
HEDIS®1 Public Comment Overview 

HEDIS Overview 

HEDIS is a set of standardized performance measures designed to help ensure that purchasers and 
consumers can reliably compare health plan performance. HEDIS also serves as a model for emerging 
systems of performance measurement in other areas of health care delivery.  

HEDIS is maintained by NCQA, a not-for-profit organization committed to evaluating and publicly 
reporting on the quality of physicians, health plans, accountable care organizations and other 
organizations. As of Measurement Year 2026, the HEDIS measurement set contains 93 measures 
across 6 domains of care.  

Items available for public comment are being considered for the HEDIS Measurement Year 2027 
publication (released August 2026). 

Measure Development Process 

NCQA’s consensus development process involves rigorous review of published guidelines and 
scientific evidence, as well as feedback from multi-stakeholder advisory panels. The NCQA Committee 
on Performance Measurement, a panel of independent scientists and representatives from health 
plans, consumers, federal policymakers, purchasers and clinicians, oversees the evolution of each 
measurement set. Numerous measurement advisory panels provide clinical and technical knowledge 
required to develop the measures. Additional expert panels and the Technical Measurement Advisory 
Panel provide invaluable assistance by identifying methodological issues and giving input on new and 
existing measures. 

Synopsis 

NCQA seeks public feedback on proposed new measures and changes to existing measures. NCQA 
acknowledges that the health care policy environment is rapidly evolving at this time and will take into 
account all comments received and the evolving environment as final versions of these measures are 
prepared. 

Reviewers are asked to submit comments to NCQA in writing via the Public Comment website by 
5:00 p.m. (ET), Friday, March 13. 

Submitting Comments 

Submit all comments via NCQA’s Public Comment website at https://my.ncqa.org/ 

Note: NCQA does not accept comments via mail, email or fax. 

How to Submit a Comment 

1. Go to https://my.ncqa.org/.

2. Once logged in, click to select Public Comments.

1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
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3. Click Add Comment.
4. Select the name of the organization you are submitting comments for.

5. In the box labeled HEDIS Measurement Year 2027 Public Comment, click the Instructions link to view
public comment materials, including instructions and proposed measure specifications.

6. Click Take Survey.

7. Review the survey description and instructions, then click the Begin button.

8. Answer the questions you would like to provide feedback on. You are not required to comment on every
item; required questions will be marked with a red asterisk.

a. For support type questions, select your support option (i.e., Support, Do Not Support, Support
with Modifications).
Note: If you chose Do Not Support, include the reason in the text box. If you chose Support
with Modifications, enter the suggested modifications in the text box.

b. Answer any additional questions in the section and enter relevant comments in the associated
text boxes.
Note: Text boxes allow up to 50,000 characters.

9. Click Next at the bottom of the page. Repeat step 8 for each page.
Note: Use the Back button if you would like to change any of your responses.

10. On the final page, click Submit.

All comments are due Friday, March 13, by 5:00 p.m. ET. 

NCQA Review of Public Comments 

NCQA appreciates the time and effort required to submit comments, and reviews all feedback 
submitted within the public comment period. Due to the high volume of comments received, NCQA 
cannot respond to individual comments, but NCQA advisory panels and the Committee on Performance 
Measurement will consider comments and advise NCQA staff.  

Items for Public Comment 

Refer to the NCQA Public Comment page for detailed documentation (memos, specifications, workups, 
performance data) on the items listed below. The information in these materials should not be used for 
any purpose other than HEDIS Public Comment. 

Proposed New HEDIS Measures 

• Continuous Glucose Monitoring for Patients With Diabetes
• Follow-Up After Positive Colorectal Cancer Non-Invasive Screening Test
• Intimate Partner Violence Screening and Follow-Up
• Person-Centered Outcome Measures (3)

o Person-Centered Outcome – Goal Identification
o Person-Centered Outcome – Goal Follow-Up
o Person-Centered Outcome – Goal Achievement

• Prenatal Syphilis Screening and Follow-Up
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Proposed Changes to Existing HEDIS Measures 

• Adult Immunization Status
• Emergency Department Utilization
• Pharmacotherapy Management of COPD Exacerbation

Contact NCQA Customer Support at 888-275-7585, Monday–Friday, 8:30 a.m.–5:00 p.m. (ET). 
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Proposed New Measure for HEDIS®1 MY 2027: 
Continuous Glucose Monitoring Utilization for Patients With Diabetes 

(CGD-E) 

NCQA seeks comments on the proposed new HEDIS Continuous Glucose Monitoring Utilization for Patients 
With Diabetes measure (CGD-E) for MY 2027. 

Continuous glucose monitoring (CGM) supports diabetes management and helps prevent hypoglycemic and 
hyperglycemic events and other life-threatening complications.2 The American Diabetes Association strongly 
recommends CGM use at diabetes onset and throughout treatment for children, adolescents and adults 
using insulin therapy. Despite these recommendations, CGM use remains low among recommended 
populations and inconsistent across sub‑populations and payers, highlighting the need for transparency in 
utilization. CGD‑E is a utilization measure (not performance) that provides visibility into CGM use patterns. 

The proposed CGD-E measure assesses the percentage of persons 18–75 years of age with diabetes with 
evidence of CGM utilization during the measurement period. Evidence of CGM use includes CGM-
generated data, a CGM summary report, documentation of CGM devices or supplies, CGM-related 
procedures or a dispensed CGM prescription. NCQA proposes a total rate and the following stratifications:  

• Age.
o 18–64 years.
o 65–75 years.

• Diabetes Type.
o Type 1: At least one diagnosis of type 1 diabetes.
o Not Type 1: No diagnosis of type 1 diabetes and at least one instance of insulin use

(includes type 2 and other specified diabetes; excludes transient or temporary forms of
diabetes, such as gestational or steroid-induced).

• Race and Ethnicity.

NCQA conducted a digital feasibility assessment and Medicaid database testing to evaluate the feasibility of 
the new measure concept. Findings indicate the data elements are feasible to capture and report. Average 
utilization was 45.7% for adults with type 1 diabetes and 20.6% for adults without type 1 diabetes but using 
insulin. Additional database testing (commercial, Medicare) and field testing with health plans (commercial, 
Medicare, Medicaid) will further assess feasibility with real‑world data and plan‑level accessibility. 

Advisory panels provided guidance throughout development and expressed support for the measure. NCQA 
will share public comment feedback and field testing results with advisory panels and the Committee on 
Performance Measurement in Spring 2026. 

NCQA seeks general feedback on the measure, and specific feedback on the following: 

1. Do you support the proposed age stratification (18–64; 65–75)? Is it meaningful given the proposed
diabetes type stratification?

2. What data sources does your organization use to identify CGM (medical claims/DME, pharmacy
claims, EHR fields, vendor feeds), and can these be mapped to the value sets as specified?

Supporting documents include the draft measure specification and evidence workup. 

NCQA acknowledges the contributions of the Diabetes Advisory Panel. 

1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2American Diabetes Association. (2026). Continuous Glucose Monitors. https://diabetes.org/advocacy/cgm-continuous-
glucose-monitors  
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Continuous Glucose Monitoring Utilization for Patients With Diabetes (CGD-E) 

Measure title Continuous Glucose Monitoring 
Utilization for Patients With Diabetes 

Measure ID CGD-E 

Description The percentage of persons 18–75 years of age with diabetes with evidence of 
continuous glucose monitoring (CGM) utilization during the measurement period. 

Measurement 
period January 1–December 31. 

Copyright and 
disclaimer notice 

Refer to the complete copyright and disclaimer information at the front of this 
publication.   

NCQA website: www.ncqa.org.  

Submit policy clarification support questions via My NCQA (https://my.ncqa.org). 

Clinical 
recommendation 
statement/ 
rationale 

American Diabetes Association (2026): 

Use of CGM is recommended at diabetes onset and anytime thereafter for children, 
adolescents, and adults with diabetes who are on insulin therapy, A on noninsulin 
therapies that can cause hypoglycemia, C and on any diabetes treatment where 
CGM helps in management. C The specific CGM device and method for use should 
be made based on the individual’s circumstances, preferences, and needs. E 
In people with diabetes on insulin therapy, CGM devise should be used as close to 
daily as possible for maximal benefit. A People with diabetes should have 
uninterrupted access to their supplies to minimize gaps in CGM. A 
American Diabetes Association (2025): 

Initiation of continuous glucose monitoring (CGM) should be offered to people with 
type 1 diabetes early in the disease, even at time of diagnosis. A 
Recommend real-time CGM (rtCGM) A or intermittently scanned CGM (isCGM) for 
diabetes management to youth C and adults B with diabetes on any type of insulin 
therapy. The choice of CGM device should be made based on the individual’s 
circumstances, preferences, and needs. 

Consider using rtCGM and isCGM in adults with type 2 diabetes treated with glucose-
lowering medications other than insulin to achieve and maintain individualized 
glycemic goals. The choice of device should be made based on the individual’s 
circumstances, preferences, and needs. B 
American Diabetes Association (2024): 

Initiation of continuous glucose monitoring (CGM) should be offered to people with 
type 1 diabetes early in the disease, even at time of diagnosis. A 
Real-time CGM (rtCGM) A or intermittently scanned CGM (isCGM) B should be 
offered for diabetes management in adults with diabetes on multiple daily injections 
(MDI) or CSII who are capable of using the devices safely (either by themselves or
with a caregiver). The choice of device should be made based on the individual’s
circumstances, preferences, and needs.
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rtCGM A or isCGM B should be offered for diabetes management in adults with 
diabetes on basal insulin who are capable of using the devices safely (either by 
themselves or with a caregiver). The choice of device should be made based on the 
individual’s circumstances, preferences, and needs. 

Note: Both professional and personal CGM devices count for CGM utilization in this 
measure.  

Citations American Diabetes Association Professional Practice Committee for Diabetes*; 7. 
Diabetes Technology: Standards of Care in Diabetes—2026. Diabetes Care 1 
January 2026; 49 (Supplement_1): S150–S165. https://doi.org/10.2337/dc26-S007 

American Diabetes Association Professional Practice Committee. 7. Diabetes 
technology: Standards of Care in Diabetes—2024. Diabetes Care 2024;47(Suppl. 
1):S126–S144. https://doi.org/10.2337/dc24-S007  

American Diabetes Association Professional Practice Committee. 7. Diabetes 
technology: Standards of Care in Diabetes—2025. Diabetes Care 2025;48(Suppl. 
1):S146–S166. https://doi.org/10.2337/dc25-S007  

Characteristics 

Scoring Proportion. 

Type Process. 

Product lines • Commercial.

• Medicaid.

• Medicare.

Stratifications Age as of the last day of the measurement period. 

• 18 – 64 years.

• 65 – 75 years.

Diabetes Type. 

• Type 1: Persons with at least one diagnosis of type 1 diabetes (Type 1
Diabetes Value Set*) in the measurement period or the year prior to the
measurement period.

• Not Type 1: Persons who did not meet the criteria for the stratification above
(i.e., did not have at least one diagnosis of type 1 diabetes in the
measurement period or the year prior to the measurement period) but had at
least one instance of insulin use (Insulin Medications List, Insulin Infusion
Value Set, Presence of Insulin Pump Value Set) during the measurement
period or the year prior to the measurement period.

Race. (Refer to General Guideline: Race and Ethnicity Stratification.) 

• American Indian or Alaska Native.

• Asian.

• Black or African American.
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• Middle Eastern or North African.

• Native Hawaiian or Pacific Islander.

• White.

• Some Other Race.

• Two or More Races.

• Asked But No Answer.

• Unknown.

Ethnicity. (Refer to General Guideline: Race and Ethnicity Stratification.) 

• Hispanic or Latino.

• Not Hispanic or Latino.

• Asked But No Answer.

Unknown. 

Risk adjustment None. 

Guidance Data collection methodology: ECDS. Refer to General Guideline: Data Collection 
Methods for additional information.  

Date specificity: Dates must be specific enough to determine the event occurred in 
the period being measured.  

Which services count? When using claims, include all paid, suspended, pending 
and denied claims.   

Improvement notation: This measure is designed to capture the utilization of 
continuous glucose monitors for individuals with diabetes. Organizations should use 
this information for internal evaluation only. NCQA does not view higher or lower 
service counts as indicating better or worse performance.  

Initial population Measure item count: Person. 

Attribution basis: Enrollment. 

• Benefits: Medical.

• Continuous enrollment: The measurement period.

• Allowable gaps: No more than one gap of ≤45 days during the measurement
period. No gaps on the last day of the measurement period.

Ages: 18–75 years of age as of the last day of the measurement period. 

Event: Identify persons with a diagnosis of diabetes who use insulin. 
Step 1. Identify persons who have diabetes:  

• Claim/encounter. At least two diagnoses of diabetes (Diabetes Value Set*) on
different dates of service during the measurement period or the year prior to
the measurement period.

• Claim/encounter and medication. At least one diagnosis of diabetes (Diabetes
Value Set*) and at least one diabetes medication dispensing event of insulin
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or a hypoglycemic/antihyperglycemic medication (Diabetes Medications List) 
during the measurement period or the year prior to the measurement period.  

Step 2. For persons identified in step 1, remove persons who did not meet either of 
the following: 

• At least one diagnosis of type 1 diabetes (Type 1 Diabetes Value Set*) in the
measurement period or the year prior to the measurement period.

• At least one instance of insulin use (Insulin Medications List, Insulin Infusion
Value Set, Presence of Insulin Pump Value Set) during the measurement
period or the year prior to the measurement period.

Coding Guidance 

*Do not include laboratory claims (claims with POS code 81).

Denominator 
exclusions 

Persons with a date of death.  
Death in the measurement period, identified using data sources determined by the 
organization. Method and data sources are subject to review during the HEDIS audit. 

Persons in hospice or using hospice services.  
Persons who use hospice services (Hospice Encounter Value Set; Hospice 
Intervention Value Set) or elect to use a hospice benefit any time during the 
measurement period. Organizations that use the Monthly Membership Detail Data 
File to identify these persons must use only the run date of the file.  

Persons receiving palliative care.  
Persons receiving palliative care (Palliative Care Assessment Value Set; Palliative 
Care Encounter Value Set; Palliative Care Intervention Value Set) or who had an 
encounter for palliative care (ICD-10-CM code Z51.5)* any time during the 
measurement period.   

Medicare enrollees, 66 years of age and older by the last day of the 
measurement period in an institutional SNP (I-SNP) or living long-term in an 
institution (LTI).  
• Enrolled in an Institutional SNP (I-SNP) any time during the measurement

period.
• Living long-term in an institution any time during the measurement period as

identified by the LTI flag in the Monthly Membership Detail Data File. Use the run
date of the file to determine if a member had an LTI flag during the measurement
period.

Persons 66 years of age or older by the last day of the measurement period, 
with both frailty and advanced illness.  
1. Frailty. At least two indications of frailty (Frailty Device Value Set; Frailty

Diagnosis Value Set*; Frailty Encounter Value Set; Frailty Symptom Value Set*)
with different dates of service during the measurement period.

2. Advanced illness. Either of the following during the measurement period or the
year prior to the measurement period:
- Advanced illness (Advanced Illness Value Set*) on at least two different dates

of service.
- Dispensed dementia medication (Dementia Medications List).

Coding Guidance 

*Do not include laboratory claims (claims with POS code 81).
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Denominator The initial population minus exclusions. 

Numerator Evidence of CGM utilization during the measurement period. 
Utilization: At least one instance of CGM use within the measurement period that 
meets any of the following criteria: 

• A CGM-derived calculation or metric (Continuous Glucose Monitoring
Observations Value Set), or

• A CGM summary report document (LOINC Code 107930-0), or

• A CGM device, component, system or supply (Continuous Glucose
Monitoring Devices Value Set), or

• A CGM procedure for device operation or data review (Continuous Glucose
Monitoring Procedures Value Set), or

• A dispensed CGM prescription (CGM Sensor Prescription).

Summary of 
changes 

• This is a first-year measure.

Data element 
tables 

Organizations that submit HEDIS data to NCQA must provide the following data 
elements.  
Table CGD-E-A-1/2/3: Data Elements for Continuous Glucose Monitoring Utilization for 
Patients With Diabetes  

Metric Diabetes Type Age Data Element Reporting Instructions 
CGMUtilization Type1 18-64 InitialPopulation For each Stratification 

NotType1 65-75 Exclusions For each Stratification 
Total Denominator For each Stratification 

Numerator For each Stratification 
Rate (Percent) 

Table CGD-E-B--1/2/3: Data Elements for Continuous Glucose Monitoring Utilization for 
Patients With Diabetes: Stratifications by Race  

Metric Race Data Element Reporting Instructions 
CGMUtilization AmericanIndianOrAlaskaNative InitialPopulation For each Stratification 

Asian Exclusions For each Stratification 
BlackOrAfricanAmerican Denominator For each Stratification 
MiddleEasternOrNorthAfrican  Numerator For each Stratification 
NativeHawaiianOrPacificIslander Rate (Percent) 
White 
SomeOtherRace 
TwoOrMoreRaces 
AskedButNoAnswer 
Unknown 
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Table CGD-E-C-1/2/3: Data Elements for Continuous Glucose Monitoring Utilization for 
Patients With Diabetes: Stratifications by Ethnicity   

Metric Ethnicity Data Element Reporting Instructions 
CGMUtilization HispanicOrLatino InitialPopulation For each Stratification 

NotHispanicOrLatino Exclusions For each Stratification 
AskedButNoAnswer Denominator For each Stratification 
Unknown Numerator For each Stratification 

Rate (Percent) 
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Continuous Glucose Monitoring Utilization for Patients With Diabetes 
(CGD-E) 

Measure Workup 

Topic Overview 

Overview 

Diabetes is a major public health issue in the United States (US), affecting over 38 million adults yet 8.7 
million adults meeting lab criteria for diabetes were still unaware of their diagnosis. Diabetes prevalence 
increases with age, with the rate more than six times higher in adults aged 65 years and older (29.2%) 
compared to those aged 18-44 years (4.8%), and almost two times higher than those aged 45-64 years 
(18.9%) (CDC, 2024c).  

Diabetes is a chronic condition that affects insulin production in the body, disturbing the regulation of blood 
sugar. Type 1 diabetes prevents the body from producing insulin naturally and commonly occurs in children, 
teens and young adults. Type 2 diabetes inhibits the body’s ability to regulate blood sugar at a normal level. 
Insulin may be produced but it is not used effectively. The majority of individuals with diabetes have type 2 
(90-95%) and are typically diagnosed during adulthood (CDC, 2024b).  

Management of blood sugar levels in people with type 1 or type 2 diabetes is vital to prevent serious health 
problems including heart disease, vision loss and kidney disease (CDC, 2024a). Traditionally, individuals 
with type 1 or type 2 diabetes have relied on blood glucose meters (glucometers) for fingerstick testing. 
Glucometers measure the amount of sugar in a sample of blood. The sample of blood is then placed on a 
test strip and read by the glucometer. However, glucometers can only measure blood sugar levels at a 
single moment in time (CDC, 2024a). Therefore, glucometers can miss fluctuations and trends that are 
critical for optimal management.  

Continuous Glucose Monitoring (CGM) offers a more advanced and comprehensive approach. CGM 
systems track glucose levels continuously using a wearable sensor inserted under the skin. The sensors 
measure glucose in the interstitial fluid (closely reflecting blood glucose levels) and wirelessly transmit real 
time data to a receiver or smartphone app. This allows users to view real-time glucose readings, receive 
alerts for high or low levels, and analyze trends over time (Farnsworth, 2024). 

There are two categories of CGM devices: professional CGM which are owned and applied by a health care 
provider for a discrete period (typically 7-14 days) and personal devices which are owned by the user for 
frequent or continuous use. A typical CGM system includes: 1) a sensor that is inserted under the skin to 
measure interstitial glucose, 2) a transmitter attached to the sensor that sends glucose data wirelessly to a 
receiver, and 3) a receiver or display device that shows readings and alerts (often via smartphone app, 
insulin pump or dedicated device). Devices measure glucose levels continuously but can either present real-
time data or are intermittently scanned (American Diabetes Association Professional Practice Committee, 
2023b). This depends on the type of CGM, which could be real-time CGM (rtCGM) that continuously sends 
data and alerts, intermittently scanned CGM (isCGM) which requires the user to scan the sensor to get 
readings, or implantable CGM which are placed under the skin for longer durations.  

The benefits of CGM include real-time monitoring of glucose levels, trend analysis over hours or days, alerts 
for hypoglycemia or hyperglycemia, improved insulin dosing and diabetes management, and reduced need 
for fingerstick tests. Reporting real-time glucose levels allows users to monitor glucose levels 24/7 and react 
immediately, if needed (Medpace & Fierce Biotech, 2022). CGMs often report levels with up and down 
arrows, or “trend arrows” to indicate if levels are trending upward or trending downward (i.e., blood glucose 
is rising or falling) and helps the user anticipate changes in glucose levels (Ziegler et al., 2019). Users are 
then able to take corrective action or to continue monitoring the trends. CGM devices also store historical 
data to be used for retrospective analysis to identify patterns. The patterns identified allow individuals with 
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type 1 or type 2 diabetes to build management plans and adjust lifestyle behaviors with their provider to 
prevent glycemic events and better manage their diabetes.  

CGM devices also produce an Ambulatory Glucose Profile (AGP), which is a standardized, single page 
report that summarizes glucose data over a defined period. The AGP includes graphical information such as 
time in glycemic ranges, glucose variability and glycemic exposure (Johnson et al., 2019). Metrics outlined in 
the AGP include glucose management indicator (GMI), glycemic variability, Time in range (TIR) and Time 
below range (TBR). These metrics provide patients and providers real time retrospective data to help better 
manage patient’s diabetes care. These data metrics can be used to inform treatment adjustments or prevent 
glycemic events such as hypoglycemia. TIR reports the amount of time an individual spends within the 
target blood glucose range, typically 70 to 180 mg/dL. The AGP also reports the amount of time an 
individual’s blood glucose is below the target range (TBR) (American Diabetes Association, n.d.) While A1C 
provides an average blood glucose for the previous three months, it does not report additional data metrics 
like the AGP report does across the three months.  

Importance and Prevalence 

Health importance Type 1 diabetes risk factors include family history and age. Type 2 diabetes risk 
factors may include weight, family history, physical activity level, smoking and high 
blood pressure. Race and ethnicity also play a role in diabetes, where some 
minority groups, such as American Indian or Alaska Native and non-Hispanic Black 
individuals, are more likely to have type 1 or type 2 diabetes compared to non-
Hispanic White individuals (American Diabetes Association, 2025a). Diabetes 
(type 1 and type 2) can lead to more severe health conditions like heart disease, 
vision loss, nerve and foot damage and kidney disease when not properly 
managed (CDC, 2024b). In the US, type 1 and type 2 diabetes is the number one 
cause of kidney failure, lower-limb amputations and adult-blindness (South 
Carolina Department of Public Health, 2025). Type 1 and type 2 diabetes is also 
associated with increased risk of psychosocial conditions such as anxiety, 
depression and diabetes distress, which can undermine patients’ self-management 
efforts (American Diabetes Association Professional Practice Committee, 2023a). 
It is imperative that individuals effectively manage their diabetes to prevent more 
serious chronic conditions and to achieve better health outcomes. 

There is evidence that CGM can improve glycemic outcomes for both type 1 
diabetes (T1D) and type 2 diabetes (T2D). A majority of CGM research provides 
evidence of its use for T1D. Few studies have focused on the impacts of CGM and 
T2D, but the evidence base is growing. The American Diabetes Association (ADA) 
standards of care are continuously evolving to address appropriate CGM use 
among individuals with type 1 or type 2 diabetes. Table 1 outlines the 2024, 2025 
and 2026 guidelines addressed by this measure. See Appendix 1 for other 
relevant guidelines related to CGM devices. Assessing the number of patients who 
utilized a CGM device will provide additional insight into what populations are 
using CGMs and how frequently providers offer CGMs to their patients. 

Evidence suggests that CGM use for patients with T1D is low but increasing. Data 
from 2016 to 2018 shows that 30% of people with T1D were using CGM devices 
and 27% of adults with longstanding T1D used personal CGMs (Tanenbaum & 
Commissariat, 2022). The TID Exchange Quality Improvement Collaborative 
(TIDX-QI) demonstrated improved rates of CGM use for patients with T1D from 66 
to 71% through patient education, device troubleshooting and data 
downloads. Technological improvements and decreasing cost have encouraged 
the uptake of CGM for glycemic management in primary care (Martens, 2022). The 
known facilitators that promote sustained CGM use include consistent insurance 
coverage, support for providers in clinics, thorough education and tech support 
and CGM user access to support (Tanenbaum & Commissariat, 2022).  
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Table 1. American Diabetes Association (ADA) Clinical Practice Guidelines* 
Recommendation 

2024 2025 2026 
Initiation of CGM should be offered to people with type 1 

diabetes. (A) 
Diabetes devices should be 

offered to people with diabetes 
(A) 

CGM should be offered to 
adults with diabetes on 
multiple daily injections (MDI), 
continuous insulin infusion 
(CSII) or basal insulin.  
(A [real-time]–B [intermittently 
scanned]) 

Recommend CGM for 
diabetes management to 
adults with diabetes on any 
type of insulin therapy.  
(A [real-time]–B [intermittently 
scanned]) 

Use of CGM is recommended 
at diabetes onset and anytime 
thereafter for adults with 
diabetes who are on insulin 
therapy, (A) on noninsulin 
therapies that can cause 
hypoglycemia, (C) and on any 
diabetes treatment where 
CGM helps in management. 
(C) 

Consider using CGM in adults 
with type 2 diabetes treated 
with glucose lowering 
medications other than 
insulin. (B) 

Financial 
importance and 
cost-effectiveness 

The estimated total cost of diagnosed diabetes in 2022 was $412.9 billion 
including $306.6 billion in direct medical costs and $106.3 billion in indirect costs 
(lost productivity at work, unemployment from chronic disability, and premature 
mortality). Medical costs for individuals living with type 1 or type 2 diabetes have 
increased by 35% over the last 10 years. Individuals with type 1 or type 2 diabetes, 
on average, have 2.6 times higher medical expenditures than those without 
(Parker et al., 2023).  

The use of CGMs leads to a reduction of the number of non-severe hypoglycemic 
events and can thus lead to cost saving. CGM devices have been shown to be as 
cost-effective as $100,000 per quality-adjusted life years due to a decrease in 
experiencing diabetes distress and decreased fear of hypoglycemia, reduction of 
finger stick tests, and improved changes in A1c (Howe & Chavis, 2022). CGM 
devices also help to reduce the cost associated with short- and long-term 
complications such as hospitalizations, emergency department visits, and 
procedures for individuals with T1D (Howe & Chavis, 2022). 

Coverage for CGM devices varies by product line and even by plan. Medicare 
coverage is the most consistent across plans. Medicare may cover a prescribed 
CGM device for an individual with type 1 or type 2 diabetes who also takes insulin 
or has a history of hypoglycemia and has sufficient training on the use of CGM 
(U.S. Centers for Medicare and Medicaid Services, n.d.). Each state can determine 
their own criteria for CGM coverage through Medicaid, meaning coverage varies 
from state to state (Center for Health Care Strategies, 2023). Similarly, 
Commercial coverage is at the discretion of each individual plan. Industry best 
practice recommends aligning commercial coverage with current evidence and 
expert guidelines, particularly among underserved populations such as older 
adults (Pangrace et al., 2024). 

Health care 
disparities 

The ADA conducted a study focused on barriers to accessing CGMs. The study 
found that Medicaid beneficiaries who take insulin are two to five times less likely 
to use CGMs than individuals with commercial health insurance (American 

* (American Diabetes Association Professional Practice Committee, 2023b), (American Diabetes Association Professional
Practice Committee, 2024), (American Diabetes Association Professional Practice Committee for Diabetes*, 2025)
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Diabetes Association, 2021). When accounting for race, states with higher rates of 
White Medicaid beneficiaries had a higher use of CGMs than states with higher 
rates of Black Medicaid beneficiaries. Hispanic beneficiaries were also less likely 
to have CGMs when covered by Medicaid than commercial health insurance 
(American Diabetes Association, 2021). The study also found children younger 
than 18 who are insulin-dependent are more likely to get CGM devices than 
individuals between the ages of 45-64. Individuals 18 or younger with commercial 
health insurance were significantly more likely to get a CGM device compared to 
all age groups regardless of commercial or Medicaid benefits.  

Relationship to 
outcomes 

The real time data reported from CGMs helps to treat and prevent serious, short- 
and long-term diabetes complications, adjust lifestyle changes to address glycemic 
patterns, and provide more data to an individual’s care team to adjust treatment 
plans more precisely (American Diabetes Association, 2025b). Research has also 
shown a number of positive glycemic outcomes in both Type 1 and Type 2 
diabetes, including increased time in target range, reduction in time spent in 
hypoglycemia, prevention of severe hypoglycemic events, and reduction in mean 
HbA1c. Increased patient satisfaction, reduction of diabetes-related distress, and 
improvement in quality of life have also been reported.  

Opportunities for Improvement 

Analysis of the data reported from CGMs helps to guide therapeutic decision-making and enhance patient 
understanding in order to adjust behaviors and lifestyles. This leads to an increase in discussions between 
patients and their providers on how to effectively manage their diabetes (Johnson et al., 2019). In older 
adults, apart from glucose control, CGMs can benefit these individuals by allowing them to continuously 
share glucose readings with family members or care givers and increases awareness of hypoglycemia in 
those with reduced or impaired awareness (Huang et al., 2023). CGMs also help relieve the burden of 
multiple finger sticks a day by continuously measuring blood glucose levels in the interstitial fluid (Kravarusic 
& Aleppo, 2020). 

Digital Considerations 

As part of NCQA’s strategic transition to a fully digital quality measurement portfolio, we conducted a 
feasibility assessment to inform eventual digital measure implementation. The assessment evaluates the 
measure’s intent and associated clinical concepts within a digital framework. 

