NQS MEASURE HIGH PRIORITY  DATA SUBMIS-
UALITY ID MEASURE NAME MEASURE DESCRIPTION PERFORMANCE MET CODES EXCLUSION CODES PERFORMANCE NOT MET CODES
Q DOMAIN TYPE MEASURE SION METHOD
) Percentage of patients aged 18 years and older with a diagnosis of primary open-angle . . . . . . . .
Primary Open-Angle Glaucoma : ; A i Ot . 2027F-1P - Documentation of medical reason(s) for not performing an optic nerve 2027F-8P - Optic nerve head evaluation was not Effective Claims, EHR,
12 (POAG): Optic Nerve Evaluation \%ilsittjg?lvrﬂﬁiﬁlPi)zA(rsgov;/]rtlﬁshave an optic nerve head evaluation during one or more office 2027F - Optic nerve head evaluation performed head evaluation performed, reason not otherwise specified Clinical Care Process No Registry
Ade-Related Macular Degener- Percentage of patients aged 50 years and older with a diagnosis of age-related macular 2019-1P - Documentation of medical reason(s) for not performing a dilated macular
14 atgion (AMD): Dilated Mac%ular degeneration (AMD) who had a dilated macular examination performed which included 2019F - Dilated macular exam performed, including documentation of the presence or absence examination 2019-8P - Dilated macular exam was not performed, Effective B eSS No Claims. Registr
Examination- documentation of the presence or absence of macular thickening or hemorrhage AND the of macular thickening or hemorrhage AND the level of macular degeneration severity OR 2019F-2P - Documentation of patient reason(s) for not performing a dilated macular reason not otherwise specified Clinical Care » Registry
level of macular degeneration severity during one or more office visits within 12 months examination
G8398 - Dilated macular or fundus exam not performed . .
OR 5010F-1P - Documentation of medical reason(s) for not communicating the findings ggéo:gz(;;'r’:ﬂ'gézg dd{fiﬁg gqr?ycslijcl:?z;r?:)];ugtﬂlg exam
CEined ’ ’ . of the dilated macular or fundus exam to the physician or other qualified health care . . .
Diabetic Retinopathy: Percentage of patients aged 18 years and older with a diagnosis of diabetic retinopathy 53;%'; dFﬁggwﬁig;‘ed|I?;$gsgi1§r<]:gll?]2;Jrr];‘u?r?utsheexgir;\b%(;gn;:r;écated tothe physician or other professional managing the ongoing care of the patient with diabetes OR 5010F-2P - Doc- g_uatyﬂted hefltr; carenp:]oiests%or;all manag{r;_g (tjhe Communica.
19 Communication with the who had a dilated macular or fundus exam performed with documented communication ?\ND p ging umentation of patient reason(s) for not communicating the findings of the dilated macular Allsl)De €S care, 1eason not otherwise specitie tion and Care s Vi Claims, EHR,
Physician Managing Ongoing to the physician who manages the ongoing care of the patient with diabetes mellitus S h ’ ’ or fundus exam to the physician or other qualified health care professional managing the ) S Registry
Diabetes Care regarding the findings of the macular or fundus exam at least once within 12 months gt?si%e E%lﬂgguﬂfgggag LUI\TSL:ZV?&T%TSZ\&IQE{mOedeZGIt?g!JUd&:?hg documentation of the presence or ongoing care of the patient with diabetes AND G8397 - Dilated macular or fundus exam _GS|33_7 ) (I?Iated mta(;_ular (}rtLundus exam perLormed, f Coordination
y pathy. performed, including documentation of the presence or absence of macular edema AND Ir?lc u Imrg do%lljmmglmn IO : € prf.’tse"fcf ?_rna S‘:ﬁce 0
level of severity of retinopathy. Nete: One CPT Il code and one quality-data code acularedema evel ot severity of retinopathy
[5010F-xP and G8397] are required on the claim form to submit this numerator option.
Percentage of patients aged 65 years and older who have an advance care plan or 1123F - Advance Care Planning discussed and documented; advance care plan or surrogate Communica-
surrogate decision maker documented in the medical record or documentation in the decision maker documented in the medical record ) ’ ’ . ’ h ’ ’ 1123F -8P - Advance care planning not documented, : ; ’
4 Care Plan medical record that an advance care plan was discussed but the patient did not wish OR 1124F - Advance Care Planning discussed and documented in the medical record; patient did 69692 - Hospice services received by patient any time during the measurement period reason not otherwise specified %%%?dr}ﬂa?%rﬁ Process Yes Claims, Registry
or was not able to name a surrogate decision maker or provide an advance care plan not wish or was not able to name a surrogate decision maker or provide an advance care plan
2022F - Dilated retinal eye exam with interpretation by an ophthalmologist or optometrist 2022F-8P
documented and reviewed OR
Percentage of patients 18-75 years of age with diabetes who had a retinal or dilated eye | OR 2024F - Seven standard field stereoscopic photos with interpretation by an ophthalmolo- 2024F-8P Effective Claims, CMS Web
117 Diabetes: Eye Exam exam by an eye care professional during the measurement period or a negative retinal gist or optometrist documented and reviewed G9714 - Patient is using hospice services any time during the measurement period OR Clinical Care Process No Interface, EHR,
exam (no evidence of retinopathy) in the 12 months prior to the measurement period OR 2026F - Eye imaging validated to match diagnosis from seven standard field stereoscopic 2026F-8P - Dilated eve exam was not performed Registry
photos results documented and reviewed. reason not otherwiseys ecified P '
OR 3072F - Low risk for retinopathy (no evidence of retinopathy in the prior year) P
Percentage of visits for patients aged 18 years and older for which the eligible profes-
) _ | sional attests to documenting a list of current medications using all immediate resources _Eligi S S ) ) G8430 - Eligible clinician attests to documenting in the medical record the patient is not G8428 - Current list of medications not documented ) )

