinuation of Prophylactic 
Antibiotics 92,284 4,718 5.11% 1,080 22.89% 81 1.72% 
Pharyngitis 

#66 Appropriate Testing for Children 43 6 13.95% 0.00% 0.00% 
Pneumonia 
#56 Vital Signs for Community-
Acquired Bacterial Pneumonia 133,991 3,770 2.81% 1,136 30.13% 114 3.02% 
#57 Assessment of Oxygen Saturation 
for Community-Acquired Bacterial 
Pneumonia 179,396 4,501 2.51% 1,292 28.70% 96 2.13% 
#58 Assessment of Mental Status for 
Community-Acquired Bacterial 
Pneumonia 126,179 3,241 2.57% 945 29.16% 80 2.47% 

#59 Empiric Antibiotic for Community-
Acquired Bacterial Pneumonia 97,786 3,189 3.26% 1,085 34.02% 41 1.29% 
Radiation Therapy (RT) 
#74 RT Recommended for Invasive 
Breast Ca Patients with Breast 
Conserving Surgery 8,464 683 8.07% 218 31.92% 10 1.46% 
Retinopathy 
#18 Diabetic Retinopathy: 
Documentation of Presence or 
Absence of Macular Edema and Level 
of Severity of Retinopathy 180,296 9,186 5.09% 2,740 29.83% 100 1.09% 
#19 Diabetic Retinopathy: 
Communication with the Physician 
Managing Ongoing Diabetes Care 246,935 15,954 6.46% 3,190 19.99% 111 0.70% 
Stroke and Stroke Rehabilitation 
#31 DVT Prophylaxis for Ischemic 
Stroke or Intracranial Hemorrhage 6,419 534 8.32% 210 39.33% 9 1.69% 
#32 Discharged on Antiplatelet 
Therapy 8,428 609 7.23% 262 43.02% 6 0.99% 
#33 Anticoagulant Therapy Prescribed 
for Afib at Discharge 2,531 175 6.91% 70 40.00% 18 10.29% 



Measure # QDC Reported 

# Reports 
on QDC 
Only Claims 

% of QDCs 
Reported 

# Denom on 
Different 
Claim 

% of QDC 
Only Claims 

# Matches 
Denom and 
QDC Only 

% of QDC 
Only Claims 

#34 t-PA Considered 5,587 347 6.21% 144 41.50% 8 2.31% 
#35 Screening for Dysphagia 5,151 474 9.20% 181 38.19% 5 1.05% 
#36 Consideration of Rehabilitation 
Services 6,217 429 6.90% 202 47.09% 6 1.40% 
Syncope 
#55 ECG Performed for Syncope 588,789 9,310 1.58% 1,030 11.06% 71 0.76% 
Upper Respiratory Infection 

#65 Appropriate Treatment for Children 28 4 14.29% 1 25.00% 0.00% 
Urinary Incontinence 
#48 Assessment of Presence or 
Absence of UI in Women Aged 65 
Years and Older 114,520 11,027 9.63% 5,183 47.00% 198 1.80% 
#49 Characterization of UI in Women 
Aged 65 Years and Older 35,624 1,800 5.05% 316 17.56% 17 0.94% 
#50 Plan of Care for UI in Women 
Aged 65 Years and Older 33,802 1,884 5.57% 345 18.31% 10 0.53% 
TOTAL 14,089,837 884,720 6.28% 290,357 32.82% 20,987 2.37% 