Preliminary, post testing analysis suggests general feasibility based on frequency counts for the numerator 
and denominator found through both administrative and clinical data. However, additional testing is 
necessary to further validate the feasibility and reliability of this measure to illuminate where relevant clinical 
concepts, such as insulin infusion devices and CGM devices, may be missing, incomplete, or unstructured in 
real-world data. Refer to Appendix B for details. 
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Appendix A. Specific Guideline Recommendations 

Table 2. Clinical Guidelines for Continuous Glucose Monitoring for Patients with Diabetes 
Organization, 

Year Target Population Recommendation Grade 
American 
Diabetes 
Association, 2026 

Patients with 
Diabetes 

Use of CGM is recommended at diabetes onset and anytime 
thereafter for adults with diabetes who are on insulin therapy, on 
noninsulin therapies that can cause hypoglycemia, and on any 
diabetes treatment where CGM helps in management. The specific 
CGM device and method for use should be made based on the 
individual’s circumstances, preferences, and needs. E 

A – on insulin 
C – on noninsulin 
therapies 
C – diabetes 
treatment where 
CGM helps 
management 

In circumstances when consistent use of CGM is not feasible, 
consider periodic use of personal or professional CGM to adjust 
medication and/or lifestyle.  

C 

American 
Diabetes 
Association, 2025 

Patients with Type 
1, Type 2, or Other 
Forms of Diabetes 

Initiation of continuous glucose monitoring (CGM) should be offered 
to people with type 1 diabetes early in the disease, even at time of 
diagnosis.   

A 

Recommend real-time CGM (rtCGM) or intermittently scanned CGM 
(isCGM) for diabetes management to adults with diabetes on any 
type of insulin therapy. The choice of CGM device should be made 
based on the individual’s circumstances, preferences, and needs. 

A – real-time 
B – adults; 
intermittently 

Consider using rtCGM and isCGM in adults with type 2 diabetes 
treated with glucose-lowering medications other than insulin to 
achieve and maintain individualized glycemic goals. The choice of 
device should be made based on the individual’s circumstances, 
preferences, and needs. 

B 

CGM can help achieve glycemic goals (e.g., time in range and time 
above range) and A1C goal in type 1 diabetes and pregnancy and 
may be beneficial for other types of diabetes in pregnancy. 

A – glycemic goals 
B – A1C goals 
E – pregnancy  

American 
Diabetes 
Association, 2024 

Patients with Type 
1 and Type 2 
Diabetes 

Real-time continuous glucose monitoring or intermittently scanned 
continuous glucose monitoring should be offered for diabetes 
management in adults with diabetes on multiple daily injections or 
continuous subcutaneous insulin infusion who are capable of using 
the devices safely (either by themselves or with a caregiver). The 
choice of device should be made based on the individual’s 
circumstances, preferences, and needs. 

A – real-time 
B – intermittently 

Real-time continuous glucose monitoring or intermittently scanned 
continuous glucose monitoring should be offered for diabetes 
management in adults with diabetes on basal insulin who are capable 
of using the devices safely (either by themselves or with a caregiver). 
The choice of device should be made based on the individual’s 
circumstances, preferences, and needs. 

A – real-time 
B – intermittently 

Use of CGM is beneficial and recommended for individuals at high 
risk for hypoglycemia 

A 

American 
Association of 
Clinical 
Endocrinology 
Clinical Practice 
Guideline, 2021 

Persons with 
diabetes mellitus 

CGM is strongly recommended for all persons with diabetes treated 
with intensive insulin therapy, defined as 3 or more injections of 
insulin per day or the use of an insulin pump. 

A 

CGM is recommended for all individuals with problematic 
hypoglycemia (frequent/sever hypoglycemia, nocturnal 
hypoglycemia, hypoglycemia unawareness). 

A 
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Grading System Key 

American Diabetes Association  

Evidence-Grading System for Standards of Care in Diabetes 

Level of 
Evidence Description 

A Clear evidence from well-conducted, generalizable randomized controlled trials that are adequately powered, including 
• Evidence from a well-conducted multicenter trial
• Evidence from a meta-analysis that incorporated quality ratings in the analysis

Compelling nonexperimental evidence
• i.e., “all or none” rule developed by the Centre for Evidence-Based Medicine at the University of Oxford

Supportive evidence from well-conducted randomized controlled trials that are adequately powered, including
• Evidence from a well-conducted trial at one or more institutions
• Evidence from a meta-analysis that incorporated quality ratings in the analysis

B Supportive evidence from well-conducted cohort studies 
• Evidence from a well-conducted prospective cohort study or registry
• Evidence from a well-conducted meta-analysis of cohort studies

Supportive evidence from a well-conducted case-control study
C Supportive evidence from poorly controlled or uncontrolled studies 

• Evidence from randomized clinical trials with one or more major or three or more minor methodological flaws that
could invalidate the results

• Evidence from observational studies with high potential for bias (such as case series with comparison with historical
controls)

• Evidence from case series or case reports
Conflicting evidence with the weight of evidence supporting the recommendation

E Expert consensus or clinical experience 

American Association of Clinical Endocrinology 

Evidence Grade  
Grade Definition 

A Very Strong 
B Strong 
C Not Strong 
D Primarily based on expert opinion 
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Appendix B. Digital Feasibility 

As part of NCQA’s strategic transition to a fully digital quality measurement portfolio, we conduct a feasibility 
assessment to evaluate the measure’s intent and associated clinical concepts within a digital framework. 
The primary objectives were to determine whether the clinical concepts could be represented using 
standardized data models and nationally recognized terminologies, and to assess the availability of discrete, 
structured data necessary to support accurate and reliable digital measurement. 

Data and Terminology Standards 
NCQA’s digital quality measures are built on the Fast Healthcare Interoperability Resources (FHIR®) 
standard, developed by HL7®, to support interoperable exchange of electronic health data. In the U.S., FHIR 
US Core profiles provide detailed implementation guidance aligned with the United States Core Data for 
Interoperability (USCDI), a federal standard maintained by ASTP (formerly ONC). USCDI defines essential 
data classes and elements, while FHIR US Core specifies how to represent and exchange them. 
Additionally, NCQA uses nationally recognized clinical terminologies (e.g., ICD-10, CPT, LOINC) to define 
value sets, ensuring standardized interpretation and representation of clinical data in quality measures. 

Digital Feasibility Assessment 

The digital feasibility assessment is conducted at two stages during the measure development process, pre-
testing phase and post-testing phase, summarized below. This assessment examines each measure 
concept across three high-level categories: 

• Data Standards & Terminology. Evaluates the alignment with national standards (FHIR, USCDI)
and recognized terminology standards (i.e., LOINC, ICD).

• Clinical Workflow & Data Accuracy. Evaluates whether the concept aligns with standard clinical
practice and the likelihood that the data will be accurate, complete and reliable.

• Data Availability & Structure. Assesses if the data is likely to be present, in structured fields, and
accessible to health plans.

The digital feasibility assessment (shown in Figure A) rates each concept from high to low. High = Feasible 
with no concerns, Medium = Feasible with some concerns (with a potential mitigation strategy); Low = Low 
feasibility with concerns (with little to no mitigation strategy for the current development cycle). 

Preliminary Post-Testing Feasibility Findings 

Preliminary post-testing analysis (following database testing but pending field testing) indicates high 
feasibility with clinical concepts found through both administrative and clinical data, but field testing is 
necessary to further validate the feasibility and reliability of this measure, especially around clinical data. 
Field testing will help illuminate where relevant clinical concepts, such as insulin infusion devices and CGM 
devices, may be missing, incomplete, or unstructured in real-world data. Thus, the assessment from pre-
testing is still relevant, and a more comprehensive update will be provided following field testing. 

Figure A-2. Preliminary Post-Testing Digital Concept Feasibility Assessment 
Score key: H-high, M-medium, L-low 

  Data Standards & 
Terminology 

Clinical Workflow & 
Data Accuracy 

Data Availability & 
Structure 

Clinical Concept Data 
Standards  

Terminology 
Standards 

Clinical 
Workflow 

Data 
Accuracy 

Data 
Availability 

Data 
Accessibility 

Diabetes Diagnosis: 
Claim Encounter H H H H H H 

Diabetes Medication: 
Claim Medication 
Dispensed 

H H H H H H 

Diabetes Diagnosis: 
Clinical Encounter H H H H H M 
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Diabetes, Basal Insulin, 
Insulin, Non-insulin 
Glucose Lowering 
Medication: Active 
Medication List 

H H H M H M 

Diabetes, Basal Insulin, 
Insulin, Non-insulin 
Glucose Lowering 
Medication: Discharge 
Medication List 

H H H H H M 

Diabetes, Basal Insulin, 
Insulin, Non-insulin 
Glucose Lowering 
Medication: Medication 
Prescribed 

H H H H H M 

Diabetes, Basal Insulin, 
Insulin, Non-insulin 
Glucose Lowering 
Medication: Claim 
Medication Dispensed 

H H H H H H 

Insulin Infusion: Device H H M M L L 
Insulin Infusion: Device 
Use H H M M L L 

CGM: Device H H M M L L 
CGM: Device Use H H M M L L 
CGM: Device Request H H H H H M 
CGM: Dispensed Claim H H H H H H 
CGM Observations or 
assessments M M M H L L 

CGM: Procedure H H H H H H 

Pre-Testing Feasibility Findings 

Overall, a digital version of this measure as currently specified is feasible. Through the digital assessment, 
three issues were identified. First, dispensed CGM prescription is not currently found in Version 1 or Version 
3 of the United States Core Data for Interoperability (USCDI) but can be found in the list of USCDI+ quality 
data elements. Second, there is uncertainty around the availability and accessibility of CGM metrics, as a 
standardized approach for collecting and storing CGM metrics does not currently exist. Finally, the CGM 
report, when available, will most readily be stored in a PDF format, as opposed to structured, discrete fields. 
However, none of these issues are significant barriers to the overall feasibility of this measure, as the 
needed data elements fall under measure concepts which can be identified/represented in structured and 
accessible data. 

Data Standards & Terminology. As shown in Figure A-1, all clinical concepts, except for CGM 
observations or assessments, can be modeled in the FHIR data standard, supporting strong alignment with 
national interoperability requirements. There currently aren’t national standards for many CGM metrics 
(which metrics to collect as well as how to collect and document them), though a standardized set of CGM 
metrics is being developed by a project called iCoDE (Integration of Continuous Glucose Monitoring Data 
into the Electronic Health Record Project). 

Clinical Workflow & Data Accuracy. Most of the clinical concepts are part of routine clinical workflow and 
are documented by the clinician, except for information about insulin infusion and CGM devices and their 
use. Information about the physical devices, such as their manufacturer or serial ID, is not often documented 
in EHRs. Statements about device use originate from patients and are not documented in a standardized 
way across practices. Observations and metrics from a CGM are generated as a viewable PDF or stored in 
the proprietary clouds of manufacturers and are generally difficult to access for a provider. 
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Data Availability & Structure. Data from this measure may come from both clinical systems (EHRs) and 
billing/claims data. All clinical data-based concepts were marked “M” at best for accessibility, due to the 
potentially limited access that health plans have to that data. Information about insulin and CGM devices 
and their use are scored as “L” for availability and accessibility as they are rarely stored in structured data, 
making access to this data even more difficult for health plans. Additionally, because observations and 
assessments from CGMs are almost always viewed as a PDF and housed in proprietary cloud storage, this 
data rarely enters the EHR, let alone as structured data. 

Figure A-1. Pre-Testing Digital Concept Feasibility Assessment 
Score key: H-high, M-medium, L-low 

  Data Standards & 
Terminology 

Clinical Workflow & 
Data Accuracy 

Data Availability & 
Structure 

Clinical Concept Data 
Standards  

Terminology 
Standards 

Clinical 
Workflow 

Data 
Accuracy 

Data 
Availability 

Data 
Accessibility 

Diabetes Diagnosis: Claim 
Encounter H H H H H H 

Diabetes Medication: 
Claim Medication 
Dispensed 

H H H H H H 

Diabetes Diagnosis: 
Clinical Encounter H H H H H M 

Diabetes, Basal Insulin, 
Insulin, Non-insulin 
Glucose Lowering 
Medication: Active 
Medication List 

H H H M H M 

Diabetes, Basal Insulin, 
Insulin, Non-insulin 
Glucose Lowering 
Medication: Discharge 
Medication List 

H H H H H M 

Diabetes, Basal Insulin, 
Insulin, Non-insulin 
Glucose Lowering 
Medication: Medication 
Prescribed 

H H H H H M 

Diabetes, Basal Insulin, 
Insulin, Non-insulin 
Glucose Lowering 
Medication: Claim 
Medication Dispensed 

H H H H H H 

Insulin Infusion: Device H H M M L L 
Insulin Infusion: Device 
Use H H M M L L 

CGM: Device H H M M L L 
CGM: Device Use H H M M L L 
CGM: Device Request H H H H H M 
CGM: Dispensed Claim H H H H H H 
CGM Observations or 
assessments M M M H L L 

CGM: Procedure H H H H H H 
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Proposed New Measure for HEDIS®1 MY 2027: 
Follow-Up After Positive Colorectal Cancer Non-Invasive Screening Test 

(COF-E) 

NCQA seeks comments on a proposed new measure for inclusion in HEDIS Measurement Year (MY) 2027. 

Follow-Up After Positive Colorectal Cancer Non-Invasive Screening Test (COF-E): Assesses the percentage 
of persons 45-85 years of age who received a colonoscopy for a positive colorectal cancer non-invasive 
screening test within 180 days of a positive stool-based test. See measure specification for more 
information.  

The measure is specified for reporting by commercial, Medicaid and Medicare plans, and uses the HEDIS 
Electronic Clinical Data Systems (ECDS) reporting standard, which uses structured information from claims, 
electronic health records (EHR), health information exchanges (HIEs)/registries and case management 
systems. The measure would be separately stratified for ages 45-75 and 76-85. 

The United States Preventive Services Task Forces (USPSTF) recommends that adults aged 45 to 75 be 
screened for colorectal cancer through stool-based or visual-structural tests.2 The USPSTF recommends 
that clinicians selectively offer screening for colorectal cancer in adults aged 76 to 85 years. If the test result 
of a non-invasive colorectal cancer screening test is positive, a colonoscopy test is needed to complete the 
screening process. Successful cancer detection relies on timely follow-up of abnormal screening results. 
Delays in follow-up can diminish the value of screening and postpone treatment, increasing both cancer risk 
and mortality. Evidence indicates that individuals who have a positive FIT stool-based test result but do not 
complete a follow-up colonoscopy have twice the risk of death compared to those who do.3  

Throughout 2025, NCQA conducted a literature review, reviewed clinical guidelines, conducted field testing 
with three partners (one health plan and two health systems) and sought feedback from advisory panels. 
During field testing, partners reported that the measure specifications are feasible to report on, though one 
health system had difficulty accessing colonoscopy data; their system documented colonoscopies only as 
referrals. All partners were able to report on the Medicare and commercial product line. One partner was 
able to report on the Medicaid product line; however, the reported denominator results were limited in size.  

Overall, partners were able to report on completed stool-based lab tests and noted that the data was easy to 
find, clean and navigate. Partners had slightly more difficulty reporting on stool-based test results—
particularly the clinical SNOMED codes. Despite this difficulty, partners were generally able to identify events 
that occurred in the same record and match lab test results.  The two partners that reported on numerator 
data noted that colonoscopies were feasible to report on. While some challenges were identified related to 
the current use of standardized codes, all partners were able to map their results to codes in our value sets 
for their eligible population. Manual abstraction also further validated that the data is stored in 
the patient health record.  

NCQA evaluated multiple follow-up intervals during field testing, including 90, 180, 270 and 365 days. 
Performance rates showed the greatest improvement between 90 and 180 days. Additionally, evidence 
indicates increased odds of developing colorectal cancer after 180 days.4 NCQA proposed a 180-day follow-

1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2 US Preventive Services Task Force, Davidson, K. W., Barry, M. J., Mangione, C. M., Cabana, M., Caughey, A. B., Davis, E. 
M., Donahue, K. E., Doubeni, C. A., Krist, A. H., Kubik, M., Li, L., Ogedegbe, G., Owens, D. K., Pbert, L., Silverstein, M., 
Stevermer, J., Tseng, C.-W., & Wong, J. B. (2021). Screening for Colorectal Cancer: US Preventive Services Task Force 
3 Zorzi, M., Battagello, J., Selby, K., Capodaglio, G., Baracco, S., Rizzato, S., Chinellato, E., Guzzinati, S., & Rugge, M. 
(2022). Non-compliance with colonoscopy after a positive faecal immunochemical test doubles the risk of dying from colorectal 
cancer. Gut, 71(3), 561–567. https://doi.org/10.1136/gutjnl-2020-322192. 
4 Lee, Y. C., Fann, J. C., Chiang, T. H., Chuang, S. L., Chen, S. L., Chiu, H. M., Yen, A. M., Chiu, S. Y., Hsu, C. Y., Hsu, W. 
F., Wu, M. S., & Chen, H. H. (2019). Time to Colonoscopy and Risk of Colorectal Cancer in Patients With Positive Results 
From Fecal Immunochemical Tests. Clinical gastroenterology and hepatology: the official clinical practice journal of the 
American Gastroenterological Association, 17(7), 1332–1340.e3. https://doi.org/10.1016/j.cgh.2018.10.041 
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up timeframe for the measure, which was supported by the various Measurement Advisory Panels. 
Performance rates ranged from 21.7% to 37.5% and varied by product line and age group for the 180-day 
follow-up timeframe. Overall, performance results suggest room for improvement.  

NCQA seeks feedback on the following questions: 

1. Age Stratification. Should NCQA include the 76-85 age stratification in the measure?

2. Screening Tests. Does the Colorectal Cancer Screening Lab Test Value Set appropriately capture
stool-based tests used for screening only?

3. Data Capture. Do you anticipate feasibility in reporting the Colorectal Cancer Screening Lab Test
Value Set and Positive Colorectal Cancer Screening Lab Test Result or Finding Value Set?

4. Follow-Up Time Frame. Do you support the proposed 180-day follow-up timeframe?

5. Measure Support. Do you support the inclusion of the measure in HEDIS MY 2027?

Supporting documents include the draft measure specification and the evidence workup. 

NCQA acknowledges the contributions of the Cancer, Geriatric and Technical Measurement Advisory Panels. 
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Follow-Up After Positive Colorectal Cancer Non-Invasive Screening Test (COF-E)* 

Measure title Follow-Up After Positive Colorectal Cancer 
Non-Invasive Screening Test 

Measure ID COF-E 

Description The percentage of persons 45–85 years of age who received a colonoscopy for 
a positive colorectal cancer non-invasive screening test. 

Measurement 
period 

January 1–December 31. 

Copyright and 
disclaimer notice 

*This measure was supported by the Centers for Disease Control and Prevention of the U.S.
Department of Health and Human Services (HHS) as part of a financial assistance award to
the Council of Medical Specialty Societies (CMSS) totaling $1,563,853 with 100 percent
funded by CDC/HHS. The contents are those of the authors and do not necessarily
represent the official views of nor endorsement, by CDC/HHS or the U.S. Government.

Refer to the complete copyright and disclaimer information at the front of this 
publication.  
NCQA website: www.ncqa.org. 

Submit policy clarification support questions via My NCQA 
(https://my.ncqa.org). 

Clinical 
recommendation 
statement/ 
rationale 

The U.S. Preventive Services Task Force “recommends screening for 
colorectal cancer in all adults aged 50 to 75 years (A recommendation), all 
adults aged 45 to 49 years (B recommendation).” The taskforce also 
recommends that “clinicians selectively offer screening... in adults aged 76 to 
85 years (C recommendation).” Potential screening methods include an annual 
guaiac-based fecal occult blood test (gFOBT), annual fecal immunochemical 
test (FIT) and multitargeted stool DNA with FIT test (sDNA FIT) every 3 years.  

Citations U.S. Preventive Services Task Force. 2021. “Screening for Colorectal Cancer: 
U.S. Preventive Services Task Force Recommendation Statement.” JAMA 
325(19):1965–1977. doi:10.1001/jama.2021.6238 

Characteristics 

Scoring Proportion. 

Type Process. 

Product lines • Commercial.
• Medicaid.
• Medicare.

Stratifications Age as of the index episode start date.
• 45–75 years.
• 76-85 years.

Risk adjustment None. 

Improvement 
notation 

Increased score indicates improvement. 
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Guidance Data collection methodology: ECDS. Refer to General Guideline: Data 
Collection Methods for additional information. 

Date specificity: Dates must be specific enough to determine the event 
occurred in the period being measured.  

Which services count? When using claims, include all paid, suspended, 
pending and denied claims. 

Definitions 

IESD Index episode start date. The earliest date during the intake period when a 
person has a positive stool-based test result.  

Intake Period July 1 of the year prior to the measurement period to June 30 of the 
measurement period. 

Initial Population Measure item count: Person. 

Attribution basis: Enrollment. 
• Benefits: Medical.
• Continuous enrollment: Date of the IESD through 180 days after the

IESD.

Allowable gap: No more than one gap of ≤45 days during the continuous 
enrollment period. No gaps on the IESD.  

• Ages: 45–85 years of age as of the IESD.

Event: Positive stool-based colorectal cancer screening test. 
Step 1. Identify persons who had a fecal occult blood test or stool DNA with 
FIT test (Colorectal Cancer Screening Lab Test Value Set) with a positive 
result (Positive Colorectal Cancer Screening Lab Test Result or Finding Value 
Set) during the intake period. 

Step 2. Identify the IESD. For each person in step 1, determine the earliest 
positive stool-based test result. If the person had more than one positive test , 
include only the first test. 

Denominator 
exclusions 

Persons with a date of death. 
Death in the measurement period, identified using data sources determined by 
the organization. Method and data sources are subject to review during the 
HEDIS audit.  

Persons in hospice or using hospice services.  
Persons who use hospice services (Hospice Encounter Value Set; Hospice 
Intervention Value Set) or elect to use a hospice benefit any time during the 
measurement period. Organizations that use the Monthly Membership Detail 
Data File to identify these persons must use only the run date of the file. 

Persons receiving palliative care.  
Persons receiving palliative care (Palliative Care Assessment Value Set; 
Palliative Care Encounter Value Set; Palliative Care Intervention Value Set) or 
who had an encounter for palliative care (ICD-10-CM code Z51.5*) any time 
during the intake period through the last day of the measurement period. 

Draft Document—Obsolete After March 13, 2026

DO NOT REPRODUCE, DISTRIBUTE OR USE FOR ANY PURPOSE OTHER THAN HEDIS PUBLIC COMMENT 
©2026 National Committee for Quality Assurance

25



Persons who are 66 years of age and older by the last day of the 
measurement period, with Medicare benefits, enrolled in an institutional 
SNP (I-SNP) or living long-term in an institution (LTI).  
• Enrolled in an Institutional SNP (I-SNP) any time during the intake period

through the last day of the measurement period.
• Living long-term in an institution any time during the intake period through

the last day of the measurement period, as identified by the LTI flag in the
Monthly Membership Detail Data File.
Use the run date of the file to determine if a member had an LTI flag during

the intake period through the last day of the measurement period. 

Persons 66 years of age or older by the last day of the measurement 
period, with both frailty and advanced illness.  
1. Frailty. At least two indications of frailty (Frailty Device Value Set*; Frailty

Diagnosis Value Set*; Frailty Encounter Value Set*; Frailty Symptom Value
Set*) with different dates of service during the intake period through the last
day of the measurement period.

2. Advanced illness. Either of the following during the measurement period
or the year prior to the measurement period:
• Advanced illness (Advanced Illness Value Set*) on at least two different

dates of service.
• Dispensed dementia medication (Dementia Medications List).

History of colorectal cancer and/or total colectomy.  
Colorectal cancer (Colorectal Cancer and History of Colorectal Cancer Value 
Set*) or a total colectomy (Total Colectomy Value Set; SNOMEDCT code 
119771000119101) any time during the person’s history through the day prior 
to the IESD.   

Coding Guidance 
*Do not include laboratory claims (claims with POS code 81).

Denominator The initial population minus denominator exclusions. 

Numerator Follow-up colonoscopy.  
Identify persons who received a follow-up colonoscopy (Colonoscopy Value 
Set) on the IESD or in the 180-day period after the IESD.  

Summary of 
changes 

• This is a first-year measure.
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Data element tables Organizations that submit HEDIS data to NCQA must provide the following 
data elements.  
Table COF-E-A-1/2/3: Metadata Elements for Follow-Up After Positive Colorectal 
Cancer Stool-Based Test 

Metric Age Data Element Reporting Instructions 
ColonoscopyAfterScreening 45-75 InitialPopulation For each Stratification 

76-85 Exclusions For each Stratification 
Total Denominator For each Stratification 

Numerator For each Stratification 
Rate (Percent) 
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Follow-Up After Positive Colorectal Cancer Non-Invasive Screening Test 
(COF-E) 

Measure Workup 

Topic Overview 

Importance and Prevalence 

Colorectal cancer (CRC) represents approximately 8% of all new cancer cases; it is the third most 
commonly diagnosed cancer in the United States and the leading cause of cancer deaths in men under 50 
(CDC, 2024). The American Cancer Society estimates over 154,000 new cases of CRC in 2025 (Colorectal 
Cancer Facts & Figures 2023-2025, 2023). CRC is most frequently diagnosed among people 65–74 years of 
age; however, it is estimated that 10.5% of new CRC cases occur in adults younger than 50 (Colorectal 
Cancer Statistics | How Common Is Colorectal Cancer?, 2025). While CRC rates in older adults have 
dropped slightly over the past decade, rates have increased by 2.4% per year from 2012 to 2021 in adults 
younger than 50 (Colorectal Cancer Statistics | How Common Is Colorectal Cancer?, 2025). 

Routine screening for CRC is an effective method for finding precancerous lesions (polyps) that could later 
become malignant, and for detecting early cancers that can be more easily and effectively treated. 
Colonoscopy and stool-based testing such as the fecal immunochemical test (FIT) and multitarget stool DNA 
test (sDNA) are the most commonly used CRC screening tests in the United States (Seum et al., 2025; 
Shaukat et al., 2021).  

Precancerous polyps can be slow growing and can take up to 10–15 years to develop into CRC; most types 
of polyps can be identified and removed before developing into a later stage of cancer. Polyps can be 
removed during the screening colonoscopy or during a colonoscopy performed as follow-up to a positive 
screening test. For individuals diagnosed with early-stage, or localized, colon cancer between 2014 and 
2020, the 5-year relative survival rate was 91% (American Cancer Society, 2026).  

Health care 
disparities 

Adherence to screening and timely follow-up has historically been identified as a 
major driver of racial disparities in CRC incidence and mortality. Inequitable access 
and persistent systemic barriers to screening, follow-up, and treatment of CRC for 
Black adults may contribute to the higher rate of CRC incidence and mortality in 
that population (Carethers, 2021). Follow-up colonoscopy rates remain 
substantially lower for Black adults compared to White adults (Alagoz et al., 2024). 
Further, positive stool-based results often do not result in a colonoscopy being 
ordered unless providers indicate an “urgent” request. How “urgency” for each 
patient is defined is unknown. Moreover, colonoscopies may be difficult for 
patients to access. Barriers to colonoscopy may include psychological fears such 
as pain, discomfort, and worry about outcomes; lack of social support; financial 
challenges related to insurance or cost; logistical issues like transportation and 
time; and gaps in provider recommendation or perceived need (Kerrison et al., 
2022; Muthukrishnan et al., 2019).  

Financial 
importance and 
cost-effectiveness 

CRC can produce a significant financial burden on patients. Medical spending on 
CRC in 2020 in the United States was $24.3 billion, including medical services and 
prescription drugs (CDC, 2025). Primarily, the increasing price of and limited 
access to cancer treatment drugs have contributed to the overall costs (Leighl et 
al., 2021). Increased CRC screening and subsequent appropriate follow-up offer 
an opportunity to reduce costs (Ebner et al., 2023). Preventing later-stage CRC, 
through screening and timely follow-up, eliminates direct costs associated with 
treatment, including drugs, doctor visits and hospital stays, as well as indirect costs 
such as lost productivity from time away from work. 
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Guidelines for Colorectal Cancer Screening and Follow-Up 

CRC screening is recommended by the US Preventive Services Task Force (USPSTF) for individuals 50 – 
75 in the general population (US Preventive Services Task Force et al., 2021). This is an A 
recommendation, which means that the USPSTF found with high certainty that the net benefit is substantial. 
The USPSTF also recommends screening for CRC in adults 45–49. This is a B recommendation; the 
USPSTF found with moderate certainty that the net benefit of screening adults in this age range is moderate 
(US Preventive Services Task Force et al., 2021). Other national guideline organizations such as the Multi-
Society Task Force on Colorectal Cancer which is a collaborative group representing the American College 
of Gastroenterology (ACG), the American Gastroenterological Association (AGA) and the American Society 
for Gastrointestinal Endoscopy (ASGE), the Centers for Disease Control and Prevention (CDC), National 
Comprehensive Cancer Network (NCCN) and other national organizations also recommend CRC screening 
in a general population.  

There are several screening methods for CRC, including stool-based tests (i.e. FIT, sRNA, sDNA, sDNA 
FIT), blood-based biomarker tests, and visual structural tests (i.e. colonoscopy, CT colonography, flexible 
sigmoidoscopy); the risks and benefits of different screening methods vary. The USPSTF evaluated 
screening tests and their effectiveness in reducing the incidence of and mortality from CRC, or all-cause 
mortality, harms associated with each test, and their ability to detect adenomatous polyps, advanced 
adenomas and CRC. The USPSTF recommends the use of FIT, sDNA and sDNA FIT stool-based tests and 
visual-structural tests for screening (US Preventive Services Task Force et al., 2021). See Table 1. The 
USPSTF recommends that maximizing the total number of persons screened will have the greatest effect on 
reducing CRC deaths. Allowing various methods for early-stage screening and offering choice in screening 
strategies may further this goal. While individuals who have a family history of colon cancer are typically 
referred to a colonoscopy, rather than a stool-based screener, the type of stool-based screener ordered for 
average risk populations is not generally differentiated.  