130 E:gfi%wse?rﬁﬁgnMg d(i:églreRne} C’\él%d available on the date of the encounter. This list must include ALL known prescriptions, grs r:\?iZw g S%ﬁﬂe (;I{F;rc]ltasn é’l}:%sﬁts ;Oeg%%ﬂggﬁgtmg in the medical record they obtained, updated, eligible for a current list of medications being obtained, updated, or reviewed by the eligible as obtained, updated, or reviewed by the eligible Z%t;gtm Process Yes Ck;{'emsi’stEHR’
over-the-counters, herbals, and vitamin/mineral/dietary (nutritional) supplements AND P clinician clinician, reason not given y gistry
must contain the medications’ name, dosage, frequency and route of administration.

. ) Percentage of patients aged 50 years and older with a diagnosis of age-related macular ) ) ) ) . .
140 égetigﬁl?;%w%?ﬁ;g?fgg 0 degeneration (AMD) or their caregiver(s) who were counseled within 12 months on the ?All;lg;sﬁ‘gErgz?gtri]gnaftz)?uptrg:/eer?t?r?ggtrzg rr:ié(i)cgr:lil?zgzreel a/iegg gﬂgﬁ?ﬁr Ei)é?geDr:Se&;:;g nS }Xﬁ/lyD) N/A 417TF-8P - AREDS counseling not performed, reason Effective Process No Claims, Registry
Antioxidant Slj lement benefits and/or risks of the Age-Related Eye Disease Study (AREDS) formulation for rovided to patient and/or caregiver(s) not otherwise specified Clinical Care ’
PP preventing progression of AMD P P g
Pri ' : . : : o 0517F-8P - Glaucoma plan of care not documented,
rimary Open-Angle Glau- Percentage of patients aged 18 years and older with a diagnosis of primary open-angle 3284F - Intraocular pressure (I0P) reduced by a value of greater than or equal to 15% from reason not otherwise specified
coma (POAG): Reduction of glaucoma (POAG) whose glaucoma treatment has not failed (the most recent I0P was re- | the pre-intervention level AND 3285F - Intraoculgr ressure (I0P) reduced b Communica-
141 Intraocular Pressure (IOP) by duced by at least 15% from the pre-intervention level) OR if the most recent IOP was not | OR 0517F - Glaucoma plan of care documented N/A avalue less than 15% fro?n the pre-intervention Ie\):el tion and Care Outcome Yes Claims, Registry
15% OR Documentation of a reduced by at least 15% from the pre-intervention level, a plan of care was documented | AND 3285F - Intraocular pressure (IOP) reduced by a value less than 15% from the OR 3284F-8P - 0P measuremer?t not documented Coordination
Plan of Care within 12 months pre-intervention level reason not otherwise specified ’
Preventive Care and Screening: | Percentage of patients aged 18 years and older who were screened for tobacco use one 4004F - Patient screened for tobacco use AND received tobacco cessation intervention AP ) ) ’ . ap _ ) .| Community/ Claims, CMS Web
226 Tobacco Use: Screening and or more times within 24 months AND who received cessation counseling intervention if (counseling, pharmacotherapy, or both), if identified as a tobacco user ?e%olli‘:wi%gd lﬁg%lim:&t:r?gn (?Ihrgre g}'gg: cr§|a rse%l(gz])for not screening for tobacco use :te?\(/)e‘lnl‘:[ig: n;? bfo(z)?ns]zrgegggoangﬁﬁgmgzss t:socr;ﬁlg d Population Process No Interface, EHR,
Cessation Intervention identified as a tobacco user OR 1036F - Current tobacco non-user ’ P Y P ' P Health Registry
; _ _ i . i _Pati igi ive di i i G8785 - Blood pressure reading not documented,
Ergygg?glgn?naéioa;n&;crBelggd Percentage of patients aged 18 years and older seen during the reporting period who 33783 Normal blood pressure reading documented, follow-up not required 33744 Patient not eligible due to active diagnosis of hypertension aason ot giverrm) g Community/ S

317 ' were screened for high blood pressure AND a recommended follow-up plan is documented . . . ) . . OR G8952 - Pre-Hypertensive or Hypertensive blood Population Process No ! ’

Pressure and Follow-Up based on the current blood pressure (BP) reading as indicated _68950 - Pre—Hypert_enswe or Hypertensive blood pressure reading documented, AND the G9745 - Documented reason for not screening or recommending a follow-up for high blood pressure reading documented, indicated follow-up not Health Registry
Documented indicated follow-up is documented pressure documented, reason not given
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