While the NCCN guidelines include both sRNA stool-based and blood-based tests as an option for average-
risk individuals (Ness, et al., 2025) , the USPSTF and other guideline agencies, have not yet endorsed these 
tests in official recommendations. NCCN included these methods noting that the best screening is the one 
that gets completed by the patient, despite lower evidence and being less cost-effective for the patient 
(Ness, et al., 2025).  

Table 1 summarizes recommendations from the USPSTF, outlining the screening methods that may be 
offered to individuals, recommended screening intervals and follow-up guidance. Notably, while most 
organizations agree a follow-up colonoscopy should be performed for screenings yielding a positive test 
result, there are no formal recommendations for time to follow-up completion. A list of CRC screening and 
follow-up guidelines from national organizations guidelines can be found in Appendix A. 

Table 1. Summary of USPSTF Included Screening Methods and Follow-Up Guideline Recommendations 

Screening 
Type 

Screening Method Screening 
Recommendation 

Results Recommended Process for Follow-Up 

Stool Based 
Tests 

Fecal occult blood test 
(FOBT)1 

Annually Negative, no blood 
detected 

No follow up needed 

Positive, blood detected Follow-up Colonoscopy 
Stool DNA (sDNA) with 

FIT test1 
1 to 3 years Negative, no DNA/blood 

detected 
No follow up needed 

Positive, DNA/blood 
detected 

Follow-up Colonoscopy 

Visual-
Structural 

Exams 

Flexible sigmoidoscopy1 Every 5 years Negative, no abnormalities No follow up needed 
Positive, polyps or 

abnormal tissue found 
Follow-up Colonoscopy 

CT Colonography1 Every 5 years Negative No follow up needed 
Positive Follow-up Colonoscopy 
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Colonoscopy1 Every 10 years Negative, no polyps found No follow-up needed 
Positive, polyps found Follow-up Colonoscopy 

1 US Preventive Services Task Force. (2021). Screening for Colorectal Cancer: US Preventive Services Task Force Recommendation 
Statement. JAMA, 325(19), 1965–1977. https://doi.org/10.1001/jama.2021.6238 

Opportunities for Improvement and Other Considerations 

Despite evidence that CRC screening can reduce both disease incidence and mortality, screening rates 
remain suboptimal. HEDIS measurement year 2023 performance rates indicate that 60% of commercial, 
38% of Medicaid, and 70% of Medicare plan members received an appropriate screening for CRC, 
indicating room for improvement.  

Likewise, while timely follow-up care is critical for life-saving intervention, follow-up colonoscopy completion 
rates have varied from 24% to 75% (Subramanian et al., 2024). Interventions targeted at increasing 
screening uptake should focus on timely follow-up care as well. Research demonstrates individuals who had 
a positive FIT result but did not have a follow-up colonoscopy were twice as likely to die as those who did 
have a follow-up colonoscopy (Zorzi et al., 2022).  

Related measures A review of the landscape showed two existing follow-up measures for CRC 
screening. One measure was developed by the American Medical Group 
Association and assesses the rates of adults aged 46 to 75 years who 
received a colonoscopy within 6 months of receiving an abnormal result from 
an initial stool-based CRC screening test (Ciemens et al., 2024). The other 
existing measure was developed by Brigham & Women’s Hospital assesses 
the percentage of patients aged 45 to 75 years with at least one positive 
stool-based colorectal cancer screening test who completed a colonoscopy 
within 180 days (Partnership for Quality Measurement, 2025). While these 
measures were developed for the health system level, the use of both claims 
and clinical data provides a suitable comparison for a plan-level quality 
measure. 

Measure concept 
risks & challenges 

Despite clear guidance on routine screening for CRC and completing a 
colonoscopy as follow-up to a positive screening test, no guidelines indicate 
an appropriate time frame for follow up. Given the consequences of failure to 
follow up, assessing the quality of follow-up care relies on specifying a time 
frame. While there is limited guidance on what is considered timely follow-up 
care, several studies have demonstrated that odds for later developing CRC 
increase for follow-up colonoscopies completed at 6 – 12 months (Beshara 
et al., 2020; Forbes et al., 2021; Lee et al., 2019).   

Digital Considerations 

As part of NCQA’s strategic transition to a fully digital quality measurement portfolio, we conducted a 
feasibility assessment to inform eventual digital measure implementation. The assessment evaluates the 
measure’s intent and associated clinical concepts within a digital framework.  

Overall, the measure’s preliminary post-testing clinical concepts show medium digital feasibility. The main 
challenge remains utilization of available terminology standards and ensuring data availability and 
accessibility for stool-based test results and colonoscopies. While test sites could provide results, they had 
to manually map local codes to standardized codes for stool-based results. Existing standards lack full 
alignment for capturing stool-based test results in coded, discrete fields, highlighting an industry-wide need 
for standardization. Test partners aggregated stool-based results from multiple sources, encountering data 
issues that may affect accuracy and availability. Clinical workflows for capturing stool-based tests and 
colonoscopies were generally feasible but lacked integration for stool-based results. Refer to Appendix B for 
details. 
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Appendix A: Specific Guideline Recommendations 

Table 1. Clinical Practice Guidelines for Colorectal Cancer Screening and Follow Up by Screening Method and Organization 

Organization or Society Recommended Age 
for Screening 

Screening Method Screening 
Recommendation 

Results Follow Up 
Recommendations for Each 

Test Result 

United States Preventive 
Task Force (US 

Preventive Services Task 
Force et al., 2021) 

45-85 FOBT 1 year Negative Testing every 1-3 years 
Inconclusive - 

Positive Follow-up colonoscopy 
sDNA w/FIT 1-3 year Negative Testing every 1-3 years 

Inconclusive - 
Positive Follow-up colonoscopy 

Flex Sigmoidoscopy 5 year Negative Follow-up colonoscopy in 10 
years + FIT every year 

Inconclusive - 
Positive Follow-Up Colonoscopy 

CT Colonography 5 year Negative Follow-Up in 5 years 
Inconclusive - 

Positive Follow-Up Colonoscopy 
Colonoscopy 5 year Negative Follow-Up in 10 years 

Inconclusive - 
Positive Follow-Up Colonoscopy 

Multi-Society Task Force 
(Gupta et al., 2020; Patel 

et al., 2021; Rex et al., 
2017)  

45-75 FOBT 1 year Negative Follow-up in 1 years 
Inconclusive - 

Positive - 
sDNA w/FIT 1 year sDNA w/FIT, sDNA 

alone is every 3 years 
Negative Follow-up in 1 years 

Inconclusive - 
Positive - 
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Flex Sigmoidoscopy 5 year Negative Follow-up in 5 years or every 
10 years with FIT every 1 year 

Inconclusive - 
Positive - 

CT Colonography 5 year Negative Follow-up in 5 years 
Inconclusive - 

Positive - 
Colonoscopy 10 years Negative Follow-up In 10 years 

Inconclusive - 
Positive - 

American College of 
Gastroenterology 

(Shaukat et al., 2021) 

45-75 FOBT 1 year Negative Follow-up in 1 years 
Inconclusive - 

Positive - 
sDNA w/FIT 1 year Negative Follow-up in 1 years 

Inconclusive - 
Positive - 

Flex Sigmoidoscopy 5 year Negative Follow-up in 5 years or every 
10 years with FIT every 1 year 

Inconclusive - 
Positive - 

CT Colonography 5 year Negative Follow-up in 5 years 
Inconclusive - 

Positive - 
Colonoscopy 10 years Negative Follow-up In 10 years 

Inconclusive - 
Positive - 

Centers for Disease 
Control (CDC, 2024) 

45-75 FOBT 1 year Negative Follow-up in 1 years 
Inconclusive - 

Positive - 
sDNA w/FIT 1 year, sDNA alone is 

every 1-3 years 
Negative Follow-up in 1 years 

Inconclusive - 
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Positive - 
Flex Sigmoidoscopy 5 year Negative Follow-up in 5 years or every 

10 years with FIT every 1 year 
Inconclusive - 

Positive - 
CT Colonography 5 year Negative Follow-up in 5 years 

Inconclusive - 
Positive - 

Colonoscopy 10 years Negative Follow-up In 10 years 
Inconclusive - 

Positive - 
American Cancer Society 

(Wolf et al., 2018)   
45-75 FOBT 1 year Negative Testing every 1-3 years 

Inconclusive - 
Positive Follow-up colonoscopy 

sDNA w/FIT 1-3 year Negative Testing every 1-3 years 
Inconclusive - 

Positive Follow-up colonoscopy 
Flex Sigmoidoscopy 5 year Negative Follow-up colonoscopy in 10 

years + FIT every year 
Inconclusive - 

Positive Physician Follow-Up 
CT Colonography 5 year Negative Follow-Up in 5 years 

Inconclusive - 
Positive Physician Follow-Up 

Colonoscopy 5 year Negative Follow-Up in 10 years 
Inconclusive - 

Positive Physician Follow-Up 
National Comprehensive 
Cancer Network (NCCN, 

2025) 

45-75 FOBT or FIT 1 year Negative Follow-up in 1 year 
Inconclusive - 

Positive Follow-up colonoscopy within 
9 months 
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sDNA w/FIT 3 years Negative Follow-up in 3 years 
Inconclusive - 

Positive Follow-up colonoscopy within 
9 months 

sRNA 3 years Positive Follow-up colonoscopy within 
9 months 

Inconclusive - 
Negative Follow-up in 3 years 

Flex Sigmoidoscopy 5 years Negative Follow-up in 5 years 
Inconclusive - 

Positive Follow-up colonoscopy within 
9 months 

CT Colonography 5 years Negative Follow-up in 5 years 
Inconclusive - 

Positive Follow-up colonoscopy within 
9 months 

Colonoscopy 10 years Negative Follow-up in 10 years 
Inconclusive - 

Positive Physician follow-up 
Blood-Based 3 years Positive Follow-up colonoscopy within 

9 months 
Inconclusive - 

Negative Follow-up in 3 years 
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Appendix B: Digital Feasibility 

As part of NCQA’s strategic transition to a fully digital quality measurement portfolio, we conducted a 
feasibility assessment prior to field testing to evaluate the measure’s intent and associated clinical 
concepts within a digital framework. The primary objectives were to determine whether the clinical 
concepts could be represented using standardized data models and nationally recognized 
terminologies, and to assess the availability of discrete, structured data necessary to support 
accurate and reliable digital measurement.  

Data and Terminology Standards 

NCQA’s digital quality measures are built on the Fast Healthcare Interoperability Resources (FHIR®) 
standard, developed by HL7®, to support interoperable exchange of electronic health data. In the 
U.S., FHIR US Core profiles provide detailed implementation guidance aligned with the United
States Core Data for Interoperability (USCDI), a federal standard maintained by ASTP (formerly
ONC). USCDI defines essential data classes and elements, while FHIR US Core specifies how to
represent and exchange them. Additionally, NCQA uses nationally recognized clinical terminologies
(e.g., ICD-10, CPT, LOINC) to define value sets, ensuring standardized interpretation and
representation of clinical data in quality measures.

Digital Feasibility Assessment 

The digital feasibility assessment is conducted at two stages during the measure development 
process, pre-testing and post-testing, summarized below. This assessment examines each measure 
concept across three high-level categories: 

• Data Standards & Terminology. Evaluates the alignment with national standards (FHIR,
USCDI) and recognized terminology standards (i.e., LOINC, ICD).

• Clinical Workflow & Data Accuracy. Evaluates whether the concept aligns with standard
clinical practice and the likelihood that the data will be accurate, complete and reliable.

• Data Availability & Structure. Assesses if the data is likely to be present, in structured
fields, and accessible to health plans.

The digital feasibility assessment (shown in Figure A-1 and A-2) rate each concept from high to low. 
High = Feasible with no concerns, Medium = Feasible with some concerns (with a potential 
mitigation strategy); Low = Low feasibility with concerns (with little to no mitigation strategy for the 
current development cycle). 

Post-Testing Feasibility Findings. 

Summary: Overall, the measure’s preliminary post-testing clinical concepts show medium 
digital feasibility. The main challenge remains utilization of available terminology standards 
and ensuring data availability and accessibility for stool-based test results and colonoscopies. 
While test sites could provide results, they had to manually map local codes to standardized 
codes for stool-based results. Existing standards lack full alignment for capturing stool-based 
test results in coded, discrete fields, highlighting an industry-wide need for standardization. 
Test partners aggregated stool-based results from multiple sources, encountering data issues 
that may affect accuracy and availability. Clinical workflows for capturing stool-based tests and 
colonoscopies were generally feasible but lacked integration for stool-based results.  

Data Standards & Terminology. All the clinical concepts used in the measure can be modeled in 
the FHIR data standard. Clinical concepts can be represented using nationally recognized 
terminologies including Logical Observation Identifiers Name and Codes (LOINC), Current 
Procedural Terminology (CPT), International Statistical Classification of Disease and Related health 
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Problems, 10th Revision (ICD-10), and Systematized Medical Nomenclature for Medicine 
(SNOMED). However, SNOMED codes for screening results are not consistently utilized. 

Clinical Workflow & Data Accuracy. There are some workflow feasibility challenges related to 
capturing stool-based results in discrete data fields but generally results were available and required 
manual mapping for reporting which could impact the accuracy of the data. 

Data Availability & Structure. There are challenges related to availability of data in structured fields 
for stool-based screening results to identify positive findings. Screening results data will all be found 
in clinical systems but health plans may not currently have access to all the data.  

Figure A-2: Post-Testing Digital Concept Feasibility Assessment 

Score key: H = High, M = Medium, L = Low 

Data Standards & Terminology 
Clinical Workflow & Data 

Accuracy Data Availability & Structure 

Clinical Concept Data Standards Terminology 
Standards Workflow Data 

Accuracy 
Data 

Availability 
Data 

Accessibility 
Stool-Based Test H H H H H H 

Stool-Based Test 
Result H H H M M M 
Colonoscopy H H H H H H 
History of Colorectal 
Cancer H H H H H H 
History of Total 
Colectomy H H H H H H 

Pre-Testing Feasibility Findings. 

Summary: Overall, the clinical concepts used in the measure demonstrate medium feasibility. 
Stool-based tests show high feasibility, but implementation may be limited by inconsistent 
structured data and reliance on unstructured formats necessary to report stool-based test 
results. The feasibility assessment for the stool-based test concepts will be updated after 
current field testing.   

Data Standards & Terminology. The measure demonstrates high feasibility for stool-based 
screening tests—such as gFOBT, FIT, and sDNA—thanks to strong alignment with existing data 
standards like FHIR, US Core, and HEDIS profiles. These tests and their results are well-supported 
by standardized terminology, including LOINC and SNOMED codes. Implementation is particularly 
challenging because of the absence of standard clinical terminologies needed in this measure (i.e. 
LOINC code and SNOMED codes), which limits interoperability and automated reporting. Overall, 
while most clinical concepts in the measure can be modeled using FHIR, variability in documentation 
and coding practices across providers and health plans continues to hinder consistent 
implementation and data exchange. 

Clinical Workflow & Data Accuracy. Stool-based screening tests generally align well with standard 
clinical workflows, and when documented in structured formats, the data tends to be accurate and 
reliable. A significant challenge for stool-based test types is the frequent reliance on unstructured 
formats—such as PDFs and narrative text—which limits the reliability and usability of the data. 
Additionally, variability in stool-based test results (i.e.SNOMED) coding practices across systems 
introduces further inconsistencies, making it difficult to ensure uniform data quality and integration. 

Data Availability & Structure. Stool-based screening tests generally exhibit high data availability in 
structured fields, making them accessible to health plans when properly coded. At the system level, 
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implementation feasibility is considered medium due to inconsistent use of structured data fields, 
needed for test results, across providers and systems. However, there are clear opportunities to 
enhance data structure and availability by developing and adopting standardized codes that support 
consistent documentation and interoperability. 

Figure A-1: Pre-Testing Digital Concept Feasibility Assessment 

Score key: H = High, M = Medium, L = Low 

Data Standards & Terminology 
Clinical Workflow & Data 

Accuracy Data Availability & Structure 
Clinical Concept Data 

Standards 
Terminology 

Standards Workflow Data 
Accuracy 

Data 
Availability 

Data 
Accessibility 

Stool-Based Test H H H H H H 

Stool-Based Test 
Result H H M M M M 
Colonoscopy H H H H H H 
History of 
Colorectal Cancer H H H H H H 
History of Total 
Colectomy H H H H H H 
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Proposed New Measure for HEDIS®1 MY 2027:
Intimate Partner Violence Screening and Follow-Up (PVS-E) 

NCQA seeks comments on the proposed new HEDIS Intimate Partner Violence Screening and Follow-Up 
(PVS-E) measure for MY 2027.  

Intimate partner violence is a prevalent public health issue affecting every demographic group, with 
approximately 1 in 4 women and 1 in 7 men experiencing intimate partner violence in their lifetime in the 
US.2 Screening and follow-up for intimate partner violence provide a standardized way for health care teams 
to identify safety concerns and determine when additional assessment, support or referrals are needed. 
Screening and follow-up for intimate partner violence are supported by US clinical guidelines, including the 
United States Preventive Services Task Force and The Women’s Preventive Services Initiative. 

The proposed PVS-E measure assesses persons 12–64 years of age who met the following criteria: 

1. Intimate Partner Violence Screening: The percentage of persons screened for intimate partner
violence using a standardized instrument.

2. Follow-Up on Positive Screen: The percentage of persons receiving follow-up care within 7 days of a
positive intimate partner violence screen finding.

Field testing and NCQA's Digital Feasibility Assessment demonstrated that the measure is feasible to 
implement. Advisory panelists and subject matter experts contributed guidance throughout development and 
expressed support for the measure. 

NCQA seeks feedback on the following questions: 
1. What is the best approach to integrating the CUES framework (which includes confidentiality,

universal education and support) in the quality measure?
2. What follow-up time window should be specified (7 or 30 days) at the health plan level?
3. Should we consider including people with a date of death to help identify missed opportunities for

intimate partner violence screening and follow-up?
4. Testing showed very small sample sizes for the Medicare population. Should we consider expanding

the current measure to individuals aged 12-64 within the Medicare product line?
5. Are there unintended consequences we should consider, particularly related to the disclosure of

patient sensitive information and the subsequent documentation in the clinical record?

Supporting documents include the draft measure specification and evidence workup. 

NCQA acknowledges the contributions of the Health Equity Expert Workgroup, the Technical Measurement Advisory 
Panel and Intimate Partner Violence subject matter experts. 

1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2 Stylianou, M.A. Economic Abuse Within Intimate Partner Violence: A Review of the Literature. Violence and Victims. January 
2018. https://connect.springerpub.com/content/sgrvv/33/1/3.full.pdf 
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Intimate Partner Violence Screening and Follow-Up (PVS-E) 

Measure title Intimate Partner Violence Screening and Follow-Up Measure ID PVS-E 

Description The percentage of persons 12 - 64 years of age who met the following criteria: 
• Intimate Partner Violence Screening: The percentage of persons who were

screened for intimate partner violence using a standardized instrument.
• Follow-Up on Positive Screen: The percentage of persons who received follow-

up care within 7 days of a positive intimate partner violence screen finding.

Measurement 
period 

January 1–December 31. 

Copyright and 
disclaimer 
notice 

*Developed with financial support from the Blue Shield of California Foundation.

Refer to the complete copyright and disclaimer information at the front of this 
publication.  

NCQA website: www.ncqa.org.  

Submit policy clarification support questions via My NCQA (https://my.ncqa.org). 

Clinical 
recommendation 
statement/ 
rationale 

The U.S. Preventive Services Task Force (USPSTF) recommends screening for 
intimate partner violence among adolescents 12–18 years and the general adult 
population, including pregnant and postpartum women. (B recommendation)  

The USPSTF also recommends that screening be implemented with adequate 
systems in place to ensure accurate diagnosis, effective treatment and appropriate 
follow-up. (B recommendation) 

Futures Without Violence, a leading anti-violence advocacy organization that 
developed the CUES (Confidentiality, Universal Education, Empowerment, and 
Support) approach, recommends the CUES framework as a best-practice model for 
screening and responding to intimate partner violence (IPV) in clinical settings. CUES 
promotes universal education, ensuring that all patients receive brief, supportive 
messages about healthy relationships and IPV. This approach incorporates safe, 
confidential conversations and provides patients with referral resources. CUES has 
been shown to improve patient engagement, reduce stigma, and support early 
intervention for IPV. 

The Women’s Preventive Services Initiative, a federally supported collaborative 
program led by The American College of Obstetricians and Gynecologists (ACOG), 
advises conducting yearly screenings for interpersonal and domestic violence among 
adolescents and women; and referring to initial intervention services when needed 
(intervention services include, but are not limited to, education, harm reduction 
strategies, referral to support services, and counseling). 

The National Academies of Sciences, in collaboration with the US Health and Human 
Services Department, Essential Health Care Services for Intimate Partner Violence 
Recommendation 1: The committee recommends that the Health Resources and 
Services Administration and all U.S. health care systems classify the following as 
essential health care services related to intimate partner violence (IPV): Universal 
IPV screening and inquiry, Universal IPV education, Safety planning, etc. 
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Citations US Preventive Services Task Force et al. “Screening for Intimate Partner Violence, 
Elder Abuse, and Abuse of Vulnerable Adults: US Preventive Services Task Force 
Final Recommendation Statement.” JAMA 329,16 (2018):167–87.  

Futures Without Violence. Educate Health Providers on How to Respond to Intimate 
Partner Violence. National Health Resource Center on Domestic Violence. (2023). 
https://ipvhealth.org/wp-content/uploads/2024/04/Evidence-behind-CUES_2024.pdf 

Women’s Preventive Services Initiative (WPSI) “Interpersonal and domestic violence 
recommendations.” ACOG Foundation. (2024). 
https://www.womenspreventivehealth.org/recommendations/interpersonal-and-
domestic-violence/ 

National Academies of Sciences, Engineering, and Medicine (NASEM). “Essential 
Health Care Services Addressing Intimate Partner Violence.” Washington, DC: The 
National Academies Press. (2024): Chapter 5, 124-129. 
https://doi.org/10.17226/27425. 

Characteristics 

Scoring Proportion. 

Type Process. 

Product lines • Commercial.
• Medicaid.

Stratifications Age as of the start of the measurement period.
• 12–17 years.
• 18–44 years.
• 45-64 years.

Administrative Gender. 
• Administrative Gender of Female (AdministrativeGender code female).
• Administrative Gender of Male (AdministrativeGender code male).
• Other.
• Unknown. 

Risk adjustment None. 

Improvement 
notation 

Increased score indicates improvement. 

Guidance Data collection methodology: ECDS. Refer to the General Guideline: Data 
Collection Methods for additional information. 

Date specificity: Dates must be specific enough to determine that the event 
occurred in the period being measured. 

Which services count? When using claims, include all paid, suspended, pending 
and denied claims.      
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Definitions 

Intimate partner 
violence 
screening 
instrument 

A standard assessment instrument normalized and validated for the appropriate 
patient population. Eligible screening instruments and eligible screening questions 
with thresholds for positive findings are outlined in the Table 1 and Table 2 below. 
Screening for IPV using the HITS (Hurt, Insult, Threat, Scream) or Accountable 
health communities (AHC) health-related social needs screening (HRSN) tools must 
be administered in entirety and have a Total Safety Score. Answers to any one or 
more of the IPV screening questions in Table 2 can be counted for IPV screening.  

Table 1: Intimate Partner Violence Complete Screening Instruments 

Screening Tool 
Total Safety 

Score 
LOINC Code 

Positive 
Score 

HITS (Hurt, Insult, Threat, Scream) 95614-4 ≥10 

Table 2: Intimate Partner Violence Screening Questions 

Instruments Questions Question 
LOINC Codes 

Positive 
Finding 

HARK (Humiliation, 
Afraid, Rape, Kick) 

Within the last year, have you 
been humiliated or emotionally 
abused in other ways by your 
partner or ex-partner? 

76500-8 Yes 
LA33-6 

HARK (Humiliation, 
Afraid, Rape, Kick) 

Within the last year, have you 
been afraid of your partner or 
ex- partner? 

76501-6 Yes 
LA33-6 

HARK (Humiliation, 
Afraid, Rape, Kick) 

Within the last year, have you 
been raped or forced to have 
any kind of sexual activity by 
your partner or ex-partner? 

76502-4 Yes 
LA33-6 

HARK (Humiliation, 
Afraid, Rape, Kick) 

Within the last year have you 
been kicked, hit, slapped, or 
otherwise physically hurt by 
your partner or ex-partner? 

76503-2 Yes 
LA33-6 

Intimate Partner 
Violence 4 (IPV-4) 

In the past year, did a current or 
former partner make you feel 
cut off from others, trapped, or 
controlled in a way you did not 
like? 

106924-4 Yes 
LA33-6 

Intimate Partner 
Violence 4 (IPV-4) 

In the past year, did a current or 
former partner make you feel 
afraid that they might try to hurt 
you in some way? 

106923-6 Yes 
LA33-6 

Intimate Partner 
Violence 4 (IPV-4) 

In the past year, did a current or 
former partner pressure or force 
you to do something sexual that 
you didn’t want to do? 

106926-9 LA33-6 

Intimate Partner 
Violence 4 (IPV-4) 

In the past year, did a current or 
former partner hit, kick, punch, 
slap, shove, or otherwise 
physically hurt you? 

106927-7 Yes 
LA33-6 
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Initial population Measure item count: Person. 

Attribution: Enrollment. 
• Benefit: Medical.
• Continuous enrollment: The measurement period.
• Allowable gap: No more than one gap of ≤45 days during the

measurement period.

Ages: 12 - 64 years of age and older at the start of the measurement period. 

Event: None.  

Denominator 
Exclusions 

Persons with a date of death. 
Death in the measurement period, identified using data sources determined by 
the organization. Method and data sources are subject to review during the 
HEDIS audit. 

Persons in hospice or using hospice services. 
Persons who use hospice services (Hospice Encounter Value Set; Hospice 
Intervention Value Set) or elect to use a hospice benefit any time during the 
measurement period. Organizations that use the Monthly Membership Detail 
Data File to identify these persons must use only the run date of the file. 

Denominator Denominator 1: The initial population minus denominator exclusions. 

Denominator 2: Persons from numerator 1 with a positive finding or intimate 
partner violence between January 1 and December 24 of the measurement 
period. 

Numerator Numerator 1—Intimate partner violence screening. 
Persons in denominator 1 with a documented result for intimate partner 
violence screening performed between January 1 and December 24 of the 
measurement period. 

Numerator 2—Follow-up on positive screen. 
Persons in denominator 2 who received follow-up care (Intimate Partner 
Violence Procedures Value Set) on or up to 7 days after the date of the first 
positive finding. 

Note: Follow-up care may include assistance, counseling, coordination, 
education, evaluation of eligibility, provision or referral.  

Summary of changes • This is a first-year measure.
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Data element tables Organizations that submit data to NCQA must provide the following data 
elements in a specified file. 

Table PVS-E-1/2/3: Data Elements for Intimate Partner Violence Screening and 
Follow-Up  

Metric Age Administrative 
Gender Data Element Reporting 

Instructions 
Screening 12-17 Male InitialPopulation For each 

stratification, repeat 
per metric 

FollowUp 18-44 Female Exclusions For each 
stratification, repeat 
per metric 

45-64 Other Denominator For each Metric and 
Stratification 

Total Unknown Numerator For each Metric and 
Stratification 

Total Rate (Percent) 
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Intimate Partner Violence Screening and Follow-Up (PVS-E)
Measure Workup 

Topic Overview 

Intimate partner violence (IPV) is a subset of interpersonal violence. Interpersonal violence involves the use 
of physical force or power, and may be physical, sexual or psychological (Mercy et al., 2017). It includes 
family or partner violence and community violence, and Figure 1 demonstrates the various domains of 
interpersonal violence. Community violence occurs among non-familial individuals and typically occurs in 
institutional settings such as schools or workplaces. Family violence includes child maltreatment, elder 
maltreatment, dating violence and intimate partner violence (IPV always refers to intimate partner violence 
throughout this document) (Mercy et al., 2017). Experiencing one form of violence, such as exposure to 
childhood abuse, increases likelihood of experiences of other forms of violence, such as IPV in adulthood 
(Cueva, 2021). Thus, experiencing any form of violence predisposes individuals to other forms of violence—
creating compounded vulnerabilities to the negative impacts of violence. 

This literature review and measure focus on IPV because it has the strongest evidence base and clinical 
actions for screening and providing interventions are supported by US clinical guidelines; however, other 
forms of family and partner violence are prevalent and need addressing. For example, elder maltreatment 
has an estimated prevalence of 25.2 percent, and child maltreatment has an estimated prevalence of 13.8 
percent (Dong et al., 2019). The measure does not exclude children and older adults but aligns with the 
strongest evidence base and clinical guidelines. 

Figure 1. IPV Hierarchy Definition and Domains  

Intimate Partner Violence Definitions 

The Centers for Disease Control and Prevention (CDC) defines intimate partner violence (IPV) as “physical 
violence, sexual violence, stalking, and psychological aggression by a current or former intimate partner” 
(CDC, 2016). The nuances of each act of violence recognized as IPV are detailed below, but it is important 
to note that all these forms of IPV can intersect.  

Physical Violence: Physical violence may include pushing, shoving, grabbing, throwing objects, beating, 
slapping, kicking, strangling or using a weapon (Khanna et al., 2018). Physical violence is a common form of 
IPV and is associated with higher rates of depression, post-traumatic stress disorder (PTSD) symptoms, and 
somatic anxiety (Karr et al., 2024). In primary care and emergency department (ED) settings, 37 to 50 
percent of women reported physical violence within their lifetimes, with 10 to 18 percent reporting physical 
violence in the past year (Beydoun et al., 2017). 
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Sexual Violence: Sexual violence involves sexual acts that are non-consensual (either the person did not 
give consent or was unable to) (University of California Sexual Violence Prevention & Response, n.d.). This 
form of IPV also includes sexual assault, which includes physical force, threat, intimidation, or taking 
advantage of the intoxicated state of a person, as well as sexual harassment, which involves unwelcomed 
sexual advances, requests for sexual favors, or conduct of a sexual nature (University of California Sexual 
Violence Prevention & Response, n.d.). Nearly 1 in 5 women (18.3%) and 1.4 percent of men experience 
forced penetration, attempted forced penetration, or substance facilitated forced penetration (Black et al., 
2011). More than half of these female survivors reported being raped by an intimate partner. Sexual violence 
has profound physical, emotional, and psychological impacts on individuals and their communities.  

Reproductive Coercion: Reproductive coercion is a specific form of IPV which intersects violence and 
reproductive health and involves explicit attempts to impregnate a partner against their will, coercion to have 
unprotected sex, or interfering with contraception to promote pregnancy (Anderson et al., 2018). Data from 
the 2010 National Intimate Partner and Sexual Violence Survey (NISVS) revealed that 8.6 percent of women 
and 10.4 percent of men experienced reproductive coercion within their lifetime (Basile et al., 2021). 

Stalking: Stalking in terms of IPV refers to harassing or threatening behavior that an individual engages in 
repeatedly and is an obsessive behavior that is aimed at controlling, intimidating, or instilling fear in their 
partner or former partner (Tjaden et al., 1998). According to data from the NISVS, the lifetime prevalence of 
stalking was 9.2 percent for women and 2.4 percent for men (CDC, 2014). One study found that instances of 
stalking escalate after separation and describes how IPV can remain prevalent through exertion of control 
over women in nonphysical forms (Li, 2023).  

Emotional/Psychological Aggression: Emotional and psychological aggression is a type of non-physical 
abuse that aims to erode a partner’s sense of self-worth and confidence (Stylianou, 2018). This includes 
behaviors that degrade a partner’s logic and reasoning, and can manifest through behaviors such as insults, 
name-calling, or causing public embarrassment (Stylianou, 2018). The abuser uses these tactics to 
undermine the partner’s value in order to exert control or dominance in the relationship (Stylianou, 2018). 
Results from the NISVS suggest almost half of women (49.4%) experience any psychological aggression by 
a partner within their lifetimes, with 6.7 percent reporting such experiences within the last 12 months 
(Leemis et al., 2022). Rates were similar for men with 45 percent reporting psychological aggression within 
their lifetime and 7 percent experiencing it within the last 12 months (Leemis et al., 2022). The most 
common forms of coercive control reported (in order from most to least prevalent) were tracking/demanding 
to know where their partner is, making decisions for the partner, destroying something important to them, 
threatening suicide or self-harm, and socially isolating them from friends and family (Leemis et al., 2022). 

Financial/Economic Abuse: Financial or economic abuse includes behaviors which intend to control a 
partner’s ability to acquire, use, or maintain resources, threaten economic security, or minimize potential for 
self-sufficiency (Stylianou, 2018). This may take the form of interfering with employment, dictating spending, 
stealing money or property, refusing to contribute financially to expenses, or generating debt through 
coercion or fraud (Adams et al., 2020). Amongst 1,823 women who called the National Domestic Violence 
Hotline, half of them had partners who had generated debt in their name either through coercion or fraud 
(Adams et al., 2020). Other studies have found that financial abuse occurs in 99 percent of cases of 
domestic violence, but 78 percent of Americans do not realize that financial abuse is a form of IPV (Adams, 
n.d.). Financial abuse can have immediate degrading effects on quality of life (Adams et al., 2019).

IPV Importance and Prevalence 

The prevalence of IPV in the United States remains a significant public health issue, affecting individuals 
across varying demographics, age, gender, and socioeconomic status. Approximately 1 in 4 women and 1 in 
7 men will experience severe violence perpetrated by an intimate partner (Stylianou, 2018). While research 
on male-to-female IPV has been more extensive, it is important to note that IPV occurs in both directions 
(Khanna et al., 2018). Furthermore, prevalence and experiences of IPV vary in diverse populations; a 
section below describes IPV in marginalized communities including the LGBTQ+ community, women of 
color, and immigrant women.  
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The National Survey on Teen Relationships and Intimate Violence found that 37 percent of 12 to 18-year-
olds reported intimate violence in the current or past year of dating, and 69 percent reported experiencing 
adolescent relationship abuse within their lifetimes (Taylor et al., 2016). Thus, experiences of IPV begin 
early on and affect adolescents as young as 12. Lifetime IPV is perpetuated by a multitude of factors 
including cultural norms and the treatment of women, adverse childhood experiences or witnessing domestic 
abuse, lack of economic resources, or use of alcohol (Khanna et al., 2018). 

 Impacts of IPV 

Impact of IPV on 
health 

IPV significantly impacts life expectancy both directly and indirectly. 
Research has found that women who were exposed to domestic abuse face 
a heightened risk of all-cause mortality (Chandan et al., 2020). A systematic 
review found that approximately 50 percent of female U.S. homicide victims 
are murdered by intimate partners (Graham et al., 2021). Nearly 290,000 
years of potential life were lost in 26 states over a decade-long study 
(Graham et al., 2021). In terms of homicide, women are twice as likely to be 
shot and killed by an intimate partner compared to other perpetrators 
(Sorenson, 2017). Many studies and reports highlight that a substantial 
number of women killed by intimate partners experienced prior abuse. Data 
from the CDC’s National Violent Death Reporting System shows that around 
20 percent of female intimate partner homicide victims had a documented 
history of prior abuse from their killer (CDC, 2024). This further aligns with 
broader research that suggests there is a strong connection between prior 
IPV and lethal outcomes among women. While IPV can result in death in 
cases of severe physical violence, IPV is also associated with chronic 
conditions which deteriorate health and affect life expectancy. 

IPV has profound impacts on an individual’s mental health and can 
contribute to depression, anxiety and suicidal behavior. The prevalence of 
mental health problems for women with a history of IPV was 47.6 percent in 
18 studies of depression, 17.9 percent in 13 studies of suicidality, and 63.8 
percent in 11 studies of PTSD (Golding, 1999). Women who were sexually 
abused show a 12-to-20-fold increase in suicide attempts (Bugeja et al., 
2017). A study in a birth setting found that mothers who experienced 
economic abuse were 1.9 times more likely to exhibit depression than 
mothers who had not experienced economic abuse (Stylianou, 2018). 
According to a systematic review, women who were exposed to IPV were 
significantly more likely to develop PTSD, depression, and anxiety within a 
12-month period (Bacchus et al., 2018). The review emphasized that the
recurrence and chronic nature of IPV exacerbates the severity of mental
health issues (Bacchus et al., 2018).

Financial 
importance and 
cost-
effectiveness 

The economic burden of IPV encompasses medical care, mental health 
services, legal services, and loss of productivity Impacts from injury, mental 
health conditions, premature death, and time spent on litigations. IPV is 
associated with increased healthcare utilization costs given the need for care 
to address mental health and/or physical injuries (Anderson et al., 2007). In 
2012, the lifetime cost of IPV was $103,767 per female survivor and $23,414 
per male survivor, adding up to a US population burden of almost $3.6 trillion 
(Peterson et al., 2018). This estimate included $2.1 trillion in medical costs 
(59% of the total), $1.3 trillion (37%) in lost productivity, $73 billion (2%) in 
litigation and criminal justice costs, and $62 billion (2%) in other costs 
(Peterson et al., 2018). The total annual healthcare expenses for women 
who experience physical IPV are high, reaching around $4.1 billion annually 
in medical and mental health services; emotional or psychological abuse 
lead to healthcare costs that are less straightforward to estimate (CDC, 
2008). Unlike physical injuries, which can be immediately recorded and 
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treated, the lifelong impact of emotional abuse may require long-term 
therapy and medications, thus increasing indirect healthcare and productivity 
losses that accumulate over a survivor’s lifetime (IWPR, 2017).   

However, there is also a paradoxical impact of IPV on healthcare access that 
may lead to inappropriate reductions in healthcare utilization. Women who 
experience physical violence may refrain from attending a health care facility 
due to fear, shame, or embarrassment of experiencing IPV (Chojenta et al., 
2019). This reluctance results in delayed treatment, worsened health 
outcomes, and higher healthcare costs in consequence. One study found 
that survivors of IPV were less likely to receive adequately skilled maternity 
care, further endangering the health of survivors and their infants (Chojenta, 
et al., 2019).  

Addressing IPV 
for diverse 
populations  

Populations with marginalized identities are at increased risk of experiencing 
IPV and facing adverse health outcomes as a result. Populations which 
experience IPV at disproportionate rates include individuals with disabilities, 
Indigenous populations, Black and Hispanic populations, Asian populations, 
Immigrant populations, and the LGBTQ community—especially trans 
individuals.  

Intersection of disability status and IPV: Both mental and physical disabilities 
are associated with increased risk of IPV (Hahn et al., 2014). A systematic 
review of articles regarding the frequency of IPV in women with disabilities 
compared to those without found that most studies identified a statistically 
significant association between disability and various forms of violence, 
including psychological, physical, sexual, and particularly financial violence 
(Garcia-Cueller et al., 2021). One study examining perinatal health in women 
with disabilities found that women with disabilities were around 2.5 times 
more likely to experience IPV before or during pregnancy (Alhusen et al., 
2022). Another article examining both men and women with disabilities found 
that women with disabilities were more likely to report experiencing rape, 
other sexual violence, physical violence, stalking, psychological aggression, 
and control of reproductive health (Breiding, 2015). Men with disabilities 
were more likely to experience stalking and psychological aggression than 
men without disabilities. Overall, individuals with disabilities are at increased 
risk of all forms of IPV, and targeted interventions to support this population 
could reduce the disparate prevalence.  

Intersection of queer and trans identities and IPV: Violence amongst and 
against the LGBTQ community is disproportionately prevalent compared to 
heterosexual and cisgendered populations. One study of screening results 
for IPV in ED settings found that the prevalence of IPV in LGBTQ 
populations was significantly higher—with the highest prevalence amongst 
bisexuals and gay men (Harland et al., 2021). Results from the NISVS show 
that bisexual women experience more sexual violence, IPV, and stalking 
than heterosexual women and lesbians; gay and bisexual men also 
experienced more sexual violence and stalking than heterosexual men 
(Chen et al., 2021). Nuances exist in the extent of disparities for different 
forms of IPV experienced by various identified groups within the LGBTQ 
community. A body of literature focuses on the prevalence and impact of IPV 
on trans and gender diverse (TGD) populations. A systematic review of 85 
articles found that compared to cisgender individuals, trans individuals 
experienced a dramatically higher prevalence of IPV regardless of trans sub-
identity (trans male, trans female, non-binary, etc.) (Peitzmeier et al., 2020). 
TGD identity had a significant association with survey outcomes for physical 
violence and forced sex; unique forms of emotional abuse for TGD 
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individuals, such as threatened to be outed by a partner and had their 
gender belittled by a partner, were also reported (Kattari et al., 2022). 
Additionally, TGD populations who experienced homelessness were more 
likely to experience various forms of IPV (Jackson et al., 2022). Interestingly, 
TGD individuals were more likely to seek help than cisgender counterparts 
(Kurdyla et al., 2021) (Heron et al., 2021). Instances of heterosexist 
microaggressions and racial discrimination were confounding factors in IPV 
victimization amongst assigned-female-at-birth sexual minority youth of 
color; this suggests that there is a confounded effect of intersectional 
identities on risk of IPV (Swann, 2021). 

IPV amongst Indigenous and Native Populations: IPV amongst Native 
populations is high compared to other racial/ethnic groups in the US, 
particularly difficult to characterize given data availability, and perpetuated in 
a context of cultural and historical oppression. Data from the 2010 NISVS 
found that 46 percent of Indigenous women experienced rape, physical 
violence, or stalking (Jock et al., 2022). This prevalence estimate is 10 
percentage points higher than for women in the general population. 
Furthermore, advocates from groups such as Missing and Murdered 
Indigenous Women (MMIW) highlight the absence and misrepresentation of 
data for Indigenous women as a barrier to understanding the full scope of 
the violence experienced (Urban Indian Health Institute, 2018). Qualitative 
studies with Indigenous women on their experiences with IPV describe how 
patterns of violence are grounded in a history of oppression, disruption, 
dehumanization, and loss (Burnette, 2015). Furthermore, survivors describe 
a reluctance to seek assistance and barriers with the service system when 
they do (Finfgeld-Connett, 2015). 

IPV and Race/Ethnicity: There is some variation in IPV rates between racial 
and ethnic groups in the US. A study found that Black populations were most 
at risk of experiencing IPV, followed by White and Latino groups, and Asian 
population had the lowest risk (Cho, 2012). Forty-five percent of Black 
women experience IPV compared to 25 percent of the general population, 
and Black women are three times more likely to be killed by an intimate 
partner than White women (Kelly et al., 2022). Variation in help-seeking 
behavior by race/ethnicity exists; White women were more likely to utilize 
mental health and social services, whereas Black and Latina women were 
more likely to utilize formal supports through hospitals or law enforcement 
(Satyen et al., 2019). In Latino men, it was found that discrimination was 
linked to poorer mental health and drug dependence, which in turn was 
associated with IPV perpetration (Maldonado et al., 2020). A variety of 
articles discussed the importance of cultural sensitivity in the development of 
interventions and support services for IPV (Ravi et al., 2022) (Alvarez et al., 
2016). 

IPV amongst Immigrant Communities: A systematic review found significant 
variation in the prevalence of IPV amongst immigrants. Estimates ranged 
from 3.8 percent to 46.9 percent for past-year IPV and 13.9 percent to 93 
percent for lifetime IPV victimization rates (Morrison et al., 2023). It is difficult 
to determine actual rates of IPV in this population, but it is known that ethnic 
minority and immigrant women experience barriers to seeking help. Such 
barriers include institutional racism, immigration laws, religion and culture, 
and lack of diversity or cultural competence of frontline services (Hulley, 
2022). A comprehensive report by Futures Without Violence discusses IPV in 
immigrant and refugee communities and describes several programs within 
the US which provide IPV services to immigrant and refugee populations, 
provide recommendations for program funders, and evaluate the small 
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evidence base of published IPV interventions for this population. The report 
stresses the importance of documentation of program activities and of 
impact for research and evaluation purposes (Runner et al., 2009). 

Supporting Evidence for Measurement of IPV 

The United States Preventive Task Force (USPTF) recommends that clinicians screen all women of 
reproductive age, including those who are pregnant or postpartum, for intimate partner violence (IPV) 
(USPTF, 2025). The recommendation received a B grade, due to moderate certainty of benefit. However, for 
older or vulnerable adults, the USPTF issues an “I” grade, citing insufficient evidence to assess the balance 
of benefits and harms of screening for abuse or neglect by caregivers. The USPTF is considering an update 
to the IPV recommendation and held a Public Comment period in November 2024. Their proposed updated 
recommendation states that pregnant and postpartum persons, as well as women of reproductive age, get 
screened by clinicians for IPV; this update reflects the robust evidence base focused on pregnant and 
postpartum persons. There is not sufficient evidence for the USPTF to recommend screening or 
interventions for IPV in men. Furthermore, there is insufficient evidence for the USPTF to recommend 
screening for abuse or neglect of elders by a caregiver or child maltreatment.  

The Women’s Preventive Services Initiative (WPSI) also recommends annual screening of adolescents and 
women for physical violence, sexual violence, stalking and psychological aggression (including coercion), 
reproductive coercion, neglect, and the threat of violence, abuse, or both (WPSI, 2024). Included in their 
recommendation is providing referrals to initial services and suggest that appropriate interventions include, 
but are not limited to, counseling, education, harm reduction strategies and referral to appropriate supportive 
services.  

The National Academies of Sciences conducted a report, in collaboration with the US Health and Human 
Services Department, to determine guidelines for delivering essential IPV services during public health 
emergencies (NASEM, 2024). The formal recommendation determined that universal screening for IPV 
should be included as an essential health care service. They also recommended that providers pair IPV 
screening with education on IPV and, for individuals who screen positive for IPV, to refer them to support 
services regardless of steady state or public health emergency conditions. Further recommendations include 
providing culturally and linguistically relevant IPV resources.   

Addressing IPV in Health Settings 

IPV screening 
tools 

A variety of screening tools have been developed and validated for 
identifying cases of IPV. Widely implemented tools are summarized in Table 
1 and their association to Logical Observation Identifiers Names and Codes 
(LOINC) terminology is indicated. Screening tools exist that were developed 
for more specific populations, such as adolescents and trans individuals. For 
example, the Relationship Behavior Survey was designed to measure 
denigrating, controlling, and intrusive behaviors, as well as perpetrator intent, 
in adolescent relationships (Cascardi, 2023). There are nine existing 
screening tools specifically for trans populations and IPV, but they have not 
been validated (Maclin, 2024). Interviews with a diverse study population of 
trans survivors of IPV determined that the four crucial domains to include in 
transphobia-driven IPV questionnaires were pressure to perform, disrupting 
gender affirmation, belittling gender identity, and intentional misgendering 
(Maclin, 2024). While tools tailored for specific populations are crucial for 
identifying unique forms of IPV, they are often less standardized and not as 
widely implemented compared to standardized questionnaires that are 
embedded in toolkits and research initiatives worldwide. 

Interventions for 
IPV in health 
settings 

Healthcare setting interventions help identify IPV cases and provide 
information, resources and support to survivors. The intervention literature 
supports the importance of identifying cases of IPV and connecting survivors 
to resources and additional care. For example, a study conducted with 
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Spanish-speaking pregnant women found that screening for abuse was the 
most effective intervention for preventing IPV while studying briefings, 
counseling, and outreach strategies (McFarlane et al., 2000). Addressing 
mental health, fostering empowerment, and attending group sessions are all 
methods to help mitigate IPV and its effects. Psychosocial therapy for 
survivors likely reduces depression and may reduce anxiety (Hameed et al., 
2020). One article focused on immigrant women experiencing IPV reported 
that empowerment interventions were able to reduce suicidality rates (Butter 
et al., 2024).  

Partnerships between healthcare settings and community organizations to 
address domestic violence are shown to improve screening rates of IPV and 
support of survivors. For example, the Domestic Violence and Health Care 
Partnership initiative in California was a concerted effort in California health 
settings to train providers and domestic violence advocates to screen 
patients and refer them to support services (Blue Shield CA Foundation, 
n.d.). Evaluation of the program showed that providers doubled their rate of
assessments for domestic violence, patients were more likely to report
domestic violence, and there was an increased confidence in and comfort
with helping patients connect to services (Blue Shield CA Foundation, 2016).
Similarly, Kaiser Permanente Northern California has implemented an IPV
identification and response effort since 2001. Their approach includes
messaging regarding healthy relationships for patients, routine screening
and referrals, safety planning services delivered by mental health clinicians,
partnerships with advocacy organizations to connect survivors with crisis
response or legal services, and embedded fields in electronic health record
(EHR) systems to facilitate documentation and ensure patient privacy
(Young-Wolff et al., 2016). Activities from the health system level, including
partnerships and programming in health settings to identify IPV and support
survivors, have the potential to effectively address the prevalence and
impacts of IPV.

Another example of health systems implementing interventions for IPV 
includes the Intimate Partner Violence Assistance Program (IPVAP) at the 
Veterans Health Administration—an initiative developed with a person-
centered, veteran-centric, and trauma-centric approach. Their programming 
is led by coordinators who connect survivors or partners to community-based 
support groups, advocacy or legal services, domestic violence shelters, or 
interventions for those who use violence (US Department of Veteran Affairs, 
2024). The initiative developed toolkits and resources with relevant 
hotlines/call centers and safety planning tips to raise awareness. 
Furthermore, their plan integrates routine screenings and appropriate 
intervention planning for individuals experiencing IPV as well as those who 
use IPV.  

Studies which aimed to identify key features of effective programs around 
the world concluded that well-trained staff responsible for screening and 
supporting, working with men and women, attunement to local context and 
target populations, gender and social empowerment activities, connection 
with mental health care, developing safety plans, improving economic and 
law literacy, and enhancing social support systems were all important factors 
and forms of intervention for successful support of IPV survivors (Jewkes, 
2021) (Periyasamy et al., 2024). Interventions tailored to certain populations 
can help target the disparities experienced by marginalized communities and 
promote an intersectional, equitable approach.  
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Public policies related to health plans play an important role in addressing 
health coverage accessibility and clinician screenings. Federal marketplace 
plans allow survivors of IPV to enroll in health plans separately from their 
abusers, state on their applications that they are unmarried, and request 
special enrollment periods (Futures Without Violence, 2022). Additionally, 
the Affordable Care Act requires private insurers and Medicaid expansion 
programs to reimburse clinicians for IPV screening and brief intervention 
services to women (Ramaswamy et al., 2019). 

Barriers to survivors of IPV seeking help include minimal awareness, fears 
around disclosure, and lack of materials resources (Robinson et al., 2020). 
Interactions with healthcare settings can be a key moment for connecting 
with individuals, facilitating a safe and confidential environment, and asking 
directly about abuse—all factors proven to encourage disclosure (Heron et 
al., 2021). IPV disclosure in healthcare settings can be supported through 
standardized protocol and having specialists available in medical facilities 
who are available to support survivors (Cheng et al., 2020).   

Gaps in care Overall, literature suggests that a performance gap in screening and 
intervening for IPV in healthcare settings exists. Addressing this gap would 
improve guideline adherence and connect survivors to interventions for 
addressing IPV.    

Evidence suggests that screening for IPV in healthcare settings is an 
effective method for identifying survivors and delivering interventions, which 
can enhance quality of life. A study aimed at informing the USPTF found that 
while screening tools are reasonably effective at identifying IPV, screening 
alone was not associated with reductions in IPV or improvements in quality 
of life over a period of 3 to 18 months. However, some evidence suggests 
that addressing multiple risk factors through home visits and behavioral 
counseling may reduce IPV amongst pregnant or postpartum individuals 
(Feltner et al., 2018). A study conducted in EDs found that cases of identified 
IPV were helpful for providing legal documentation and connecting to police 
if needed; however, only 33 percent received safety assessments and were 
referred to survivor services 25 percent of the time (Kothari et al., 2012). Of 
a cohort of women who had a documented IPV incident and eventually 
visited the ED, only 72 percent were identified as survivors of abuse (Kothari 
et al., 2012). Findings from this study indicate that routine screenings and 
referrals for IPV in ED settings could help identify and support the large 
percentage of survivors whose survivor status is currently overlooked in this 
care setting. 

Literature suggests that there is variability amongst providers regarding IPV 
screening practices, a lack of standardized protocols in healthcare settings, 
and some existing barriers for IPV disclosure and connection to 
interventions. A systematic review of studies regarding provider screening 
practices for IPV demonstrated that variability exists in provider screening 
practices, which may be due to a lack of system-level guidance (Alvarez, 
2017). This finding suggests there is room for quality improvement activities 
to reduce such variability. A qualitative study of IPV screenings with 
healthcare workers found that none of the interviewed clinical sites had a 
protocol guiding screening for IPV and responding to disclosures (Alvarez et 
al., 2018). Healthcare workers felt that the clinical and community resources 
available for IPV were limited. Referral to a social worker or providing 
information on resources (e.g., safe houses and hotlines) were the most 
common forms of intervention. Furthermore, studies demonstrate that a 
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central barrier to survivors disclosing their experiences with IPV in 
healthcare settings is the reactions and attitudes of healthcare professionals 
(Heron et al., 2021). Survivors reported fear of being judged negatively and 
encountering unsympathetic, disinterested, or minimizing attitudes from their 
providers. Facilitators of disclosure included positive relationships, directly 
asking survivors about the abuse, and ensuring a safe and confidential 
environment. Implementation of protocols which facilitate and foster 
appropriate environments for IPV disclosure and support referrals can help 
address the screening performance gap, mitigate fears around disclosure, 
and improve intervention delivery.  

Digital Considerations 

PVS-E will be developed as an ECDS measure, meaning reporting will be supported using clinical data. 
Likewise, NCQA has found several screening tools for IPV that can be documented in clinical data. The 
screening tools and their associated LOINC codes can be found below in Table 1. 

As part of NCQA’s strategic transition to a fully digital quality measurement portfolio, we also conducted a 
feasibility assessment to inform eventual digital measure implementation. The assessment evaluates the 
measure’s intent and associated clinical concepts within a digital framework. Refer to Appendix B for details 
on the overall measure digital feasibility. 

Table 1. Screening Tools for Identifying IPV in Health Settings 

Screening Tool Tool Summary Positive 
Screen 
Threshold 
(Range) 

Validation findings Associated 
LOINC Codes 

Hurt, Insult, Threaten, 
Scream (HITS) 

4 items, asks respondents 
how often their partner 
physically hurt, insulted, 
threatened with harm, or 
screamed at them 

≥10 Points 
(4-20) 

Good construct validity 
and internal consistency 
(Sherin et al., 1998). 

95619-3 

Extended–Hurt, Insult, 
Threaten, Scream (E-
HITS) 

5 items, modified version of 
the original HITS tool to 
include sexual violence 

≥7 Points 
(5-25) 

Specificity and accuracy 
of HITS with clinical 
benefit of sexual IPV 
item (Iverson et al., 
2015). 

None for sexual 
IPV item, 
awaiting 

Humiliation, Afraid, 
Rape, Kick (HARK) 

4 items, screens for 
emotional, sexual, and 
physical abuse  

≥1 Yes 
(0-4) 

Accurately identified 
women compared to 30 
item composite abuse 
scale (Sohal, 2007).  

76499-3 

Intimate Partner 
Violence-4 (IPV-4) 

4 items, asks about control 
and feeling trapped, feeling 
afraid, pressure or forcing 
something sexual, and 
physical abuse  

≥1 Yes 
(0-4) 

Development and 
integration of IPV-4, a 
patient-reported 
screening instrument of 
intimate partner 
violence for primary and 
HIV care (Fredericksen 
et al., 2022). 

106925-1 

Relationship 
Assessment Tool (RAT), 
previously Women’s 
Experiences with 
Battering (WEB) 

10 items, asks about 
behaviors of partners and 
assigned 6-point scale(1- 
disagree strongly to 6-agree 
strongly) 

≥20 Points 
(10-60) 

Reliability and construct 
validity demonstrated in 
previous version. (Smith 
et al, 1995). 
Recommended by 

None 
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Futures Without 
Violence.  

Partner Violence Screen 
(PVS) 

3 items, asks about physical 
violence and perceived 
personal safety 

≥1 Yes 
(0-3) 

High sensitivity and 
specificity compared to 
2 standardized 
measures (Feldhaus et 
al., 1997). 

None 

Woman Abuse 
Screening Tool (WAST) 

8 items, screens for verbal, 
emotional, physical, and 
sexual abuse  

≥4 Points 
(0-16) 

Found reliable and valid 
in family practice 
settings (Brown et al., 
2000). 

None 

Ongoing Violence 
Assessment Tool 
(OVAT) 

4 items, asks if partner 
threaten, beaten, would like 
to kill you, shows no respect 

≥1 Yes 
(0-4) 

Validated for men and 
women in ED settings 
(Ernst, 2004). 

None 

Slapped, Threatened, 
and Throw (STaT) 
Measure 

3 items, pushed or slapped; 
threatened with violence; 
partner has thrown, broken, 
or punched things 

≥1 Yes 
(0-3) 

High sensitivity and 
specificity compared to 
semi structured 
interviews determining 
lifetime IPV (Paranjape, 
2003). 

None 

Abuse Assessment 
Screen (AAS) 

5 items including sexual 
coercion, lifetime abuse, 
current abuse, abuse during 
pregnancy 

≥1 Yes 
(0-5) 

Reliable and valid 
instrument for screening 
for abuse (Soeken, 
1998). 

None 

PErpetrator RaPid Scale 
(PERPS) 

3 items, asks about physical 
abuse of a partner to identify 
perpetrators 

≥1 Yes 
(0-3) 

Accurate and valid 
compared to 25-
question scale gold 
standard (Ernst, 2012). 

None 

Conclusion 

Intimate partner violence (IPV) is a prevalent issue with serious consequences on health outcomes, mental 
health, children exposed to violence, and healthcare costs. Vulnerable communities experience IPV at 
greater rates and unique forms of IPV—including LGBTQ+ individuals, people with disabilities, Indigenous 
and Native peoples, and immigrant populations. Evidence-based interventions exist for improving health 
amongst IPV survivors and reducing IPV through prevention of aggression in relationships. Interventions 
designed for healthcare settings that promote partnerships, train providers and staff on IPV assessment and 
referrals, and implement quality improvement activities have proven effective in improving screening and 
intervention rates. Guidelines exist to support these activities including a variety of validated questionnaires 
and assessment tools exist to screen for IPV. A quality measure which assesses screenings for intimate 
partner violence as well as follow-up care for identified survivors would help address the performance gap, 
improve guideline adherence, and promote the health of people experiencing IPV.  
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Appendix B: Digital Feasibility 

As part of NCQA’s strategic transition to a fully digital quality measurement portfolio, we conduct a feasibility 
assessment to evaluate the measure’s intent and associated clinical concepts within a digital framework. 
The primary objectives were to determine whether the clinical concepts could be represented using 
standardized data models and nationally recognized terminologies, and to assess the availability of discrete, 
structured data necessary to support accurate and reliable digital measurement. 

Data and Terminology Standards 

NCQA’s digital quality measures are built on the Fast Healthcare Interoperability Resources (FHIR®) 
standard, developed by HL7®, to support interoperable exchange of electronic health data. In the U.S., 
FHIR US Core profiles provide detailed implementation guidance aligned with the United States Core Data 
for Interoperability (USCDI), a federal standard maintained by ASTP (formerly ONC). USCDI defines 
essential data classes and elements, while FHIR US Core specifies how to represent and exchange them. 
Additionally, NCQA uses nationally recognized clinical terminologies (e.g., ICD-10, CPT, LOINC) to define 
value sets, ensuring standardized interpretation and representation of clinical data in quality measures. 

Digital Feasibility Assessment 

The digital feasibility assessment is conducted at two stages during the measure development process, pre-
testing phase and post-testing phase, summarized below. This assessment examines each measure 
concept across three high-level categories: 

• Data Standards and Terminology. Evaluates the alignment with national standards (FHIR, USCDI)
and recognized terminology standards (i.e., LOINC, ICD).

• Clinical Workflow and Data Accuracy. Evaluates whether the concept aligns with standard clinical
practice and the likelihood that the data will be accurate, complete, and reliable.

• Data Availability and Structure. Assesses if the data is likely to be present, in structured fields, and
accessible to health plans.

The digital feasibility assessment (shown in Figure A) rates each concept from high to low. High = Feasible 
with no concerns, Medium = Feasible with some concerns (with a potential mitigation strategy); Low = Low 
feasibility with concerns (with little to no mitigation strategy for the current development cycle). 

Pre-Testing Feasibility Findings. 

Overall, a digital version of this measure as currently specified is feasible. Terminology and data standards 
exist for the clinical concepts in the measure. However, the actual implementation and use of these 
terminology and data standards, as well as the collection of these clinical concepts in routine clinical 
workflow, will need to be assessed through testing. 

Data Standards & Terminology. As shown in Figure A-1, all clinical concepts can be modeled in the FHIR 
data standard and represented in nationally recognized standard terminologies, supporting strong alignment 
with national interoperability requirements. 

Clinical Workflow & Data Accuracy. There is uncertainty around the CUES Framework, positive findings 
for intimate partner violence screening, and gender identity being captured in routine clinical workflow. 

Data Availability & Structure. Though diagnosis for intimate partner violence is often documented, it may 
be found more often in free text than structured fields. For positive findings on a screening, there does not 
seem to be consistency in how this data is stored across EHRs, as structured fields may exist, but is more 
likely to be found in free text, if at all. The CUES Framework raises the strongest concerns for data 
availability as the uncertainty around its collection in clinical workflow also makes it hard to find in the ideal 
format for data exchange. As a result of these clinical concepts being rated medium and low, their score for 
data accessibility, by extension, is also medium (i.e. uncertainty about being in discrete, structured fields 
leads to uncertainty about ability to exchange/access the data). 

Draft Document—Obsolete After March 13, 2026

DO NOT REPRODUCE, DISTRIBUTE OR USE FOR ANY PURPOSE OTHER THAN HEDIS PUBLIC COMMENT 
©2026 National Committee for Quality Assurance

61



Figure A-1: Pre-Testing Digital Concept Feasibility Assessment 
Score key: H-high, M-medium, L-low 

Data Standards & 
Terminology 

Clinical Workflow & Data 
Accuracy 

Data Availability & 
Structure 

Clinical Concept Data 
Standards 

Terminology 
Standards Workflow Data 

Accuracy 
Data 

Availability 
Data 

Accessibility 
Age H H H H H H 
Positive finding or diagnosis for 
intimate partner violence H H H H M M 

Documented finding for 
intimate partner violence pre-
screening procedure (CUES 
Framework) H H M H L/M M 
Positive finding for intimate 
partner violence screening H H M H M M 
F/u on positive screen H H H H H H 
Administrative gender H H H H H H 
Gender identity H H M H H H 

Post-Testing Feasibility Findings. 

Overall, a digital version of this measure as currently specified is feasible, as all the clinical concepts used in 
the measure, except for the CUES Framework, demonstrate medium to high digital feasibility.  

Data Standards & Terminology. As shown in Figure A-2, all clinical concepts can be modeled in the FHIR 
data standard and represented in nationally recognized standard terminologies, supporting strong alignment 
with national interoperability requirements. 

Clinical Workflow & Data Accuracy. Based on preliminary testing results, the screening for intimate 
partner violence is limited to a few clinical settings. Additionally, gender identity is typically updated by a 
patient in their portal but could also be edited by a provider, which would suggest that its incorporation into 
the clinical workflow is not standardized. 

Data Availability & Structure. Testing results did confirm data accessibility issues with the CUES 
Framework concept, as the test site was unable to pull SNOMED codes. Even if the test site had the ability 
to pull SNOMED codes, there is still reasonable uncertainty about the collection of this data in a structured 
field. However, the testing site did show successful, robust extraction of codes for diagnosis for intimate 
partner violence, elevating its score for data availability to an “H.” 

Figure A-2: Post-Testing Digital Concept Feasibility Assessment 
Score key: H-high, M-medium, L-low 
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Accuracy 

Data Availability & 
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Clinical Concept Data 
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Terminology 
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Accuracy 
Data 

Availability 
Data 

Accessibility 
Age H H H H H H 
Positive finding or diagnosis for 
intimate partner violence H H H H H M 

Documented finding for 
intimate partner violence pre-
screening procedure (CUES 
Framework) H H M H L/M M 
Positive finding for intimate 
partner violence screening H H M H M M 
F/u on positive screen H H H H H H 
Administrative gender H H H H H H 
Gender identity H H M H H H 
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Proposed New Measure for HEDIS®1 MY 2027: 
Person-Centered Outcome (PCO) Measures 

NCQA seeks comments on the Person-Centered Outcome (PCO) measures, newly proposed measures for 
inclusion in HEDIS Measurement Year (MY) 2027 for Special Needs Plans (SNPs). This is a set of three 
measures that enable individuals and/or caregivers and their clinicians to identify and track meaningful, 
measurable goals for care planning, quality improvement and clinician accountability. The measures are as 
follows: 

• Person-Centered Outcome – Goal Identification (GID-E). The percentage of persons 18 years of age
and older with a complex care need who set a person-centered outcome goal.

• Person-Centered Outcome – Goal Follow-Up (GIF-E). The percentage of persons 18 years of age
and older with a complex care need who set a person-centered outcome goal and followed up on the
goal.

• Person-Centered Outcome – Goal Achievement (GIA-E). The percentage of persons 18 years of age
and older with a complex care need who set a person-centered outcome goal and achieved the goal.

The measures are intended for reporting by SNPs only, excluding Institutional SNPs (I-SNPs). 

There is growing consensus that health care should be guided by individuals’ goals and preferences, 
especially for adults with complex care needs.2 Over the past 10 years, with support from The John A. 
Hartford Foundation, The SCAN Foundation and The Gordon and Betty Moore Foundation, NCQA 
developed the Person-Centered Outcome (PCO) measures. These measures enable individuals and/or 
caregivers and their clinicians to identify and track meaningful, measurable goals for care planning, quality 
improvement and clinician accountability. The PCO measures have been successfully tested in multiple care 
delivery settings in over 30 organizations, across 17 states, with more than 700 clinicians (e.g., physicians, 
nurses, social workers, peer navigators and care managers) and over 30,000 individuals and are being used 
in a state Medicaid home and community-based care program for value-based payment. The PCO 
measures tailor measurement to the priorities that matter most to individuals and have the potential to fill a 
critical gap in accountability for whole-person care. SNPs are the ideal environment for the PCO measures 
due to the CMS Model of Care which requires documentation of person-centered goals.   

Testing and Panel Feedback 

NCQA conducted field testing in two Special Needs Plans (SNPs) to evaluate the feasibility and 
performance of the new measure concepts and to inform implementation at the health plan level. Field 
testing demonstrated strong feasibility and usability of the PCO measures across participating health plans. 
Plans successfully used electronic care management platforms to implement the PCO approach, validating 
the feasibility of digital reporting for these measures. 

Overall, the average performance rate for GID-E was 95.67%, confirming that documenting person-centered 
goals is feasible and well-integrated into care management workflows. Participating plans were able to 
report the GIF-E (goal follow-up) and GIA-E (goal achievement) measures as well, demonstrating that plans 
can track progress toward goals over time. Overall, the average performance rate for GIF-E was 41.99% 
and 32.05% for GIA-E. Analysis of the results by demographics indicated that the measures can 
be implemented across diverse populations, and the diversity of goal domain selection highlights that plans 
were able to capture a wide range of priorities. This flexibility demonstrates that the PCO approach supports 
individualized care planning that is aligned with what matters most to members. 

1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2American Geriatrics Society Expert Panel on the Care of Older Adults with Multimorbidity. (2012). Guiding principles for the 
care of older adults with multimorbidity: An approach for clinicians. Journal of the American Geriatrics Society, 60(10), E1–
E25. 
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Overall, testing confirms that the PCO measures (GID-E, GIF-E and GIA-E) are feasible, adaptable and 
capable of driving person-centered care. 

Advisory panels expressed strong support for the measures and recognized their potential to advance the 
growing emphasis on person-centered care. 

Public Comment Request   

NCQA seeks general feedback on including the three PCO measures for SNPs only (excluding I-SNPs), and 
specific feedback on the following: 

1. Do you support the inclusion of the new PCO measures in HEDIS MY 2027?

2. Should NCQA postpone public reporting of GIA-E until HEDIS MY 2029 to allow for additional time
to monitor health plan performance?

3. Are there other populations for which the PCO measures would be applicable?

Supporting documents include three draft measure specifications and an evidence workup. 

NCQA acknowledges the contributions of the Behavioral Health, Geriatric, Person-Centered Outcomes and Technical 
Measurement Advisory Panels.  
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Measure title Person-Centered Outcome - Goal Identification Measure 
ID 

GID-E 

Description The percentage of persons 18 years of age and older with a complex care need who set 
a person-centered outcome goal. 

Measurement 
period 

January 1–December 31. 

Copyright and 
disclaimer 
notice 

*Adapted with financial support from The John A. Hartford Foundation and The SCAN
Foundation. 

Refer to the complete copyright and disclaimer information at the front of this publication.  

NCQA website: www.ncqa.org.  

Submit policy clarification support questions via My NCQA (https://my.ncqa.org). 

Clinical 
recommendation 
statement/ 
rationale 

There is broad agreement that a person’s goals and priorities should guide care and quality 
measures used to evaluate care.1-3 

For older adults with multiple chronic conditions and functional limitations, clinical guidelines 
have pointed to the importance of providing goal-based care.4,5 For this complex population, 
goal setting has been shown to reduce patient-reported treatment burden and receipt of 
unwanted care and correlates with greater physical and social well-being and care 
satisfaction.6,7  

The Centers for Medicare & Medicaid Services (CMS) support aligning care with persons’ 
goals as demonstrated by the “Meaningful Measures” initiative, which calls for quality 
measures where “care is personalized and aligned with patient’s goals”.8 

Citations 1 McGlynn, E. A., Schneider, E. C., & Kerr, E. A. (2014). Reimagining Quality Measurement. 
New England Journal of Medicine, 371(23), 2150–2153. 
https://doi.org/10.1056/NEJMp1407883. 
2 Reuben, D. B., & Tinetti, M. E. (2012). Goal-oriented patient care—An alternative health 
outcomes paradigm. The New England Journal of Medicine, 366(9), 777–779. 
https://doi.org/10.1056/NEJMp1113631. 
3 Tinetti, M. E., Naik, A. D., & Dodson, J. A. (2016). Moving From Disease-Centered to 
Patient Goals–Directed Care for Patients With Multiple Chronic Conditions: Patient Value-
Based Care. JAMA Cardiology, 1(1), 9. https://doi.org/10.1001/jamacardio.2015.0248. 
4 American Geriatrics Society Expert Panel on the Care of Older Adults With Multimorbidity. 
(2012). Patient-centered care for older adults with multiple chronic conditions: A stepwise 
approach from the American Geriatrics Society: American Geriatrics Society Expert Panel 
on the Care of Older Adults with Multimorbidity. Journal of the American Geriatrics Society, 
60(10), 1957–1968. https://doi.org/10.1111/j.1532- 5415.2012.04187. 
5 The American Geriatrics Society Expert Panel on Person-Centered Care. (2016). Person-
centered care: A definition and essential elements. Journal of the American Geriatrics 
Society, 64(1), 15–18. https://doi.org/10.1111/jgs.13866. 
6 Kuipers, S. J., Cramm, J. M., & Nieboer, A. P. (2019). The importance of patient-centered 
care and co-creation of care for satisfaction with care and physical and social well-being of 
patients with multi-morbidity in the primary care setting. BMC Health Services Research, 
19(1), 13. https://doi.org/10.1186/s12913-018-3818-y. 
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7 Tinetti, M. E., Naik, A. D., Dindo, L., Costello, D. M., Esterson, J., Geda, M., Rosen, J., 
Hernandez-Bigos, K., Smith, C. D., Ouellet, G. M., Kang, G., Lee, Y., & Blaum, C. (2019). 
Association of Patient Priorities–Aligned Decision-Making With Patient Outcomes and 
Ambulatory Health Care Burden Among Older Adults With Multiple Chronic Conditions: A 
Nonrandomized Clinical Trial. JAMA Internal Medicine, 179(12), 1688–1697. 
https://doi.org/10.1001/jamainternmed.2019.4235 
8 Meaningful Measures Hub | CMS. (2019, September 10). 
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/QualityInitiativesGenInfo/MMF/General-info-Sub-Page 

Characteristics 

Scoring Proportion. 

Type Process. 

Product lines Medicare (only D-SNP and C-SNP benefit packages). 

Stratifications  Age as of the start of the measurement period 
• 18–64 years.
• 65 years and older.

Risk adjustment None. 

Improvement 
notation 

Increased score indicates improvement. 

Guidance Data collection methodology: ECDS. Refer to the General Guideline: Data Collection 
Methods for additional information. 

Date specificity: Dates must be specific enough to determine the event occurred in the 
period being measured. 

Documenting multiple goals: The measure only requires the documentation of one 
person-centered outcome goal per measurement period. If a person and/or care partner 
documents multiple goals, only one goal that meets measure requirements (i.e., 
documentation of a person-centered outcome goal that includes a goal domain, baseline 
measurement and care plan) will be reported for the measure numerator.  

• For example:

– If an individual sets three goals in a measurement period and only one
meets the measure requirements, they have met the GID-E numerator.

– An individual sets a goal on August 1 but does not meet GID-E because a
baseline measurement was not documented. The individual comes back
October 2, notifies their clinician that the goal is no longer relevant, sets a
new goal and meets all measure requirements. The second goal would meet
the GID-E numerator.

Definitions 

Baseline 
measurement 

Completion of goal attainment scaling (GAS) or a patient-reported outcome measure 
(PROM) for the person-centered outcome goal that was set.  
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Care plan The documented steps required to achieve the person-centered outcome goal. Each time a 
new goal is documented, the care plan should be developed and/or reviewed.  

Complex care 
need 

A complex care need represents physical, behavioral health and/or social challenges. 
Individuals may have multiple complex care needs. Enrollment in a Special Needs Plan 
(SNP) is indicative of having a complex care need. 

GAS Goal attainment scaling is a well-tested approach to measuring individualized goals of care. 
Individuals and clinicians jointly identify a goal that is most important to the individual and 
define a set of possible outcomes along a 5-point scale (Table 1) from “much less than 
expected” to “much better than expected.”  
Table 1. Goal Attainment Scaling Scoring 

Much less than 
expected 

Less than 
expected 

(at baseline, current 
state) 

Expected 
outcome 

(person-centered 
outcome goal) 

Better than 
expected 

Much better than 
expected 

-2 -1 0 +1 +2

Goal domain A high-level description of the goal focus that must be chosen when the person-centered 
outcome goal is set. Recommended goal domain options are:  

• Access to Services & Supports
• Housing
• Managing Conditions & Symptoms
• Caregiver Needs & Concerns
• Improving Health & Wellness
• Medication Management

• Emotional & Mental Health
• Independence
• Physical Function
• End of Life
• Legal
• Social & Role Functioning

PROM A patient-reported outcome measure (PROM) is a standardized instrument used to report 
patient-reported outcomes. An example of a PROM includes the Patient-Reported 
Outcomes Measurement Information System (PROMIS®). The PROMIS instruments are 
used to assess and monitor mental, physical and social health in both children and adults. 
PROMIS instruments are used within the general population as well as with individuals living 
with chronic conditions. The following table provides the PROMs allowed for use for this 
measure. 

Table 2. List of Approved PROMs  
Instrument Total Score LOINC 

Code 
General Anxiety Disorder (GAD)–7 70274-6 
PHQ-9 44261-6
Instrument T-Score LOINC Code
PROMIS® Ability to Participate in Social Roles and Activities–Short Form v2.0–
8a    

77854-8 

PROMIS® Alcohol Use–Short Form v1.0–7a 77848-0
PROMIS® Anger–Short Form v1.1–5a 89921-1 
PROMIS® Anxiety–Short Form–7a 77862-1
PROMIS® Cognitive Function–Short Form v2.0–8a  81531-6 
PROMIS® Depression 71965-8 
PROMIS® Dyspnea Severity–Short Form v1.0–10a  92149-4 
PROMIS® Fatigue–Short Form v1.0–7a  77864-7 
PROMIS® Informational Support–Short Form v2.0–8a 77851-4
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PROMIS® Instrumental Support–Short Form v2.0–8a 77850-6 
PROMIS® Mobility Item Bank–v2.1 91614-8
PROMIS® Pain behavior–v1.0–7a 77856-3 
PROMIS® Pain Interference–Short Form v1.0–6a   77865-4 
PROMIS® Physical Function–Short Form v2.0–10a 91721-1 
PROMIS® Satisfaction with Participation in Social Roles–Short Form v1.0–8a 77855-5 
PROMIS® Self-Efficacy for Managing Daily Activities–Short Form v1.0–8a 92391-2 
PROMIS® Self-Efficacy for Managing Emotions–Short Form v1.0–8a 92329-2 
PROMIS® Self-Efficacy for Managing Medications and Treatments–Short Form 
v1.0–8a   

92418-3 

PROMIS® Self-Efficacy for Managing Symptoms–Short Form v1.0–8a 92448-0
PROMIS® Sleep-Related Impairment–Short Form v1.0–8a 77859-7
PROMIS® Smoking: Negative Health Expectancies for All Smokers–Short Form 
v1.0–6a 

92266-6 

PROMIS® Smoking: Nicotine Dependence for All Smokers–Short Form v1.0–8a 92305-2 
PROMIS® Social Isolation–Short Form v2.0–8a 77849-8 
PROMIS® Smoking: Coping Expectancies for All Smokers–Short Form v1.0–4a 92213-8 

Person-centered 
outcome goal 

A goal identified by an individual and/or care partner as important. The goal should be 
specific, measurable, achievable, relevant and time-bound. Person-centered outcome goals 
may include something the person wishes to accomplish (e.g., taking a special trip, living to 
see a relative’s life milestone), health and well-being outcomes, behavioral health outcomes 
or outcomes related to receiving services. Person-centered outcome goals must be 
documented using GAS or PROM to monitor and determine goal achievement. If the person 
and/or care partner deem that the initial goal is no longer relevant (e.g., person was 
hospitalized and they can no longer work towards the original goal), the person and/or care 
partner can set a new goal.  

Initial population Measure item count: Person. 

Attribution basis: Enrollment. 

• Benefits: Medical.
• Continuous enrollment: August 1 of the year prior to the measurement period through

the last day of the measurement period.
• Allowable gap:
- Measurement period: No more than one gap of ≤ 45 days.
- August 1 of the year prior to the measurement period through December 31 of the

year prior to the measurement period: None.

Ages: 18 years of age and older as of August 1 of the year prior to the measurement period.  

Event: None. 

Denominator 
exclusions  

Persons with a date of death. 
Death in the measurement period, identified using data sources determined by the 
organization. Method and data sources are subject to review during the HEDIS audit. 

Persons in hospice or using hospice services. 
Persons who use hospice services (Hospice Encounter Value Set; Hospice Intervention 
Value Set) or elect to use a hospice benefit any time on or between August 1 of the year 
prior to the measurement period and the last day of the measurement period. Organizations 
that use the Monthly Membership Detail Data File to identify these persons must use only 
the run date of the file. 
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Persons 18 years of age or older by the last day of the measurement period, with 
Medicare benefits, enrolled in an institutional SNP (I-SNP) or living long-term in an 
institution (LTI). 

• Enrolled in an I-SNP any time on or between August 1 of the year prior to the
measurement period and the last day of the measurement period.

• Living long-term in an institution any time on or between August 1 of the year prior to
the measurement period and the last day of the measurement period, as identified by
the LTI flag in the Monthly Membership Detail Data File. Use the run date of the file to
determine if a member had an LTI flag any time on or between August 1 of the year
prior to the measurement period and the last day of the measurement period.

Denominator The initial population minus denominator exclusions. 

Numerator Goal Identification 
Persons with documentation of a person-centered outcome goal that includes a goal 
domain, baseline measurement and care plan. 

Either of the following baseline measurements on or between August 1 of the year prior to 
the measurement period and July 31 of the measurement period: 

• Documentation of GAS (LOINC code 112296-9) and a goal domain (goal domain field
is not null) on the same date of service. A care plan (Care Plan Value Set)
documented within 7 days of GAS and goal domain documentation.

• A documented score from a standardized PROM (Patient Reported Health
Assessment Scores Value Set) and a goal domain (goal domain field is not null) on
the same date of service. A care plan (Care Plan Value Set) documented within 7
days of standardized PROM score and goal domain documentation.

Do not include baseline measurements taken in an inpatient setting or during an ED visit. 

Summary of 
changes 

• This is a first-year measure.

Data element 
tables 

Organizations that submit data to NCQA must provide the following data elements in a 
specified file. 
Table GID-E-3: Data Elements for Person-Centered Outcome–Goal Identification 

Metric Age Data Element Reporting Instructions 

Goal Identification 18-64 InitialPopulation  For each Stratification 

65+ Exclusions For each Stratification 

Total Denominator For each Stratification 

Numerator For each Stratification 

Rate (Percent) 
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Measure title Person-Centered Outcome—Goal Follow-Up Measure 
ID 

GIF-E 

Description The percentage of persons 18 years of age and older with a complex care need 
who set a person-centered outcome goal and followed up on the goal. 

Measurement 
period 

January 1–December 31. 

Copyright and 
disclaimer 
notice 

*Adapted with financial support from The John A. Hartford Foundation and The
SCAN Foundation. 

Refer to the complete copyright and disclaimer information at the front of this 
publication.  

NCQA website: www.ncqa.org.  

Submit policy clarification support questions via My NCQA (https://my.ncqa.org). 

Clinical 
recommendation 
statement/ 
rationale 

There is broad agreement that a person’s goals and priorities should guide care 
and quality measures used to evaluate care.1-3 

For older adults with multiple chronic conditions and functional limitations, clinical 
guidelines have pointed to the importance of providing goal-based care.4,5 For 
this complex population, goal setting has been shown to reduce patient-reported 
treatment burden and receipt of unwanted care and correlates with greater 
physical and social well-being and care satisfaction.6,7  

The Centers for Medicare & Medicaid Services (CMS) support aligning care with 
persons’ goals as demonstrated by the “Meaningful Measures” initiative, which 
calls for quality measures where “care is personalized and aligned with patient’s 
goals”.8 

Citations 1 McGlynn, E. A., Schneider, E. C., & Kerr, E. A. (2014). Reimagining Quality 
Measurement. New England Journal of Medicine, 371(23), 2150–2153. 
https://doi.org/10.1056/NEJMp1407883. 

2 Reuben, D. B., & Tinetti, M. E. (2012). Goal-oriented patient care—An 
alternative health outcomes paradigm. The New England Journal of Medicine, 
366(9), 777–779. https://doi.org/10.1056/NEJMp1113631. 

3 Tinetti, M. E., Naik, A. D., & Dodson, J. A. (2016). Moving From Disease-
Centered to Patient Goals–Directed Care for Patients With Multiple Chronic 
Conditions: Patient Value-Based Care. JAMA Cardiology, 1(1), 9. 
https://doi.org/10.1001/jamacardio.2015.0248. 

4 American Geriatrics Society Expert Panel on the Care of Older Adults With 
Multimorbidity. (2012). Patient-centered care for older adults with multiple 
chronic conditions: A stepwise approach from the American Geriatrics Society: 
American Geriatrics Society Expert Panel on the Care of Older Adults with 
Multimorbidity. Journal of the American Geriatrics Society, 60(10), 1957–1968. 
https://doi.org/10.1111/j.1532- 5415.2012.04187.x 

5 The American Geriatrics Society Expert Panel on Person-Centered Care. 
(2016). Person-centered care: A definition and essential elements. Journal of 
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the American Geriatrics Society, 64(1), 15–18. https://doi.org/10.1111/jgs.13866. 
6 Kuipers, S. J., Cramm, J. M., & Nieboer, A. P. (2019). The importance of 
patient-centered care and co-creation of care for satisfaction with care and 
physical and social well-being of patients with multi-morbidity in the primary care 
setting. BMC Health Services Research, 19(1), 13. 
https://doi.org/10.1186/s12913-018-3818-y. 

7 Tinetti, M. E., Naik, A. D., Dindo, L., Costello, D. M., Esterson, J., Geda, M., 
Rosen, J., Hernandez-Bigos, K., Smith, C. D., Ouellet, G. M., Kang, G., Lee, Y., 
& Blaum, C. (2019). Association of Patient Priorities–Aligned Decision-Making 
With Patient Outcomes and Ambulatory Health Care Burden Among Older 
Adults With Multiple Chronic Conditions: A Nonrandomized Clinical Trial. JAMA 
Internal Medicine, 179(12), 1688–1697. 
https://doi.org/10.1001/jamainternmed.2019.4235 

8 Meaningful Measures Hub | CMS. (2019, September 10). 
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/QualityInitiativesGenInfo/MMF/General-info-Sub-Page 

Characteristics 

Scoring Proportion. 

Type Process. 

Product lines Medicare (only D-SNP and C-SNP benefit packages). 

Stratifications  Age as of the start of the measurement period. 
• 18–65 years.
• 65 years and older.

Risk adjustment None. 

Improvement 
notation 

Increased score indicates improvement. 

Guidance Data collection methodology: ECDS. Refer to the General Guideline: Data 
Collection Methods for additional information. 

Date specificity: Dates must be specific enough to determine the event occurred 
in the period being measured. 

Documenting goal follow-up: Multiple follow-ups on a goal can be completed 
during the measurement period. If the clinician completes multiple follow-ups on 
the goal with the person and/or care partner, only one follow-up that meets 
measure requirements (see numerator criteria below) will be reported for the 
measure numerator.  

• For example:

– A goal was developed on August 1. An initial follow-up was
completed on September 10, but the goal was not met. Although
the goal was not met, all GIF-E measure requirements were met
meeting the GIF-E numerator.
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Definitions 

Baseline 
measurement 

Completion of goal attainment scaling (GAS) or a patient-reported outcome 
measure (PROM) for the person-centered outcome goal that was set.  

Care plan The documented steps required to achieve the person-centered outcome goal. 
Each time a new goal is documented, the care plan should be developed and/or 
reviewed. 

Complex care 
need 

A complex care need represents physical, behavioral health and/or social 
challenges. Individuals may have multiple complex care needs. Enrollment in a 
Special Needs Plan (SNP) is indicative of having a complex care need. 

Follow-up period The 14–180 days after the baseline measurement (167 total days). 

GAS Goal attainment scaling is a well-tested approach to measuring individualized 
goals of care. Individuals and clinicians jointly identify a goal that is most 
important to the individual and define a set of possible outcomes along a 5-point 
scale (Table 1) from “much less than expected” to “much better than expected.”  
Table 1. Goal Attainment Scaling Scoring 

Much less than 
expected 

Less than 
expected 

(at baseline, current 
state) 

Expected 
outcome 

(person-centered 
outcome goal) 

Better than 
expected 

Much better 
than expected 

-2 -1 0 +1 +2

LOINC code 
LA34484-8 

LOINC code 
LA34483-0 

LOINC code 
LA34481-4 

LOINC code 
LA34480-6 

LOINC code 
LA34479-8 

Goal domain A high-level description of the goal focus that must be chosen when the person-
centered outcome goal is set. Recommended goal domain options are: 

• Access to Services & Supports
• Housing
• Managing Conditions & Symptoms
• Caregiver Needs & Concerns
• Improving Health & Wellness
• Medication Management

• Emotional & Mental Health
• Independence
• Physical Function
• End of Life
• Legal
• Social & Role Functioning

Goal intake 
period 

August 1 of the year prior to the measurement period through July 31 of the 
measurement period. 

PROM A patient-reported outcome measure (PROM) is a standardized instrument used 
to report patient-reported outcomes. An example of a PROM includes the Patient-
Reported Outcomes Measurement Information System (PROMIS®). The PROMIS 
instruments are used to assess and monitor mental, physical and social health in 
both children and adults. PROMIS instruments are used within the general 
population as well as with individuals living with chronic conditions. The following 
table provides the PROMs allowed for use for this measure and the meaningful 
change to count for goal achievement. 
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Table 2. List of Approved PROMs 

Instrument 
Total Score  
LOINC Code 

General Anxiety Disorder (GAD)—7 70274-6
PHQ-9 44261-6
PROMIS® Ability to Participate in Social Roles and Activities—Short Form 
v2.0–8a    

77854-8 

PROMIS® Alcohol Use—Short Form v1.0–7a 77848-0
PROMIS® Anger—Short Form v1.1–5a 89921-1
PROMIS® Anxiety—Short Form–7a 77862-1
PROMIS® Cognitive Function—Short Form v2.0–8a  81531-6 
PROMIS® Depression 71965-8
PROMIS® Dyspnea Severity—Short Form v1.0–10a  92149-4 
PROMIS® Fatigue—Short Form v1.0–7a   77864-7 
PROMIS® Informational Support—Short Form v2.0–8a 77851-4
PROMIS® Instrumental Support—Short Form v2.0–8a 77850-6
PROMIS® Mobility Item Bank—v2.1 91614-8
PROMIS® Pain behavior—v1.0–7a 77856-3
PROMIS® Pain Interference—Short Form v1.0–6a  77865-4 
PROMIS® Physical Function—Short Form v2.0–10a 91721-1
PROMIS® Satisfaction with Participation in Social Roles–Short Form v1.0–8a 77855-5 
PROMIS® Self-Efficacy for Managing Daily Activities—Short Form v1.0–8a 92391-2 
PROMIS® Self-Efficacy for Managing Emotions—Short Form v1.0–8a 92329-2
PROMIS® Self-Efficacy for Managing Medications and Treatments—Short 
Form v1.0–8a   

92418-3 

PROMIS® Self-Efficacy for Managing Symptoms—Short Form v1.0–8a 92448-0
PROMIS® Sleep-Related Impairment—Short Form v1.0–8a 77859-7
PROMIS® Smoking: Negative Health Expectancies for All Smokers—Short 
Form v1.0–6a 

92266-6 

PROMIS® Smoking: Nicotine Dependence for All Smokers—Short Form v1.0–
8a 

92305-2 

PROMIS® Social Isolation—Short Form v2.0–8a 77849-8
PROMIS® Smoking: Coping Expectancies for All Smokers—Short Form v1.0–
4a 

92213-8 

Person-centered 
outcome goal 

A goal identified by an individual and/or care partner as important. The goal 
should be specific, measurable, achievable, relevant and time-bound. Person-
centered outcome goals may include something the person wishes to accomplish 
(e.g., taking a special trip, living to see a relative’s life milestone), health and well-
being outcomes, behavioral health outcomes or outcomes related to receiving 
services. Person-centered outcome goals must be documented using GAS or 
PROM to monitor and determine goal achievement. If the person and/or care 
partner deem that the initial goal is no longer relevant (e.g., person was 
hospitalized and they can no longer work towards the original goal), the person 
and/or care partner can set a new goal. 

Initial population Measure item count: Person. 

Attribution basis: Enrollment. 
• Benefits: Medical.
• Continuous enrollment: August 1 of the year prior to the measurement

period through the last day of the measurement period.
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• Allowable gap:

– Measurement period: No more than one gap of ≤ 45 days.
– August 1 of the year prior to the measurement period through December

31 of the year prior to the measurement period: None.

Ages: 18 years of age and older as of August 1 of the year prior to the 
measurement period.  

Event: None. 

Denominator 
exclusions  

Persons with a date of death. 
Death in the measurement period, identified using data sources determined by 
the organization. Method and data sources are subject to review during the 
HEDIS audit. 

Persons in hospice or using hospice services. 
Persons who use hospice services (Hospice Encounter Value Set; Hospice 
Intervention Value Set) or elect to use a hospice benefit any time on or between 
August 1 of the year prior to the measurement period and the last day of the 
measurement period. Organizations that use the Monthly Membership Detail 
Data File to identify these persons must use only the run date of the file. 

Persons 18 years of age or older by the last day of the measurement period, 
with Medicare benefits, enrolled in an institutional SNP (I-SNP) or living 
long-term in an institution (LTI). 

• Enrolled in an I-SNP any time on or between August 1 of the year prior to
the measurement period and the last day of the measurement period.

• Living long-term in an institution any time on or between August 1 of the
year prior to the measurement period and the last day of the measurement
period, as identified by the LTI flag in the Monthly Membership Detail Data
File. Use the run date of the file to determine if a member had an LTI flag
any time on or between August 1 of the year prior to the measurement
period and the last day of the measurement period.

Denominator The initial population minus denominator exclusions. 

Numerator Goal Follow-up 
Persons with documentation of a person-centered outcome goal that includes a 
goal domain, baseline measurement, care plan and who had a follow-up 
measurement on or between 14 and 180 days after baseline measurement. 

Step 1. Identify documentation of a person-centered outcome goal using either of 
the following baseline measurements on or between August 1 of the year prior to 
the measurement period and July 31 of the measurement period:  

• Documentation of GAS (LOINC code 112296-9) and a goal domain (goal
domain field is not null) on the same date of service. A care plan (Care
Plan Value Set) documented within 7 days of GAS and goal domain
documentation.

• A documented score from a standardized PROM (refer to direct reference
codes in Table 2) and a goal domain (goal domain field is not null) on the
same date of service. A care plan (Care Plan Value Set) documented
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• within 7 days of standardized PROM score and goal domain
documentation.

Step 2. Identify follow-up measurement using either of the following on or 
between 14 and 180 days after the baseline measurement (167 total days):  

• For persons who used GAS (LOINC code 112296-9) as their baseline
measurement, a follow-up GAS score. Persons who have both of the
following on the same date of service meet criteria:
– Documentation of a follow-up GAS score by the practitioner (LOINC

code 107333-7) with Goal Attainment Scaling Scores Value Set).
– Documentation of a follow-up GAS score by the patient (LOINC code

107334-5) with Goal Attainment Scaling Scores Value Set) or caregiver
(LOINC code 107331-1) with Goal Attainment Scaling Scores Value
Set).

• For persons who used PROM as their baseline measurement, a
documented total score or t-score from the same PROM instrument that
was used at baseline. To identify the same instrument, refer to direct
reference codes in Table 2.

For persons with multiple goals, if any goal is compliant the person is compliant. 

Do not include baseline or follow-up measurements taken in an inpatient setting 
or during an ED visit. 

Summary of 
changes 

• This is a first-year measure.

Data element 
tables 

Organizations that submit data to NCQA must provide the following data 
elements in a specified file. 
Table GIF-E-3: Data Elements for Person-Centered Outcome–Goal Follow up 

Metric Age Data Element Reporting Instructions 

Goal Follow-up 18-64 InitialPopulation  For each Stratification 

65+ Exclusions For each Stratification 

Total Denominator For each Stratification 

Numerator For each Stratification 

Rate (Percent) 
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Measure title Person-Centered Outcome – Goal Achievement Measure 
ID 

GIA-E 

Description The percentage of persons 18 years of age and older with a complex care need who set a 
person-centered outcome goal and achieved the goal. 

Measurement 
period 

January 1–December 31. 

Copyright and 
disclaimer 
notice 

*Adapted with financial support from The John A. Hartford Foundation and The SCAN
Foundation. 

Refer to the complete copyright and disclaimer information at the front of this publication.  

NCQA website: www.ncqa.org.  

Submit policy clarification support questions via My NCQA (https://my.ncqa.org). 

Clinical 
recommendation 
statement/ 
rationale 

There is broad agreement that a person’s goals and priorities should guide care and quality 
measures used to evaluate care.1-3 

For older adults with multiple chronic conditions and functional limitations, clinical guidelines 
have pointed to the importance of providing goal-based care.4,5 For this complex population, 
goal setting has been shown to reduce patient-reported treatment burden and receipt of 
unwanted care and correlates with greater physical and social well-being and care 
satisfaction.6,7  

The Centers for Medicare & Medicaid Services (CMS) support aligning care with persons’ 
goals as demonstrated by the “Meaningful Measures” initiative, which calls for quality 
measures where “care is personalized and aligned with patient’s goals”.8 

Citations 1 McGlynn, E. A., Schneider, E. C., & Kerr, E. A. (2014). Reimagining Quality Measurement. 
New England Journal of Medicine, 371(23), 2150–2153. 
https://doi.org/10.1056/NEJMp1407883. 
2 Reuben, D. B., & Tinetti, M. E. (2012). Goal-oriented patient care—An alternative health 
outcomes paradigm. The New England Journal of Medicine, 366(9), 777–779. 
https://doi.org/10.1056/NEJMp1113631. 
3 Tinetti, M. E., Naik, A. D., & Dodson, J. A. (2016). Moving From Disease-Centered to 
Patient Goals–Directed Care for Patients With Multiple Chronic Conditions: Patient Value-
Based Care. JAMA Cardiology, 1(1), 9. https://doi.org/10.1001/jamacardio.2015.0248. 
4 American Geriatrics Society Expert Panel on the Care of Older Adults With Multimorbidity. 
(2012). Patient-centered care for older adults with multiple chronic conditions: A stepwise 
approach from the American Geriatrics Society: American Geriatrics Society Expert Panel 
on the Care of Older Adults with Multimorbidity. Journal of the American Geriatrics Society, 
60(10), 1957–1968. https://doi.org/10.1111/j.1532- 5415.2012.04187.x 
5 The American Geriatrics Society Expert Panel on Person-Centered Care. (2016). Person-
centered care: A definition and essential elements. Journal of the American Geriatrics 
Society, 64(1), 15–18. https://doi.org/10.1111/jgs.13866. 
6 Kuipers, S. J., Cramm, J. M., & Nieboer, A. P. (2019). The importance of patient-centered 
care and co-creation of care for satisfaction with care and physical and social well-being of 
patients with multi-morbidity in the primary care setting. BMC Health Services Research, 
19(1), 13. https://doi.org/10.1186/s12913-018-3818-y. 
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7 Tinetti, M. E., Naik, A. D., Dindo, L., Costello, D. M., Esterson, J., Geda, M., Rosen, J., 
Hernandez-Bigos, K., Smith, C. D., Ouellet, G. M., Kang, G., Lee, Y., & Blaum, C. (2019). 
Association of Patient Priorities–Aligned Decision-Making With Patient Outcomes and 
Ambulatory Health Care Burden Among Older Adults With Multiple Chronic Conditions: A 
Nonrandomized Clinical Trial. JAMA Internal Medicine, 179(12), 1688–1697. 
https://doi.org/10.1001/jamainternmed.2019.4235 
8 Meaningful Measures Hub | CMS. (2019, September 10). 
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/QualityInitiativesGenInfo/MMF/General-info-Sub-Page 

Characteristics 

Scoring Proportion. 

Type Outcome. 

Product lines Medicare (only D-SNP and C-SNP benefit packages). 

Stratifications  Age as of the start of the measurement period. 
• 18–65 years.
• 65 years and older.

Risk adjustment None. 

Improvement 
notation 

Increased score indicates improvement. 

Guidance Data collection methodology: ECDS. Refer to the General Guideline: Data Collection 
Methods for additional information. 

Date specificity: Dates must be specific enough to determine the event occurred in the 
period being measured. 

Documenting goal achievement: Documenting goal progress/achievement should be 
done during each follow-up visit. Goal achievement can be used to meet the GIA-E 
numerator if it happens by the initial follow-up or a subsequent follow-up, and if it meets all 
other GIA-E measure requirements. 

Definitions 

Baseline 
measurement 

Completion of goal attainment scaling (GAS) or a patient-reported outcome measure 
(PROM) for the person-centered outcome goal that was set.  

Care plan The documented steps required to achieve the person-centered outcome goal. Each time a 
new goal is documented, the care plan should be developed and/or reviewed. 

Complex care 
need 

A complex care need represents physical, behavioral health and/or social challenges. 
Individuals may have multiple complex care needs. Enrollment in a Special Needs Plan 
(SNP) is indicative of having a complex care need. 

Follow-up period The 14–180 days after the baseline measurement (167 total days). 

Goal 
Achievement 

Achievement of a person-centered outcome goal on or between 14 and 180 days after the 
baseline measurement (167 total days). Achievement is defined as a GAS score of 0, +1 or 
+2 documented by both the individual or caregiver and the clinician, or a PROM score with

Draft Document—Obsolete After March 13, 2026

DO NOT REPRODUCE, DISTRIBUTE OR USE FOR ANY PURPOSE OTHER THAN HEDIS PUBLIC COMMENT 
©2026 National Committee for Quality Assurance

77



meaningful change (see Table 1 below for meaningful change requirements for each 
PROM). 

GAS Goal attainment scaling is a well-tested approach to measuring individualized goals of care. 
Individuals and clinicians jointly identify a goal that is most important to the individual and 
define a set of possible outcomes along a 5-point scale (Table 1) from “much less than 
expected” to “much better than expected.”  
Table 1. Goal Attainment Scaling Scoring 

Much less than 
expected 

Less than 
expected 

(at baseline, current 
state) 

Expected 
outcome 

(person-centered 
outcome goal) 

Better than 
expected 

Much better than 
expected 

-2 -1 0 +1 +2

LOINC code 
LA34484-8 

LOINC code 
LA34483-0 

LOINC code 
LA34481-4 

LOINC code 
LA34480-6 

LOINC code 
LA34479-8 

Goal domain A high-level description of the goal focus that must be chosen when the person-centered 
outcome goal is set. Recommended goal domain options are:  

• Access to Services & Supports
• Housing
• Managing Conditions & Symptoms
• Caregiver Needs & Concerns
• Improving Health & Wellness
• Medication Management

• Emotional & Mental Health
• Independence
• Physical Function
• End of Life
• Legal
• Social & Role Functioning

Goal intake 
period 

August 1 of the year prior to the measurement period through July 31 of the measurement 
period. 

PROM A patient-reported outcome measure (PROM) is a standardized instrument used to report 
patient-reported outcomes. An example of a PROM includes the Patient-Reported 
Outcomes Measurement Information System (PROMIS®). The PROMIS instruments are 
used to assess and monitor mental, physical and social health in both children and adults. 
PROMIS instruments are used within the general population as well as with individuals living 
with chronic conditions. The following table provides the PROMs allowed for use for this 
measure and the meaningful change to count for goal achievement. 

Table 2. List of Approved PROMs 
Instrument Total Score 

LOINC Code 
Meaningful Change 

General Anxiety Disorder (GAD)–7 70274-6 4-point decrease from
initial total raw score

PHQ-9 44261-6 5-point decrease from
initial total raw score

Instrument Total T-Score 
LOINC Code 

Meaningful Change 

PROMIS® Ability to Participate in Social Roles and 
Activities–Short Form v2.0–8a    

77854-8 3-point increase from initial
T-score

PROMIS® Alcohol Use–Short Form v1.0–7a 77848-0 3-point decrease from
initial T-score
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PROMIS® Anger–Short Form v1.1–(5a) 89921-1 3-point decrease from
initial T-score

PROMIS® Anxiety Short Form 7a 77862-1 3-point decrease from
initial T-score

PROMIS® Cognitive Function–Short Form v2.0–8a  81531-6 3-point increase from initial
T-score

PROMIS® Depression 71965-8 3-point decrease from
initial T-score

PROMIS® Dyspnea Severity–Short Form v1.0–10a  92149-4 3-point decrease from
initial T-score

PROMIS® Fatigue–Short Form v1.0–7a  77864-7 3-point decrease from
initial T-score

PROMIS® Informational Support–Short Form v2.0–8a 77851-4 3-point increase from initial
T-score

PROMIS® Instrumental Support–Short Form v2.0–8a 77850-6 3-point increase from initial
T-score

PROMIS® Mobility Item Bank v2.1 91614-8 3-point increase from initial
T-score

PROMIS® Pain behavior–v1.0–7a 77856-3 3-point decrease from
initial T-score

PROMIS® Pain Interference–Short Form v1.0–6a   77865-4 3-point decrease from
initial T-score

PROMIS® Physical Function–Short Form v2.0–10a 91721-1 3-point increase from initial
T-score

PROMIS® Satisfaction with Participation in Social 
Roles–Short Form v1.0–8a 

77855-5 3-point increase from initial
T-score

PROMIS® Self-Efficacy for Managing Daily Activities–
Short Form v1.0–8a 

92391-2 3-point increase from initial
T-score

PROMIS® Self-Efficacy for Managing Emotions–Short 
Form v1.0–8a 

92329-2 3-point increase from initial
T-score

PROMIS® Self-Efficacy for Managing Medications and 
Treatments–Short Form v1.0–8a   

92418-3 3-point increase from initial
T-score

PROMIS® Self-Efficacy for Managing Symptoms–Short 
Form v1.0–8a 

92448-0 3-point increase from initial
T-score

PROMIS® Sleep-Related Impairment–Short Form 
v1.0–8a 

77859-7 3-point decrease from
initial T-score

PROMIS® Smoking: Negative Health Expectancies for 
All Smokers–Short Form v1.0–6a 

92266-6 3-point decrease from
initial T-score

PROMIS® Smoking: Nicotine Dependence for All 
Smokers–Short Form v1.0–8a 

92305-2 3-point decrease from
initial T-score

PROMIS® Social Isolation–Short Form v2.0–8a 77849-8 3-point decrease from
initial T-score

PROMIS® Smoking: Coping Expectancies for All 
Smokers–Short Form v1.0–4a 

92213-8 3-point decrease from
initial T-score

Person-centered 
outcome goal 

A goal identified by an individual and/or care partner as important. The goal should be 
specific, measurable, achievable, relevant and time-bound. Person-centered outcome goals 
may include something the person wishes to accomplish (e.g., taking a special trip, living to 
see a relative’s life milestone), health and well-being outcomes, behavioral health outcomes 
or outcomes related to receiving services. Person-centered outcome goals must be 
documented using GAS or PROM to monitor and determine goal achievement. If the person 
and/or care partner deem that the initial goal is no longer relevant (e.g., person was  
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hospitalized and they can no longer work towards the original goal), the person and/or care 
partner can set a new goal. 

Initial population Measure item count: Person. 

Attribution basis: Enrollment. 

• Benefits: Medical.
• Continuous enrollment: August 1 of the year prior to the measurement period through

the last day of the measurement period.
• Allowable gap:

– Measurement period: No more than one gap of ≤ 45 days.
– August 1 of the year prior to the measurement period through December 31 of the

year prior to the measurement period: None.

Ages: 18 years of age and older as of August 1 of the year prior to the measurement period. 

Event: None. 

Denominator 
exclusions  

Persons with a date of death. 
Death in the measurement period, identified using data sources determined by the 
organization. Method and data sources are subject to review during the HEDIS audit. 

Persons in hospice or using hospice services. 
Persons who use hospice services (Hospice Encounter Value Set; Hospice Intervention 
Value Set) or elect to use a hospice benefit any time on or between August 1 of the year 
prior to the measurement period and the last day of the measurement period. Organizations 
that use the Monthly Membership Detail Data File to identify these persons must use only 
the run date of the file. 

Persons 18 years of age or older by the last day of the measurement period, with 
Medicare benefits, enrolled in an institutional SNP (I-SNP) or living long-term in an 
institution (LTI). 

• Enrolled in an I-SNP any time on or between August 1 of the year prior to the
measurement period and the last day of the measurement period.

• Living long-term in an institution any time on or between August 1 of the year prior to
the measurement period and the last day of the measurement period, as identified by
the LTI flag in the Monthly Membership Detail Data File. Use the run date of the file to
determine if a member had an LTI flag any time on or between August 1 of the year
prior to the measurement period and the last day of the measurement period.

Denominator The initial population minus denominator exclusions. 

Numerator Goal Achievement 

Persons with documentation of a person-centered outcome goal that includes a goal 
domain, a baseline measurement, a care plan and who achieved their goal on or between 
14 and 180 days after baseline measurement. 

Step 1. Identify documentation of a person-centered outcome goal using either of the 
following baseline measurements on or between August 1 of the year prior to the 
measurement period and July 31 of the measurement period: 
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• Documentation of GAS (LOINC code 112296-9) and a goal domain (goal domain field
is not null) on the same date of service. A care plan (Care Plan Value Set)
documented within 7 days of GAS and goal domain documentation.

• A documented score from a standardized PROM (refer to direct reference codes in
Table 2) and a goal domain (goal domain field is not null) on the same date of service.
A care plan (Care Plan Value Set) documented within 7 days of standardized PROM
score and goal domain documentation.

Step 2. Identify achievement using either of the following on or between 14 and 180 days 
after the baseline measurement (167 total days): 

• For persons who used GAS (LOINC code 112296-9) as their baseline measurement
both of the following on the same date of service:

– Documentation of a follow-up GAS score by the practitioner (LOINC code 107333-
7) with a GAS score of 0, +1 or +2 (GAS Achieved Outcome Scores Value Set).

– Documentation of a follow-up GAS score by the patient (LOINC code 107334-5) or
caregiver (LOINC code 107331-1) with a GAS score of 0, +1 or +2 (GAS Achieved
Outcome Scores Value Set).

• For persons who used the same PROM for baseline and follow-up measurement, a
meaningful change between their baseline and follow-up measurement scores. To
identify meaningful change, refer to Table 2.

For persons with multiple goals, if any goal is compliant the person is compliant. 

Do not include baseline or follow-up measurements taken in an inpatient setting or during an 
ED visit. 

Summary of 
changes 

• This is a first-year measure.

Data element 
tables 

Organizations that submit data to NCQA must provide the following data elements in a 
specified file. 
Table GIA-E-3. Data Elements for Person-Centered Outcome–Goal Achievement 

Metric Age Data Element Reporting Instructions 

Goal Achievement 18-64 InitialPopulation  For each Stratification 

65+ Exclusions For each Stratification 

Total Denominator For each Stratification 

Numerator For each Stratification 

Rate (Percent) 
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Person-Centered Outcomes (PCO) 
Measure Workup 

Topic Overview 

Background 

There is growing consensus that health care 
should be guided by individuals’ goals and 
preferences, especially for adults with complex 
care needs (American Geriatrics Society Ex-
pert Panel on the Care of Older Adults with 
Multimorbidity, 2012). Over the past 10 years, 
with support from The John A. Hartford Foun-
dation, The SCAN Foundation, and The Gor-
don and Betty Moore Foundation, NCQA de-
veloped the Person-Centered Outcome (PCO) 
measures, an approach captured by three 
measures (see Figure 1) that enable individuals or caregivers to identify and track meaningful, measurable 
goals for care planning, quality improvement and clinician accountability. The PCO measures have been 
successfully tested in multiple care delivery settings in over 30 practices across 17 states, with more than 
700 clinicians (e.g., physicians, nurses, social workers, peer navigators and care managers) and over 
30,000 individuals and are being used in a state Medicaid home and community-based care program for 
value-based payment. 

This workup describes the evidence and rationale to support the three measures that evaluate the imple-
mentation of the person-centered outcomes approach:  

1. Person-Centered Outcomes – Goal Identification (GID-E). Percentage of persons 18 years of age
and older with a complex care need who set a person-centered outcome goal.

2. Person-Centered Outcomes – Goal Follow-up (GIF-E). Percentage of persons 18 years of age and
older with a complex care need who set a person-centered outcome goal and followed up on the
goal.

3. Person-Centered Outcomes – Goal Achievement (GIA-E). Percentage of persons 18 years of age
and older with a complex care need who set a person-centered outcome goal and achieved the goal.

Importance of Goal-Based Care 

Prevalence of 
Adults with Com-
plex Care Needs  

Individuals with multiple chronic conditions, functional limitations and/or behavioral 
health or social challenges are classified as having complex care needs, a group 
that comprises a substantial portion of the U.S. population. The 2011 Medicare Ex-
penditure Panel Survey (MEPS) found that about 12 million U.S. adults, age 18 
and older, living in the community had three or more chronic conditions and a func-
tional limitation in their ability to care for themselves (defined as experiencing diffi-
culties with activities of daily living) or perform routine daily activities (defined as 
experiencing difficulties with instrumental activities of daily living) (Hayes et al., 
2016). In 2018, just over a quarter (27.2%) of US adults had multiple chronic con-
ditions, with multiple chronic conditions higher among older adults, adults aged 
18–64 on Medicaid, and dual-eligible adults (Medicare and Medicaid) (Boersma et 
al., 2020). These individuals often face trade-offs when determining the appropri-
ate course of treatment and frequently require services and supports beyond tradi-
tional medical care (American Geriatrics Society Expert Panel on Person-Centered 
Care, 2016; American Geriatrics Society Expert Panel on the Care of Older Adults 
with Multimorbidity, 2012; The SCAN Foundation, 2016).  
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Current State of 
Measurement 

Many quality measures focus on a single condition or disease. Such measures are 
frequently based on evidence from clinical trials which underrepresent individuals 
with complex care needs. The causes and nature of complex care needs are varied 
and diverse, resulting in health-related concerns, experiences and preferences for 
care that may not align with single-disease guideline-based care (Bayliss et al., 
2014; Fried et al., 2011; Montori et al., 2013). 

Disease-specific measures may also have an unintended consequence of encour-
aging care that is misaligned with an individual’s preferences or goals. In recent 
years, NCQA has taken steps to exclude patients with complex health status and 
near end-of-life conditions from quality measures to avoid this unintended conse-
quence. However, there is still a need to measure quality of care for this vulnerable 
population. Given the heterogeneity and complexity in this population, traditional 
measures that use a “one-size fits all” approach may not be appropriate. Goal-
based care based on an individual’s priorities and goals has the ability to comple-
ment traditional disease-specific care. 

Person-centered outcomes support whole person care by aligning care delivery 
with individual goals and preferences. Several experts in the field of geriatrics have 
suggested the use of patient-centered goals for assessing health outcomes rather 
than disease-specific outcomes, such as blood pressure or hemoglobin A1c tar-
gets, particularly for populations with complex care needs (Reuben & Tinetti, 2012; 
Tinetti et al., 2016). The Centers for Medicare and Medicaid Services (2019) have 
also identified a desire for quality measures that support “care [that] is personal-
ized and aligned with patient’s goals.”   

Utilization Impact The Centers for Disease Control and Prevention (CDC) reports that chronic dis-
eases and mental health conditions account for about 90% of the $4.5 trillion the 
U.S. spends on healthcare each year (Feke, 2025). While the implementation of 
the person-centered outcomes approach can increase operational costs – partic-
ularly due to staff training, workflow redesign and system updates – long-term fi-
nancial benefits can outweigh these upfront costs. By incorporating goal-based 
care into the clinical workflow, Tinetti et al. found a statistically significant im-
provement in reducing treatment burden; individuals in the intervention group 
were more likely to have medications stopped (52.0% vs. 33.8%) and had fewer 
diagnostic tests ordered (80.8% vs. 86.4%) (Tinetti et al., 2019).  

Individuals who perceive their visit as person-centered receive fewer diagnostic 
tests and referrals and lower hospital utilization (Bertakis & Azari, 2011). During 
PCO measures’ testing, NCQA found a significant decrease in hospitalization six 
months post-goal conversation and a non-significant decrease in ED use (Blaum 
et al., 2024).  

Supporting Evidence for Goal-Based Care 

Goal-based care enables a clinician to learn more about the outcomes that the individual values and about 
their preferences regarding their conditions, possible treatments and their tradeoffs (Lenzen et al., 2017; 
Vermunt et al., 2017). Goal setting has become a key component of rehabilitation programs for adults with 
disabilities (Levack et al., 2015) and for care management of adults with complex conditions (National Com-
mittee for Quality Assurance, 2015).   

There is growing evidence that supports the use of personalized goal setting in specific patient populations. 
Goal setting has been linked to more positive outcomes and improvements in health and functioning in a va-
riety of populations, such as those with dementia (Clare et al., 2015), coronary heart disease (Janssen et al., 
2013), stroke (Warner et al., 2015), mental health conditions (Bouwens et al., 2008; McCue et al., 2021), 
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end-stage renal disease (Kauric-Klein, 2012), diabetes (Naik et al., 2011), and those with rehabilitation 
needs (Müller et al., 2011).  

An established model for developing and setting personalized goals is the SMART framework. SMART 
goals are Specific, Measurable, Attainable, Realistic, and Time-specific. Using structured goal setting frame-
works has been demonstrated as feasible in the clinical setting (Naik et al., 2018) and shown to improve 
self-management and clinical outcomes in adults with diabetes (Naik et al., 2011; Teal et al., 2012).  

Guidelines on 
Goal-Based Care 

The American Geriatric Society’s Guiding Principles for the Care of Older Adults 
with Multimorbidity and Person‐Centered Care: A Definition and Essential Elements 
recommends that an individual’s preferences and goals should guide their care 
(American Geriatrics Society Expert Panel on Person-Centered Care, 2016; Ameri-
can Geriatrics Society Expert Panel on the Care of Older Adults with Multimorbidity, 
2012).  

In addition to those recommendations, The John A. Hartford Foundation and the In-
stitute for Healthcare Improvement’s Age Friendly Health System initiative (Institute 
for Healthcare Improvement, 2020) and the Health Resources and Services Admin-
istration (HRSA) both promote care focused on “What Matters” to older adults 
(Health Resources & Service Administration, 2016). 

Other guidelines and organizations that recommend patient-centered goals and pref-
erences include:  

• Clinical Practice Guidelines for Quality Palliative Care, National Coalition for
Hospice and Palliative Care (National Coalition for Hospice and Palliative
Care, 2018)

• The Medicaid Final Rule for Home and Community Based Services, Cen-
ters for Medicare and Medicaid Services (Centers for Medicare & Medicaid
Services, 2014)

• Person-Centered Planning and Practice, National Quality Forum (2020)
• 2025 Standards of Medical Care in Diabetes, American Diabetes Associa-

tion Professional Practice Committee (2024)
• Department of Health and Human Services Centers for Medicare & Medi-

caid Services (42 CFR Part 422.101) (2025)

Rationale for Per-
son-Centered Out-
comes 

A central challenge to measuring individual goal attainment is the lack of adequate 
processes to elicit, document and monitor progress towards patient goals. Goals, 
when discussed and documented, are frequently documented in multiple places in 
the electronic record (e.g., progress notes, scanned documents or problem lists) 
and may conflict with one another (Bernacki et al., 2014; Berntsen et al., 2015). 
When clinicians document goals of care, the identified goals often focus on end-of-
life care or the clinician’s goals for disease management, resulting in disease-spe-
cific biomarker goals (e.g., blood pressure) or referral for specific medical care 
(e.g., get preventive screenings) (Berntsen et al., 2015; Sockolow et al., 2017) ra-
ther than on quality-of-life outcomes, such as participating in social activities (Ber-
nacki et al., 2014). Furthermore, clinicians and individuals may disagree about doc-
umented goals of care (Bogardus et al., 2001; Heisler et al., 2003). Even when doc-
umented, these goals are rarely communicated across care teams or tracked sys-
tematically (Dykes et al., 2014). Movement towards patient-centered, goal-based 
care requires a more structured approach to eliciting, documenting and monitoring 
goals from the patient’s perspective. Recent studies have explored more structured 
approaches to eliciting patient-centered goals (Blaum et al., 2018; Jennings et al., 
2018; Naik et al., 2018; Tinetti et al., 2019, Clair et al., 2022).  

Using evidence from these studies, NCQA developed and tested an approach to 
identifying, documenting and measuring structured patient goals called person-cen-
tered outcomes. A person-centered outcome is a goal identified by an individual or 
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caregiver that can be used for care planning and quality measurement. The person 
centered-outcome is measured using either goal attainment scaling or a patient-re-
ported outcome measure (PROM). This approach promotes the development of 
SMART goals (specific, measurable, achievable, relevant and time-bound) while 
also standardizing goal measurement and tracking, simplifying chart review and 
eventually facilitating digitalization of goal tracking and measurement. 

The Person-Centered Outcomes Approach 

NCQA has developed an approach to goal-based care called the person-centered outcomes approach.  Per-
son-centered outcomes are goals identified by an individual or caregiver that can be used for care planning 
and quality measurement. 

The PCO Approach The PCO approach is an iterative, incremental process for goal-based care. The 
steps outlined below represent the general framework of the approach. 

Step 1: Identify what matters to the individual. The clinician and individual or 
caregiver discuss personal goals, ensuring the selected goal is meaningful and 
relevant to the individual’s needs. 

Step 2: Document and measure a person-centered outcome goal. The goal 
is measured using either Goal Attainment Scaling (GAS) or a Patient-Reported 
Outcome Measure (PROM), both of which provide structured, specific, and 
measurable ways to track progress. 

Step 3: Care planning. The clinician and individual create a care plan outlining 
steps and responsibilities to support goal achievement, addressing barriers and 
involving care team members as needed. 

Step 4: Goal follow-up. Progress is reassessed within 14 and 180 days of 
when the goal was developed to determine if the goal is on track, needs adjust-
ment, or has been met, while also addressing any challenges. 

Step 5: Assess goal achievement. The clinician and individual evaluate 
whether the goal has been achieved based on the selected measurement 
method. 

Goal Domains A goal domain is a high-level description of the focus of a goal, used to categorize 
and organize individual goals. Our list of 12 goal domains was originally based off 
Jennings et al. (2017) goal taxonomy for adults with dementia and later refined for 
older adults with functional limitations (Clair et al., 2020). Based on extensive re-
views of goals developed by individuals and care partners through our testing, we 
expanded the list to the 12 domains provided in Table 1. For quality measurement, 
the goal domains provide a high-level understanding of the goal focus, which is typi-
cally provided in free text and not documented in a standard, reportable format. 
Tracking goal domains is also beneficial in helping an organization understand the 
overall needs of their population and better tailor their resources to meet those 
needs.  

Table 1. Goal Domains and Definitions 

Goal Domain Definition 
Housing Goals related to individuals’ place of residence. 

Access to Services & 
Supports 

Goals focused on the ability to access, afford, and utilize appropriate 
health and community resources including access to transportation, 
stable food resources, and assistance with financial concerns. 

Draft Document—Obsolete After March 13, 2026

DO NOT REPRODUCE, DISTRIBUTE OR USE FOR ANY PURPOSE OTHER THAN HEDIS PUBLIC COMMENT 
©2026 National Committee for Quality Assurance

85



Caregiver Needs &  
Concerns 

Goals expressed by and for caregivers that focus on caregiving re-
sponsibilities and skills, finding respite care, and receiving social sup-
port. 

End of Life Goals related to end-of-life care and desires. 

Independence 
Goals that center on living one’s life independently without help or as-
sistance from others. 

Legal Goals related to legal issues or legal involvement. 
Managing Conditions & 
Symptoms 

Goals related to health care received or desired and to experiences 
with providers and the health care system. 

Medication Management Goals focused on the ability to manage medications. 
Improving Health & 
Wellness 

Goals related to developing, improving and maintaining positive 
health and wellness habits. 

Physical Function 
Goals related to managing physical functioning, physical symptoms or 
conditions and improving or maintaining the ability to participate in 
physical activities. 

Social & Role Functioning 
Goals focused on engaging in meaningful activities like work, hobbies, 
or social interaction with family and friends. 

Emotional & Mental 
Health 

Goals related to managing mental health symptoms or participating in 
activities that impact emotional aspects of quality of life. 

Goal Attainment 
Scaling 

Goal attainment scaling is a well-tested approach to measuring individualized goals of 
care. Originally developed for use in mental health, goal attainment scaling is a reli-
able, valid, and sensitive measurement approach often used for evaluating complex 
interventions (Kiresuk & Sherman, 1968; Lewis et al., 2013; Rockwood et al., 
2003). See Figure 1 for an example of goal measurement using goal attainment 
scaling. 

Goal attainment scaling has been used among older adult populations in various 
settings, including psychiatric (Bouwens et al., 2008), hospital (Rockwood et al., 
1993; Stolee et al., 1992, 2012), primary care (Toto et al., 2015; Verdoorn et al., 
2018), and physical rehabilitation (Rushton & Miller, 2002). Research has found 
goal attainment scaling to be a feasible strategy in facilitating patient-centered care 
among diverse populations of older adults with complex needs, including older 
adults with multiple chronic conditions (Toto et al., 2015; Giovannetti et. al, 2021; 
Clair et. Al., 2022) and individuals with dementia (Jennings et al., 2018).  

Achievement of goals using goal attainment scaling is associated with increased 
patient engagement, satisfaction with their treatment (Scobbie et al., 2013; Turner-
Stokes, 2011) and improved health outcomes (Anderson et al., 2010). 

Figure 1. Goal Attainment Scaling 

Individuals and clinicians jointly set a goal and define a set of possible outcomes along a 5-point 
scale from “worse than expected” to “much better than expected.” A numerical weight from -2 to +2 
is assigned to each possible outcome. At follow-up, the individual and clinician discuss the individ-
ual’s progress and decide independently which outcome most closely matches what the individual 
achieved.   

Example Goal: Walk her dog outside once a week for the next 2 months. 

Worse than ex-
pected (-2) 

Current state 

(-1) 

Expected level 
(0) 

Better than ex-
pected (+1) 

Much better than 
expected (+2) 

Unable to let the 
dog outside.  

Does not go out-
side to walk her 

dog  

Walk her dog out-
side once a week 

for the next 2 
months.  

Walk her dog out-
side twice a week 

for the next 2 
months.  

Walk her dog out-
side three times a 
week for the next 

2 months.  
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Patient-Reported 
Outcome Measures 

Patient-reported outcome measures (PROMs) are tools that offer an alternative ap-
proach to setting goals and assessing outcomes. PROMs add value by bringing at-
tention to feelings, functioning and experiences that matter to the individual (Nelson 
et al., 2015; Snyder et al., 2012). These tools can assist individuals, caregivers and 
clinicians with tracking the impact of lifestyle changes and treatments on symptoms 
and inform clinicians when additional treatment may be necessary to manage a 
condition or functional limitation (Forsberg et al., 2015; Lavallee et al., 2016). 

As the use of PROMs increases, there is interest in using PROM results in quality 
measurement as part of value-based purchasing (Centers for Medicare & Medicaid 
Services, 2016; Safran & Higgins, 2019). However, the goals expressed by older 
adults and their caregivers are heterogeneous (Bogardus et al., 2001; Howard & 
Louvar, 2017; Morrow et al., 2008; Schulman-Green et al., 2006), and a single 
PROM tool, such as a standardized quality of life questionnaire, may not address 
the goals and priorities relevant to a specific individual. Some individuals may priori-
tize their physical functioning, while others may prioritize their mental health. To ad-
dress this limitation, some experts recommend clinicians use multiple PROMs to 
measure the condition or symptom most relevant to a patient’s priorities (Working 
Group on Health Outcomes for Older Persons with Multiple Chronic Conditions, 
2012). See Figure 2 for a list of PROMs used in NCQA’s person-centered outcome 
measures testing. 

Figure 2. Patient-Reported Outcome Measures (PROMs) 

Individuals and clinicians jointly set a goal and select a PROM from the table below that best 
matches that goal (i.e., a patient’s goal is to reduce pain would correspond to a pain PROM). At 
follow-up, the individual completes the same PROM to assess change over time in their outcome. 

General Anxiety (GAD-7) PROMIS© Pain Behavior – v1.0 – 7a 

Anxiety (PHQ-9) PROMIS© Pain Interference – Short Form v1.0 – 
6a 

PROMIS© Ability to Participate in Social 
Roles and Activities – Short Form v2.0 – 8a 

PROMIS© Physical Function – Short Form v2.0 
– 10a

PROMIS© Alcohol Use – Short Form v1.0 – 
7a 

PROMIS© Satisfaction with Participation in So-
cial Roles – Short Form v1.0 – 8a 

PROMIS© Anger – Short Form v1.1 – 5a PROMIS© Self-Efficacy for Managing Daily Ac-
tivities – Short Form v1.0 – 8a 

PROMIS© Anxiety – Short Form – 7a PROMIS© Self-Efficacy for Managing Emo-
tions – Short Form v1.0 – 8a 

PROMIS© Cognitive Function – Short Form 
v2.0 – 8a 

PROMIS© Self-Efficacy for Managing Medica-
tions and Treatments – Short Form v1.0 – 8a 

PROMIS© Depression PROMIS© Self-Efficacy for Managing Symp-
toms – Short Form v1.0 – 8a 

PROMIS© Dyspnea Severity – Short Form 
v1.0 – 10a 

PROMIS© Sleep-Related Impairment – Short 
Form v1.0 – 8a 

PROMIS© Fatigue – Short Form v1.0 – 7a PROMIS© Smoking: Negative Health Expectan-
cies for All Smokers – Short Form v1.0 – 8a 

PROMIS© Informational Support – Short 
Form v2.0 – 8a 

PROMIS© Smoking: Nicotine Dependence for All 
Smokers – Short Form v1.0 – 8a 

PROMIS© Instrumental Support – Short 
Form v2.0 – 8a  

PROMIS© Social Isolation – Short Form v2.0 – 
8a 
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PROMIS© Mobility Item Bank – v2.1 PROMIS© Smoking: Coping Expectancies for All 
Smokers – Short Form v1.0 – 4a 

Development and Testing of the Person-Centered Outcome (PCO) Measures 

Since 2013, The John A. Hartford Foundation, The SCAN Foundation, and The Gordon and Betty Moore 
Foundation have funded NCQA’s development, testing and expansion of PCO measures. To date, the PCO 
measures have been successfully tested in multiple care delivery settings in over 30 practices and across 17 
states, with more than 700 clinicians (e.g., physicians, nurses, social workers, peer navigators and care 
managers) and over 30,000 individuals. NCQA is leading this work in collaboration with Patient Partners and 
a diverse, multi-stakeholder PCO Measures Advisory Panel. Target audience groups represented on the 
panel include consumers, policymakers, providers and payers. To accelerate adoption, NCQA developed a 
resource page, implementation resources and outreach materials tailored for providers, state leaders and 
industry stakeholders. For additional information on dissemination activities since 2024, please see Appen-
dix A-1. 

Person-Centered 
Outcomes Pilot in 
Complex Care 
Sites  

In 2016-2017 NCQA conducted a prospective cohort study of feasibility in seven 
sites (33 clinicians) using goal attainment scaling and PROMs with 229 individuals. 
We found both approaches were feasible to implement, and a goal-based outcome 
could be calculated for 189 (82%) of participants (Giovanetti et al, 2021). Most indi-
viduals met their goal-based outcome (73%) with no statistical difference between 
the goal attainment scaling approach (74%) and the PROMs approach (70%). 
Goals were heterogeneous, ranging from participating in activities, health manage-
ment, independence and physical health. Clinicians chose to use goal attainment 
scaling (N=184, 80%) more often than prioritized PROMs (N=49, 20%) and rated 
the goal attainment scaling approach as useful for providing patient care (Clair et 
al., 2022). Qualitative findings on the use of goal attainment scaling indicated that 
most individuals and clinicians had positive experiences using the approach (Gio-
vannetti et al., 2021). 

Person-Centered 
Outcomes Demon-
stration in Complex 
Care Sites 

Between 2017-2020, NCQA tested both approaches (goal attainment scaling and 
PROMs) in a sample of 384 individuals enrolled in 4 geographically diverse organi-
zations (mix of health plans, integrated care network, geriatric primary care) with 33 
clinicians (mix of MD, RN, SW and care coordinators). Data sources for the inter-
vention group included clinical encounters, telephone surveys, service utilization 
and qualitative interview data.   

Of the 384 individuals who set a goal, 238 had a follow-up completed, with 157 in-
dividuals achieving their goal. Clinicians had a choice to use either goal attainment 
scaling or a PROM. Qualitative analysis found that individuals and caregivers had a 
positive experience with the person-centered outcomes approach. Individuals and 
caregivers appreciated being asked what matters most; for some, it was the first 
time a health care professional had asked what was important to them. Patients 
mentioned that the approach offered accountability for their progress; for some, this 
accountability was motivating, but for a few, it was demotivating. Clinicians and ad-
ministrators had more mixed reactions to the approach. Many clinicians felt the ap-
proach improved the quality of the care discussions with their patients and offered 
accountability for an individual’s progress; however, clinicians and administrators 
pointed to the need for documentation of goals to be seamless and integrated into 
the current workflow and their organization’s existing goal setting require-
ments. Claims-based analysis of hospitalization and emergency department use 
showed a significant decrease (multi-level model, interaction effect = 0.45, 
p<0.001) in hospital admissions for the intervention arm pre/post (38% vs. 23%) 
compared to the comparison group (33% vs. 34%), with a non-significant decrease 
in emergency department visits pre/post (Intervention: 43% vs. 39%; Comparison: 
56% vs. 58%) (Blaum et al, 2024).    
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Person-Centered 
Outcomes Demon-
stration in Serious 
Illness Sites 

Serious illness care programs are often characterized by patient-clinician discus-
sion and documentation regarding advance care planning and end-of-life prefer-
ences and wishes (Bernacki et al., 2015). In 2019-2020, NCQA tested the PCO 
measures in this population using goal attainment scaling for 679 individuals across 
4 geographically diverse serious illness care programs with 37 clinicians (mix of 
MD, NP, RN, SW and DO). Data sources for the intervention group included clinical 
encounter data, mixed methods survey data and qualitative interview data. The ma-
jority of individuals (77%) had a follow-up, with 62% of those with a follow-up 
achieving their goal. Findings from this work were presented at the 2025 American 
Geriatrics Society Annual Meeting, highlighting disparities in performance metrics 
between dementia and non-dementia patients and the positive impact of caregiver 
involvement on goal achievement (Zhou et al., 2025).  

Implementing and 
Disseminating Per-
son-Centered Out-
come Measures 

Incorporation into NCQA Products. NCQA incorporated the PCO approach into 
four NCQA products: PCMH Recognition, Patient-Centered Specialty Practice 
(PCSP) Recognition, Accreditation of Case-Management for LTSS (CM-LTSS), and 
LTSS Distinction for Health Plans. 

Testing in Learning Collaboratives. Between 2021-2024, NCQA implemented 
and tested the PCO measures in Age-Friendly Health Systems, primary care, LTSS 
and behavioral health care settings in 17 sites across 6 states. Over 180 clinicians, 
including registered nurses, social workers and mental health therapists, completed 
training and technical assistance webinars on the PCO approach and set goals with 
over 8,000 individuals over the testing period. Measure performance varied based 
on care setting, as shown in Figure 3. The behavioral health sites performed signif-
icantly higher on goal identification (measure 1) compared to the primary 
care/LTSS sites; however, performance significantly decreased for goal follow-up 
(measure 2) and goal achievement (measure 3). Some reasons shared by behav-
ioral health clinicians for the decline were loss to follow-up, staff turnover and diffi-
culty with onboarding new clinicians to the process for documenting goals in report-
able fields. Overall, clinicians in both settings noted the PCO approach was useful 
for helping monitor patient progress, eased broaching difficult conversations and 
provided a good way to engage their patients.  

Figure 3. 2021-2024 PCO Learning Collaborative Measure Performance 

Primary Care/LTSS 

(N=5 sites) 
Behavioral Health 

 (N=8 sites) 

Measure 1 Measure 2 Measure 3 Measure 1 Measure 2 Measure 3 

Mean 51.8% 31.0% 13.9% 76.1% 13.2% 4.2% 
Min 18.1% 11.8% 4.6% 6.9% 0.0% 0.0% 

Median 40.1% 20.0% 9.7% 99.9% 9.7% 1.9% 

Max 86.7% 60.6% 35.7% 100.0% 47.9% 12.1% 

Inclusion of PCO Measures in CMS Measures Under Consideration List. In 
2024, NCQA submitted the PCO measures to CMS’ Measures Under Considera-
tion (MUC) list and participated in the 2024 Pre-Rulemaking Measure Review 
(PRMR) cycle. At CMS’ recommendation, NCQA submitted one measure with three 
indicators for MUC consideration for use in the Merit-based Incentive Payment Sys-
tem (MIPS) program. The PRMR final recommendation for the submitted measure 
was Recommend with conditions. The conditions outlined were for the measures to 
get consensus-based endorsement, stratify performance by program (NCQA rec-
ommendation) and further assess for reporting burden. 
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Implementation of 
the PCO Measures in 
a State 

The Connecticut Home and Community-Based Services Person-Centered Outcome 
Measures contract (January 2023–September 2025) aimed to use the PCO measures for 
value-based payment for home and community-based services (HCBS) in the state of 
Connecticut. In collaboration with the Connecticut Department of Social Services and the 
University of Connecticut Health Center on Aging, NCQA trained staff from four Access 
Agencies to implement, monitor and report on the three PCO measures. The project’s 
primary goal was to drive better team-based care, coordination and follow-up for individu-
als receiving HCBS, with the measures being integrated into case management records 
within the Connecticut Health Information Exchange for benchmarking and value-based 
payment purposes. (Campbell et al., 2025; Robison et al, 2025).  In testing, nearly 300 
clinicians worked with approximately 19,500 clients enrolled in Medicaid waiver programs 
to implement and report the PCO measures. Measure performance across the four Ac-
cess Agencies is shown in Figure 4. Based on more detailed data (not shown) and a 
payment model developed by Connecticut, the PCO measures will be used as part of 
value-based payment for home and community-based care providers beginning in No-
vember 2025. 

Figure 4. CT HCBS PCO Implementation Measure Performance  
Measure 1 

Goal Identification  

Measure 2 

Goal Follow-Up 

Measure 3 

Goal Achievement 

Mean 99.9% 51.5% 35.2%

Min 99.8% 27.8% 20.7% 

Median 100% 44.1% 34.4%

Max 100% 89.2% 56.7% 

Person-Centered 
Outcomes Current 
and Ongoing Work  

NCQA is actively advancing the implementation and testing of the PCO measures 
across multiple initiatives. 

Testing in Special Needs Plans (SNPs). NCQA is advancing the PCO measures 
for broader adoption beyond the delivery system and completed testing the 
measures in Special Needs Medicare Advantage health plans (April 2024 – March 
2026), aiming to enhance quality improvement and support value-based payment. 
This work is supported through funding from The John A. Hartford Foundation and 
The SCAN Foundation. Testing within SNPs concluded in September 2025 and data 
from testing will be used to support potential inclusion of these measures in HEDIS 
MY 2027. NCQA will also be conducting additional qualitative interviews with SNPs 
in early 2026. 

Individuals with Intellectual and Developmental Disabilities (IDD).  NCQA is con-
ducting an environmental scan (June 2024 – December 2025) to identify and review 
measures relevant to individuals with intellectual and developmental disabilities. 
PCO measures will be voted on by individuals with lived experience for inclusion in 
an IDD health outcomes framework.  

Transition for Youth with Autism and/or Epilepsy (YAES). NCQA, under the 
Health Resources and Services Administration (HRSA) YAES initiative, is evaluating 
the applicability of PCO measures for youth with autism and/or epilepsy transitioning 
to adult systems (September 2024 – August 2029). 

Testing in Certified Community Behavioral Health Clinics (CCBHC). Using fund-
ing from the National Institute of Mental Health (NIMH), NCQA is currently testing the 
PCO measures in five CCBHC sites to assess reliability and effectiveness for individ-
uals with a serious mental illness (September 2024 – June 2028). The project builds 
off past work assessing the feasibility of the PCO measures within these five 
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CCBHCs to assess the usability, validity and alignment with recovery orientation 
through both measure performance and qualitative research.   

Digital Considerations 

As part of NCQA’s strategic transition to a fully digital quality measurement portfolio, we conducted a feasi-
bility assessment to inform eventual digital measure implementation. The assessment evaluates the meas-
ure’s intent and associated clinical concepts within a digital framework.   

The PCO measures display medium digital feasibility. Goal assessment tools (GAS, PROM), goal domains 
and care plans have high to medium feasibility related to data standards and terminology, with some stand-
ards work still in progress to enhance feasibility. Data availability and structure challenges likely exist related 
to goal assessments, domain and care plans being captured in structured fields and available to health 
plans. Elements display high to medium feasibility for clinical workflow and accuracy, with some current limi-
tations likely existing for rolling goals up to goal domains. NCQA continues to partner with HL7® and stand-
ards bodies to improve data availability and exchange of these important data points. Refer to Appendix B 
for more detail. 
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Appendix A: PCO Measures Dissemination Activities (2024 – Present) 

Activity Details 

FHIR Connectathon and 
Work Group Meetings 
(January 2026) 

Meeting: HL7 FHIR Connectathon 

Audience: EHR Vendors, Providers, Health Plans, Interoperability Experts, Digital Programmers 

Date: January 13 – 15  
Title: PACIO PROMIS Session 
Speakers: Daniela Lawton  
Description: Provide feedback on how PACIO PROMs workflow aligns with the PCO IG and approach. 

Presentation – Con-
necticut State Webi-
nar (December 2025) 

Meeting: Connecticut State Webinar 

Audience: Area Agencies on Aging, State Medicaid, Clinicians 

Date: Monday, December 8 from 12:45 – 2pm ET 
Title: State Spotlight: Connecticut’s Strategy for Leveraging Its HIE and NCQA’s Person-Centered Out-
comes Measures in Value-Based Care 
Speakers: Daniela Lawton, Julie Robinson, Erin Kane 
Description: This session will focus on the implementation of Person-Centered Outcome (PCO) measures 
within Connecticut’s Access Agencies (AAs) for value-based payment purposes, including adapting the 
measures for use in Connecticut’s HIE to support sharing of an individual’s goals, provider services and 
support care coordination. 

Presentation –Civitas 
Webinar  
(November 2025)  

Meeting: Civitas Network Webinar 

Audience: Leaders in health care data and community health ecosystems 

Date: Wednesday, November 12 from 3 – 4pm ET  
Title: A Pragmatic Glidepath for Digitizing Goal-Directed Care and Person-Centered Outcomes  
Speakers: Daniela Lawton, Evelyn Gallego, Dave Carlson  
Description: This session offers a focused look at how FHIR®-based technologies are already transform-
ing care planning and coordination. Using real-world implementation examples, the webinar will explore 
how HL7® FHIR® Implementation Guides—including the MCC eCare Plan IG, eLTSS IG, and Person-
Centered Outcomes (PCO) IG—can help digitize person-centered care and align with regulatory, quality, 
and strategic goals.  

Presentation –SNP Alli-
ance Fall Forum 
(October 2025)  

Meeting: SNP Alliance Fall Forum 

Audience: State Medicaid, Clinicians, Health Plans, Consumer Advocates 

Date: Monday, October 27 from 3:00 - 4:50pm ET  
Title: Measuring Quality and Managing Care within SNPs: Part 1 – Quality Measurement and Part 2 – 
Care Management  
Speakers: Anne Boffa, Alan Hoffman, Sherri Simko, Lisa Benrud, Deborah Paone  
Description: This session provides attendees with a high-level understanding of SNP performance meas-
urement and shared options for addressing challenges and seeking opportunities in this measurement en-
vironment for special needs plans.  

Presentation –Health 
Innovation Summit  
(October 2025)  

Meeting: Health Innovation Summit 

Audience: State Medicaid, Clinicians, Health Plans, Consumer Advocates 

Date: Wednesday, October 15 from 10:30 – 11:15am PT  
Title: What Matters Most to You? Incorporating Patient Goals into Quality Measurement  
Speakers: Caroline Blaum, Meghan Crane, Esther Elefant, Steven Phillips  
Description: This session will focus on the implementation of Person-Centered Outcome (PCO) measures 
within Medicare Advantage Special Needs Plans (SNPs) via a learning collaborative as part of their transi-
tion into HEDIS. Attendees will gain insight into feasibility testing, structured data reporting and best prac-
tices essential for integrating PCO measures into SNP workflows.   

Presentation – Health 
and Aging Policy Fel-
lows (September 2025) 

Meeting: Health and Aging Policy Fellows Meeting 

Audience: Professionals in health and aging, clinicians, health care administrators, lawyers 

Date: Wednesday, September 17 from 2:40-3:40pm ET 
Title: Health Care Quality for Older People  
Speakers: Daniela Lawton  
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Activity Details 

Description: This session will provide an overview of NCQA’s work towards advancing health care quality 
for older people, highlighting the PCO measures and testing efforts.  

Panel Presentation – 
Advancing States 
(August 2025) 

Meeting: 2025 HCBS Conference 

Audience: State Medicaid, Clinicians, Health Policy, Consumer Advocates 

Date: Wednesday, August 26 from 3:30 – 4:15pm ET 
Title: Jerry is My Client Too: Improving HCBS Provider Teaming and Quality of Life Through Value-Based 
Payments and Health Information Exchange 
Speakers: Julie Robison, Martha Porter, Daniela Lawton, Erin Kane, Heidi Wilson, Michael Peccerilli 
Description: This session will describe Connecticut’s three value-based payment (VBP) performance 
measures and implementation using CT’s health information exchange (CONNIE). Care management 
agencies use NCQA’s person-centered outcome (PCO) measures to develop, track, and measure achieve-
ment of a participant’s person-centered goals over time. Presenters from NCQA, CT Community Care, 
CONNIE, UConn and CT DSS will provide their perspectives on the development and implementation of 
the HCBS provider VBP program. Participants will learn about a novel, comprehensive approach to support 
VBP achievement among diverse HCBS providers.  

Panel Presentation – 
USAging  
(July 2025) 

Meeting: USAging Answers on Aging Annual Conference and Tradeshow 

Audience: Area Agencies on Aging, State Medicaid, Implementers 

Date: Sunday, July 20 from 2:30 – 3:30pm CT 
Title: What is Important to You? Integrating Goal Conversations into Value-Based Care 
Speakers: Lauren Campbell, Bonnie Sutherland, Andy Mincey 
Description: Since 2023, NCQA, Connecticut Department of Social Services, and the UConn Center of 
Aging have been collaborating to implement the person-centered outcomes (PCO) measures in Connecti-
cut’s Access Agencies (AAs) for value-based payment purposes. We will discuss our experiences imple-
menting the PCO approach including clinician training, technical assistance and adapting the measures for 
use in Connecticut’s HIE to support sharing of an individual’s goals, provider services and support care co-
ordination. Session attendees will learn how to successfully implement the PCO approach, measures, 
strategies and learnings on building person-centered care into clinical workflows for value-based care from 
a participating AA. 

Poster Presentation – 
AcademyHealth  
(June 2025) 

Meeting: AcademyHealth 2025 Annual Research Meeting 

Audience: Clinicians, Health Systems, Health Plans, Health Policy, Consumer Advocates 

Date: Monday, June 9 from 5 – 6:15pm ET 
Title: Distinct Pathways: Comparative Analysis of PCO Implementation Outcomes in Certified Community 
Behavioral Health Clinics and Long-Term Services and Supports/Primary Care Settings 
Speakers: Daniela Lawton 
Description: This presentation will share study results focused on differences in goal identification, follow-
up, and goal achievement to uncover contextual factors driving variations, while evaluating and comparing 
the implementation of Person-Centered Outcomes (PCOs) in Certified Community Behavioral Health Clin-
ics (CCBHCs) and Long-Term Services and Supports/Primary Care (LTSS/PC) settings. 

Presidential Poster 
Session – AGS  
(May 2025) 

Meeting: 2025 Annual Scientific Meeting of the American Geriatrics Society 

Audience: Clinicians 

Date: Thursday, May 8 from 5 – 6pm CT 
Title: Driving Care That Matters for Individuals with Dementia 
Speaker: Xiaofei Zhou 
Description: Care that matters focused on personal health-outcome goals is essential for individuals with 
dementia and their care partners. NCQA has developed Person-Centered Outcome (PCO) measures to 
assess and promote the delivery of goal-directed care. This presentation will share results from a study 
that compares performance on PCO measures—specifically goal follow-up and achievement—between 
individuals with dementia and those without.  

HL7 Workgroup 
Meeting  
(May 2025) 

Meeting: HL7 Workgroup Meetings – Madrid 

Audience: Health Policy, Vendors, Clinicians 
Date: Monday, May 12 – Thursday, May 15 
Title: Person-Centered Outcomes Implementation Guide 
Speaker: Daniela Lawton 
Description: Presentation on PCO FHIR IG and PCO measures 
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Activity Details 

Presentation – Subur-
ban Hospital Alliance 
New York State  
(May 2025) 

Meeting: Suburban Hospital Alliance of New York State Presentation 

Audience: Hospital Executives, Policymakers and Advocates, Health Care Administrators, Regulatory and 
Compliance Experts 
Date: Wednesday, May 28 from 9 – 10am ET 
Title: Person-Centered Outcome (PCO) Measures 
Speakers: Daniela Lawton 
Description: This presentation offered an overview of the history of the PCO measures, including develop-
ment and testing. The presentation also highlighted how these measures align with and support the goals 
of Age-Friendly Health Systems and current testing efforts. Implementation resources were shared with 
meeting attendees. 

Presentation – AGS 
(May 2024) 

Meeting: Annual Scientific Meeting of the American Geriatrics Society 
Audience: Clinicians, policymakers, research professionals, advocacy groups 
Date: Saturday, May 11, 2024 from 10 – 11am ET 
Title: Impact of Goal-Directed Care in Patients with Functional Disabilities: A Quality Improvement Out-
come Study 
Speakers: Kah Poh Loh (Moderator), Caroline Blaum, Anil Prasad & Carolyn Chen, Jennifer Gabbard, 
Christina Minami 
Description: Presentation on the latest peer-reviewed geriatrics research with questions and an-
swers. Learning Objectives: (1) discuss new and original geriatrics research; (2) describe an emerging con-
cept or new scientific focus in aging research; and (3) summarize the key findings of projects with rele-
vance to care of older adults. 

Panel Presentation –       
International Center of 
Mental Health Policy 
and Economics 
(March 2025) 

Meeting: Seventeenth Workshop on Costs and Assessment in Psychiatry (March 28-30, 2025) 

Audience: Global leaders in behavioral health care 

Date: March 29, 2025 
Speaker: Caroline Blaum 
Title: Patient Centered Outcome Measures: Driving care that matters to people 
Description: Goal directed care (GDC) is crucial for recovery-oriented mental health services, but there 
are no existing quality measures that directly assess GDC outcomes. Patient-Centered Outcome (PCO) 
measures, a suite of 3 standardized measures under development by the National Committee for Quality 
Assurance (NCQA) that feature two process measures, goal identification and goal follow up, and one out-
come measure, goal achievement, fill this gap by combining individualized treatment goals with formal 
quantitative process and outcome assessments. 

NCQA Blog 
(March 2025) 

Title: NCQA’s Person-Centered Outcome Measures Recommended for MIPS 

Audience: All NCQA connections on Listserv 

Date: March 25, 2025 
Author: Becky Kolinsky. 
Description: This blog discusses how the PCO measures recently went through CMS measures under 
consideration process and have been recommended for inclusion in MIPs for Medicare. 

Panel Presentation – 
Association for Behav-
ioral Health and      
Wellness  
(March 2025) 

Meeting: Association for Behavioral Health and Wellness (ABHW) 

Audience: Health plans, Healthcare organizations, and Hill staffers. 

Date: March 24, 2025 
Speaker: Tom Valentine 
Title: Leveraging Measurement-Informed Strategies to Improve Behavioral Health  
Description: NCQA participated as a panelist on a webinar on measurement-informed care (MIC) in be-
havioral health. The discussion focused primarily on what can be done to promote acceptance of MIC, 
challenges to implementing MIC, and overcoming implementation barriers. NCQA shared recent develop-
ments in PCO including SNP testing and future inclusion in HEDIS and recommendation for PCO to be 
added into MIPs. 

Short Session –  
HIMSS 2025 

Meeting: HIMSS Global Health Conference & Exhibition (March 3-6, 2025) 

Audience: Health care leaders, IT professionals 
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Activity Details 

(March 2025) Date: March 4, 2025 
Speakers: Daniela Lawton and Anne Marie Smith 
Title: Industry Readiness for Incorporating Patient-Reported Data into Quality Measurement 
Description: Speakers shared an overview of the PCO FHIR IG, which standardizes the exchange of per-
son-centered care data among patients, caregivers, healthcare practitioners and digital health platforms. 

Presentation –  
Fountain House: 
Measures that Matter 
Advisory Committee 
Meeting 
(January 2025) 

Meeting: Fountain House Measures that Matter Advisory Committee Meeting 

Audience: National policy and clinical stakeholders, individuals with lived experience (SMI) 

Date: January 15, 2025  
Speaker: Sarah Sweeney 
Description: The Measures that Matter Project, led by Fountain House, aims to reshape approaches to 
measuring recovery for people with SMI and lay the groundwork for adopting measures that reflect their 
recovery needs. The goal is to identify the most important behavioral health measures, as identified by 
people with SMI and other key stakeholders, determine how they can be integrated into payment and reim-
bursement programs, and develop a roadmap for moving forward. 

FHIR Connectathon and 
Work Group Meetings 
(January 2025) 

Meeting: HL7 FHIR Connectathon 38 (January 13-15, 2025) 

Audience: EHR Vendors, Providers, Health Plans, Interoperability Experts, Digital Programmers 

Date: January 13 – 16, January 29 (all day) 
Title: Goal-Directed Care Planning Track  
Speakers: Daniela Lawton (Co-Lead), Dave Carlson (Lead), 
Description: Advancing the use of goal-directed, person-centered care planning and outcome assessment 
for patients with multiple chronic conditions (MCC). Presented on the PCO measures and approach and 
discussed the PCO FHIR IG at multiple Work Group Meetings. 

Presentation – 
Gerontological Society 
of America  
(November 2024) 

Meeting: GSA 2024 Annual Scientific Meeting (November 13-16, 2024) 

Audience: Researchers, clinicians, educators, and other professionals in the aging field 

Date: November 14, 2024 from 8:00-9:30am ET (Room 3A) 
Title: Health Priorities Identification for Individuals Living with Dementia and Their Caregivers 
Speaker: Caroline Blaum  
Description: “What matters” is the foundation for the Age-Friendly Health System Initiative and yet many 
clinicians have a difficult time addressing it with their patients. Patient Priorities Care (PPC) is an evidence-
based approach that identifies health priorities by first eliciting health values of older adults with multiple 
chronic conditions, integrating values into health outcome goals, and describing the one-thing to focus on. 
This symposium will present results from three studies that use PPC across diverse cultural and clinical 
contexts and discuss the role of PPC to achieve better dementia care. 

Panel Presentation – 
BH Tech 2024 
(November 2024) 

Meeting: Behavioral Health Tech 

Audience: Diverse audience of health plan executives, providers/health systems, investors, employ-
ers/benefits consultants, and digital health enthusiasts. 
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Activity Details 

Date: November 6, 2024 
Title: Looking for your insight goldmine? Check the Qual. 
Speakers: Sarah Sweeney, Chris Hemphill, Kay Nikiforova, Katrina Roundfield 
Description: With the increasing focus on outcomes in behavioral health tech, there has been a strong 
turn towards quantitative assessments and measurement-based care. The addition of established 
measures to behavioral health treatment in the healthtech space is important to gauge efficacy of treat-
ments and products. However, the use of these measures and other quantitative data can obscure mean-
ingful underlying trends in treatment that cannot be captured by questionnaires. What do patients and pro-
viders really think and feel? While qualitative data often goes unanalyzed, it can often be the source of 
deep understanding of behavioral health patient and provider motivations, states and concerns. 
In this workshop, the presenters will share an overview of qualitative data and its various forms in behav-
ioral health treatment. From open text entry fields to interviews, the presenters will share on the methods of 
collection of qualitative data and its analysis. They will use real-life examples of qualitative insights that 
have produced rich insights above and beyond quantitative data within the same dataset. They will also 
explore how qualitative insights can be used to power care and business decisions. The presenters will 
lastly review how qualitative data may provide insights on patient communities that may otherwise be 
missed because measurements that are currently popularized may not have the same level of validity for 
culturally diverse patients. 

NCQA Blog 
(November 2024) 

Title: Moving Forward With Person-Centered Outcome Measures 

Audience: All NCQA connections on Listserv 

Date: November 6, 2025 
Author: Becky Kolinski 
Description: This blog reviews the evolution of the PCO measures and where they are currently being im-
plemented. Also highlighted the new SNP learning collaborative and focus on incorporating into HEDIS and 
other payment mechanisms. 

Presentation – 
University of Texas-
Houston Huffington 
Lecture Series  
(November 2024) 

Meeting: Geriatric and Palliative Care Grand Rounds 

Audience: Geriatric, Oncology and Palliative Care Providers 

Date: November 9, 2024 from 9 – 10am ET 
Title: Geriatric and Palliative Grand Rounds 
Speakers: Caroline Blaum, Daniela Lawton 
Description: Provide a high-level overview of the person-centered outcome measures and specifically the 
structured processes (PROMs and goal attainment scaling) to track and monitor goals over time. 

Presentation – Health 
Innovation Summit 
(November 2024) 

Meeting: Health Innovation Summit (October 31-November 2, 2024) 

Audience: Health plans, health systems, government, technology vendors and consultancies 

Date: November 2, 2024 from 10 – 10:45AM ET 
Title: Persons and Payers: How Incorporating What Matters Most Can Support Value-Based Care 
Speakers: Caroline Blaum (Moderator), Desiree Bradley, Michael Mason, Sarah Scholle  
Description: During this session, presenters will share how health plans are implementing person-cen-
tered care, the benefits of incorporating the PCO approach into clinical care for both the patient and clini-
cian, and opportunities to promote person-centered care through quality measurement and payment mech-
anisms. 

Presentation – Society 
for Medical Decision 
Making (October 2024) 

Meeting: Society for Medical Decision Making 46th Annual Meeting (October 27-30, 2024) 

Audience: Experts from numerous fields, including economics, psychology, sociology, education, commu-
nication, mathematics, organizational theory, clinical epidemiology, public health, and clinical medicine 
Date: October 28, 2024 from 4:10 – 5:35PM ET 
Title: Implementation of the Person-Centered Outcome Measures in Certified Community Behavioral 
Health Clinics 
Speaker: Sarah Sweeney 
Description: SMDM24 will offer attendees opportunities to explore diverse topics in medical decision mak-
ing. The meeting will provide interactive forums for the presentation of novel research and plenty of time to 
network with colleagues from around the world. 

Presentation – AHRQ 
Meeting 

Meeting: AHRQ Person-Centered Care Planning for Persons with Multiple Chronic Conditions Partner 
Roundtable Meeting 
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Activity Details 

(October 2024) Meeting Focus: The purpose of the Partner Roundtable is to discuss innovative models of PCCP that may 
hold promise for further development, testing, dissemination, and implementation, and identify key organi-
zational, policy, payment, technology, cost, and resource requirements for implementing equitable PCCP 
across diverse health systems and populations, practices, and settings. 
Date: October 17, 2024 
Title: Implementing and Disseminating the Person-Centered Outcome Measures 
Speaker: Caroline Blaum 
Description: Provided a high-level overview of the PCO measures and existing testing efforts. 

Article – 
Health Affairs 
(September 2024) 

Title: A Core Measure Set For Age-Friendly Health Care Delivery 

Audience: Government and health industry leaders; health care advocates; scholars of health, health care 
and health policy; and others concerned with health and health care issues in the United States and world-
wide. 
Date: Friday, September 13, 2024 
Authors: Caroline Blaum, Helaine Resnick, Daniela Lawton, Angelia Bowman 
Description: This article discusses a set of measures based on the 4M’s AFHS framework that NCQA be-
lieves can drive quality of care for older adults with complex health needs.  

FHIR Connectathon 
(September 2024) 

Meeting: HL7 FHIR Connectathon 37 (September 21-27, 2024) 

Audience: EHR Vendors, Providers, Health Plans, Interoperability Experts, Digital Programmers 

Date: September 21 – 22, 2024 (all day)  
Title: Goal-Directed Care Planning Track  
Speakers: Daniela Lawton (Co-Lead), Dave Carlson (Lead), Anne Marie Smith, Karen Bertodatti 
Description: Advancing the use of goal-directed, person-centered care planning and outcome assessment 
for patients with multiple chronic conditions (MCC). Goal-directed care in healthcare centers on setting and 
achieving specific, personalized goals that prioritize an individual's well-being and "What Matters Most" to 
each person. 

Presentation – PTAC  
(June 2024) 

Meeting: Physician-Focused Payment Model Technical Advisory Committee (June 10-11, 2024) 

PTAC Description: Independent federal advisory committee that makes recommendations to the Secre-
tary of HHS on stakeholder-submitted physician-focused payment models and related topics. 
Date: Monday, June 10, 2024 from 2:40 – 4:10pm ET 
Title: Listening Session 1 - Best Practices for Measuring Quality and Outcomes Related to Caring for Pa-
tients with Complex Chronic Conditions or Serious Illnesses in PB-TCOC Models 
Speakers: Brynn Bowman, Paul Mulhausen, Caroline Blaum, David Kendrick 
Description: Best practices for measuring quality and outcomes related to caring for patients with complex 
chronic conditions or serious illnesses in population-based total cost of care (PB-TCOC) models with a fo-
cus on their area of expertise 

Presentation – ISPOR 
2024 
(May 2024) 

Meeting: ISPOR 2024 (May 5-8, 2024) 

Audience: Global health leaders, clinicians, policymakers, research professionals 
Date: Monday, May 6, 2024 from 8:30-9:45AM ET 
Title: Advancing Whole Health: How do We Know When We’re Succeeding? 
Speakers: Charlene Wong (Moderator), Seth Berkowitz, Eric Schneider, Denise Webb 
Description Whole person health requires a holistic approach that considers multiple factors that promote 
health or disease. In this session, panelists made the case for why HEOR needs to help drive innovation in 
whole person health by evaluating the effectiveness and value of interventions designed to support whole 
health 

NCQA Blog 
(April 2024) 

Blog Title: The YOU FIRST Approach to Quality Measurement 

Audience: All NCQA connections on Listserv 

Date: Thursday, April 18, 2024 
Author: Andy Reynolds 
Description: Authored by Andy Reynolds. This blog covered an overview of the PCO measures. It ex-
plains the value of the PCO measures as well as how the measures can be used in health plans. 
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Appendix B: Digital Feasibility 

As part of NCQA’s strategic transition to a fully digital quality measurement portfolio, we conduct a feasibility 
assessment to evaluate the measure’s intent and associated clinical concepts within a digital framework. 
The primary objectives were to determine whether the clinical concepts could be represented using stand-
ardized data models and nationally recognized terminologies, and to assess the availability of discrete, 
structured data necessary to support accurate and reliable digital measurement. 

Data and Terminology Standards 
NCQA’s digital quality measures are built on the Fast Healthcare Interoperability Resources (FHIR®) stand-
ard, developed by HL7®, to support interoperable exchange of electronic health data. In the U.S., FHIR US 
Core profiles provide detailed implementation guidance aligned with the United States Core Data for Interop-
erability (USCDI), a federal standard maintained by the Assistant Secretary for Technology Policy (ASTP) 
(formerly the Office of the National Coordinator for Health Information Technology [ONC]). USCDI defines 
essential data classes and elements, while FHIR US Core specifies how to represent and exchange them. 
Additionally, NCQA uses nationally recognized clinical terminologies (e.g., ICD-10, CPT, LOINC) to define 
value sets, ensuring standardized interpretation and representation of clinical data in quality measures. 

Digital Feasibility Assessment 
The digital feasibility assessment is conducted at two stages during the measure development process, pre-
testing phase and post-testing phase, summarized below. This assessment examines each measure con-
cept across three high-level categories: 

• Data Standards & Terminology. Evaluates the alignment with national standards (FHIR, USCDI)
and recognized terminology standards (i.e., LOINC, ICD).

• Clinical Workflow & Data Accuracy. Evaluates whether the concept aligns with standard clinical
practice and the likelihood that the data will be accurate, complete and reliable.

• Data Availability & Structure. Assesses if the data is likely to be present, in structured fields, and
accessible to health plans.

The digital feasibility assessment (shown in Figure A) rates each concept from high to low. High = Feasible 
with no concerns, Medium = Feasible with some concerns (with a potential mitigation strategy); Low = Low 
feasibility with concerns (with little to no mitigation strategy for the current development cycle). 

Post-Testing Feasibility Findings. 

Summary: The PCO measures display medium digital feasibility. Goal assessment tools (GAS, 
PROM), goal domains and care plans have high to medium feasibility related to data standards and 
terminology, with some standards work still in progress to enhance feasibility. Data availability and 
structure challenges likely exist related to goal assessments, domain and care plans being captured 
in structured fields and available to health plans. Elements display high to medium feasibility for clini-
cal workflow and accuracy, with some current limitations likely existing for rolling goals up to goal 
domains. NCQA continues to partner with HL7® and standards bodies to improve data availability 
and exchange of these important data points.   

Data Standards & Terminology. Pre-testing data standard feasibility rating remain consistent, with all con-
cepts able to be modeled in the FHIR data standard and some gaps in interoperability requirements for goal 
domains. Regarding terminology standards, care plan (LOINC, SNOMED), GAS (LOINC), and PROM 
(LOINC) are represented by standard terminology, however there is likely still limited use of the terminology 
codes across elements. The goal domains used by the measures do not currently have terminology stand-
ards available, however NCQA has submitted for standard codes (LOINC) and continues to expects the 
codes to be available prior to the measures being included in HEDIS.   

Data Availability & Structure. Testing confirmed medium feasibility for elements across data availability 
and accessibility, with the goal domain element remaining low feasibility due to the gaps in coding at current 
state. Challenges exist as GAS and PROM results and goal documentation are not always documented in 
structured fields.  Additionally, there may be challenges with the care plans being available in a structured 
way, however care plans are included in Models of Care requirements for SNPs.  
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Clinical Workflow & Data Accuracy. High feasibility was confirmed for goal assessments, results, domain, 
and care plans related to workflows and accuracy.  There may be some workflow challenges related to 
tracking goal progress over time in a timely manner, and rolling up goals to goal domains given current data 
standard and terminology limitations. 

As noted in the pre-testing assessment, NCQA continues to recommend additions to USCDI and future iter-
ations of US Core to further specify care plans, which will support better availability and exchange of these 
data. Additionally, given the priority of person-centered data and care, NCQA partnered with HL7 and Veter-
ans Affairs to develop a PCO Implementation Guide that provides further specificity and guidance on how to 
collect and exchange person-centered outcomes data. This implementation guide supports the PCO 
measures as well as goal-directed care in general. 

Figure A-1: Post-Testing Digital Concept Feasibility Assessment 

Score key: H = high,  M = medium, L = low 

Data Standards & Terminology 
Clinical Workflow & Data 

Accuracy Data Availability & Structure 

Clinical Concept Data  
Standards 

Terminology 
Standards 

Workflow Data  
Accuracy 

Data  
Availability 

Data  
Accessibility 

Assessments: GAS, PROM H M H H M M
Assessment results: GAS, PROM 
scores H M H H M M
Person-centered goal: goal do-
main M M M M L L
Care plan H M H H M M

Pre-Testing Feasibility Findings. 

Summary: Goal assessment tools (GAS, PROM), goal domains and care plans have high to me-
dium feasibility related to data standards and terminology, with some standards work still in progress 
to improve feasibility. Data availability and structure challenges likely exist related to goal assess-
ments, domain and care plans being captured in structured fields and available to health plans. Clini-
cal workflow and accuracy challenges also may exist related to utilizing goal domains and tracking 
goal progress over time. NCQA continues to partner with HL7® and standards bodies to improve 
data availability and exchange of these important data points.   

Data Standards & Terminology. All the concepts (GAS and PROM assessments, goal domains and care 
plans) used in the measures can be modeled in the FHIR data standard. While USCDI includes a “patient 
goals” element, it does not require specific tools such as GAS or PROM be used to assess goals and does 
not require goals be categorized into goal domains. Goal domain is also not required to be included in the 
related FHIR profile, though it can be modeled. Regarding terminology standards, care plan (LOINC, 
SNOMED), GAS (LOINC), and PROM (LOINC) are represented by standard terminology, however there 
may be limited use of the available terminology codes especially for care plans. The goal domains used by 
the measures do not all currently have terminology standards available, however NCQA is in the process of 
submitting for standard codes (LOINC) and expects the codes to be available prior to the measures being 
included in HEDIS.   

Data Availability & Structure. Data availability challenges may exist as GAS and PROM tools may not be 
utilized consistently with results documented in structured fields; Unstructured goal documentation and goals 
not rolled up to structured goal domains are still common. Additionally, there may be challenges with the 
care plans being available in a structured way, however care plans are included in Models of Care require-
ments for SNPs. Because all critical goal elements for these measures are captured in clinical systems, 
there may also be challenges related to health plan accessibility of the data.  

Clinical Workflow & Data Accuracy. Workflow challenges may exist as not all clinical workflows utilize 
GAS and PROM tools and it is not always standard workflow to roll goals up to goal domains. Additionally, 
there may be some workflow and accuracy challenges related to tracking goal progress over time, specifi-
cally related to accessing both a clinician and patient GAS score. 
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While some challenges currently exist, NCQA continues to recommend additions to USCDI and future itera-
tions of US Core to further specify care plans, which will support better availability and exchange of these 
data. Additionally, given the priority of person-centered data and care, NCQA partnered with HL7 and Veter-
ans Affairs to develop a PCO Implementation Guide that provides further specificity and guidance on how to 
collect and exchange person-centered outcomes data. This implementation guide supports the PCO 
measures as well as goal-directed care in general. 

Figure A-2: Pre-Testing Digital Concept Feasibility Assessment 

Score key: H = high,  M = medium, L = low 

Data Standards & Terminology 
Clinical Workflow & Data 

Accuracy Data Availability & Structure 
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Proposed New Measure for HEDIS®1 MY 2027:
Prenatal Syphilis Screening and Follow-Up (PSF-E) 

NCQA seeks comments on the proposed new measure concept: Prenatal Syphilis Screening and Follow-Up 
(PSF-E) measure.  

The United States Preventive Services Task Force (USPSTF) recommends screening for syphilis in 
pregnant individuals to prevent congenital syphilis in early pregnancy or at the first presentation to care. The 
PSF-E measure assesses the percentage of deliveries screened for syphilis during pregnancy, and if 
screened positive, that received appropriate follow-up after the positive test. Two rates are reported: 

• Prenatal Syphilis Screening. The percentage of deliveries that had a syphilis screening with a
documented result during the first trimester, or within 14 days of the first pregnancy diagnosis or
prenatal visit, or within 30 days of enrollment in the organization.

• Follow-Up on Positive Screen. The percentage of deliveries with a positive syphilis screen which
received appropriate follow-up care.

Testing and Panel Feedback 

NCQA conducted field testing with one health plan (Medicaid and commercial) and one database 
(commercial) to evaluate the feasibility and performance of the new measure concepts and to gather 
information to inform implementation at the health plan level. Due to data testing challenges and limitations, 
NCQA was unable to complete performance rate analyses for the PSF-E measure. Public comment 
feedback and results from additional testing, to be completed in April 2026, will be shared with measurement 
advisory panels and the Committee on Performance Measurement in Spring 2026.  

Advisory panels were supportive of the measure as specified but encouraged NCQA to consider aligning the 
measure with the American College of Obstetricians and Gynecologists (ACOG) recommendation to include 
universal rescreening during the third trimester and at delivery.  

Public Comment Request    

NCQA seeks general feedback on the measure and specific feedback on the following: 

1. Should this measure include universal rescreening during third trimester and delivery in accordance
with ACOG recommendation?

2. Does your organization have access to syphilis screening results that could be mapped onto
SNOMED CT codes?

3. Do you have any concerns about the alignment of this measure with state congenital syphilis
screening mandates?

Supporting documents include the draft measure specification and evidence workup. 

NCQA acknowledges the contributions of the Congenital Syphilis Prevention and Technical Measurement Advisory 
Panels, and the Coding Panel. 

1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
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Prenatal Syphilis Screening and Follow-Up (PSF-E) 

Measure title Prenatal Syphilis Screening and Follow-Up Measure ID PSF-E 

Description The percentage of deliveries screened for syphilis during pregnancy, and if 
screened positive, received appropriate follow-up after the positive test. Two 
rates are reported: 

• Prenatal Syphilis Screening. The percentage of deliveries that had
a syphilis screening with a documented result during the first
trimester or within 14 days of the first pregnancy diagnosis or
prenatal visit or within 30 days of enrollment in the organization.

• Follow-Up on Positive Screen. The percentage of deliveries with a
positive syphilis screen which received appropriate follow-up care.

Measurement 
period 

January 1–December 31. 

Copyright and 
disclaimer notice 

*Developed with financial support from the Centers for Disease Control and
Prevention and the National Association of County and City Health Officials.

Refer to the complete copyright and disclaimer information at the front of this 
publication.  

NCQA website: www.ncqa.org. 

Submit policy clarification support questions via My NCQA 
(https://my.ncqa.org).  

Clinical 
recommendation 
statement/rationale 

The American College of Obstetricians and Gynecologists (ACOG) 
recommends all pregnant persons should be screened serologically for syphilis 
at the first prenatal care visit, during the third trimester, and at delivery. 

The U.S. Preventive Services Task Force (USPSTF) recommends screening 
early or at the first available opportunity for syphilis infection in all pregnant 
persons (grade A recommendation).  

The Centers for Disease Control and Preventive Services (CDC) recommends 
screening all pregnant persons serologically at the first prenatal care visit and 
rescreening during the third trimester and at delivery for individuals at risk.  

Citations American College of Obstetricians and Gynecologists. 2024. “Screening for 
Syphilis in Pregnancy: Practice Advisory.” Screening for Syphilis in Pregnancy. 
April 2024. https://www.acog.org/clinical/clinical-guidance/practice-
advisory/articles/2024/04/screening-for-syphilis-in-pregnancy  

Silverstein, M., Wong, J. B., Davis, E. M., Chelmow, D., Coker, T. R., 
Fernandez, A., ... & US Preventive Services Task Force. (2025). Screening for 
Syphilis Infection During Pregnancy: US Preventive Services Task Force 
Reaffirmation Recommendation Statement. JAMA. 
https://jamanetwork.com/journals/jama/fullarticle/2833883  

Centers for Disease Control and Prevention, Division of STI Prevention. 2021. 
“Syphilis During Pregnancy.” Sexually Transmitted Infections Treatment 
Guidelines, 2021. July 22, 2021. https://www.cdc.gov/std/treatment-
guidelines/syphilis-pregnancy.htm 
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Characteristics 

Scoring Proportion 

Type Process 

Product Lines • Commercial.
• Medicaid.

Stratifications Race (Refer to the General Guideline: Race and Ethnicity Stratification).
• American Indian or Alaska Native.
• Asian.
• Black or African American.
• Middle Eastern or North African
• Native Hawaiian or Pacific Islander.
• White.
• Some Other Race.
• Two or More Races.
• Asked But No Answer.
• Unknown.

Ethnicity (Refer to the General Guideline: Race and Ethnicity Stratification). 
• Hispanic or Latino.
• Not Hispanic or Latino.
• Asked But No Answer.
• Unknown.

Risk Adjustment None 

Improvement 
Notation 

Increased score indicates improvement. 

Guidance Data Collection Methodology: ECDS. Refer to the General Guideline: Data 
Collection Methods for additional information. 

Date Specificity: Dates must be specific enough to determine the event 
occurred in the period being measured. 

Which Services Count? When using claims, include all paid, suspended, 
pending and denied claims. 

 Other Guidance: 
• For each person, the organization must identify gestational age at delivery to

define the start and end of the first trimester. The last menstrual period may
not be used to determine the first trimester.

• The measure is based on deliveries; therefore, it is possible for the
denominator to include multiple deliveries for the same person.
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Definitions 

First enrollment First enrollment refers to a new enrollment in a plan on or after the pregnancy 
start date. Persons who were enrolled prior to pregnancy do not meet this 
criteria. 

First trimester The first trimester is calculated as the pregnancy start date through 13 weeks 
from pregnancy start date. 

Pregnancy start Pregnancy start date is calculated by subtracting the gestational age (in weeks) 
at the time of delivery from the delivery date. Use the last gestational age 
assessment or diagnosis within 1 day of the delivery date. 

Negative 
confirmatory test 

A negative confirmatory test is based on what type of test was used for the 
index (first) screening. If the index screening is a nontreponemal test, the 
negative confirmatory test must be a treponemal test, completed within 5 days. 
If the index screening is a treponemal test, the negative confirmatory test must 
be a nontreponemal test, completed within 5 days. 

Syphilis screening A nontreponemal or treponemal syphilis test completed during the pregnancy 
period up to 3 days after delivery. Date of syphilis screening should be used. 

Initial population Measure item count: Episode. 

Attribution basis: Enrollment. 
• Benefits: Medical.
• Continuous enrollment: 30 days prior to delivery through 17 days after

delivery.
• Allowable gap: None.

Ages: None. 

Event: Deliveries. 
Step 1. Identify all deliveries or miscarriages (Delivery and Miscarriage 
Treatment Procedures Value Set) that occurred on or between December 15 of 
the year prior to the measurement period and December 14 of the 
measurement period with a gestational age of 14 weeks or greater. The 
gestational age documentation must be within 1 day of the start or end of the 
delivery or miscarriage procedure. Use either of the following to identify 
gestational age: 

• Gestational age assessment (Weeks of Gestation Value Set); value
≥14 weeks.

• Gestational age diagnosis (Weeks of Gestation Greater Than or
Equal to 14 Value Set).

Note: Delivery Date: The intent is to identify the date of delivery using the date as of 
the end of the delivery procedure; when available, use that date. When using 
inpatient claims to identify delivery date, use the following hierarchy to determine 
the date: 

• When a procedure date or date of service is available, use that date.
• When a procedure date or date of service is not available, use the

discharge date from the inpatient claim.
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Step 2. Identify continuous enrollment. Determine if enrollment was continuous 
30 days prior to delivery through 17 days after delivery, with no gaps. 

Step 3. Remove multiple deliveries in a 180-day period. If a person has more 
than one delivery in a 180-day period, include only the first eligible delivery. 
Then, if applicable, include the next delivery that occurs after the 180-day 
period. Identify deliveries chronologically, including only one per 180-day period. 
Note: The initial population for this measure is based on deliveries, not on persons. 
All eligible deliveries that were not removed in steps 1–3 remain in the initial 
population. 

Denominator 
exclusions 

Persons in hospice or using hospice services. 
Persons who use hospice services (Hospice Encounter Value Set; Hospice 
Intervention Value Set) or elect to use a hospice benefit any time in the year 
prior to the measurement period or during the measurement period. 
Organizations that use the Monthly Membership Detail Data File to identify 
these persons must use only the run date of the file. 

Persons receiving palliative care. 
Persons receiving palliative care (Palliative Care Assessment Value Set; 
Palliative Care Encounter Value Set; Palliative Care Intervention Value Set) or 
who had an encounter for palliative care (ICD-10-CM code Z51.5)* any time in 
the year prior to the measurement period or during the measurement period.  

Coding Guidance 
*Do not include laboratory claims (claims with POS code 81).

Denominator Denominator 1: The initial population minus denominator exclusions. 

Denominator 2: Deliveries from numerator 1 with a documented positive 
screening result for syphilis: (Treponemal Syphilis Tests Value Set; Non 
Treponemal Syphilis Tests Value Set) with Positive Syphilis Test Result or 
Finding Value Set. 

Numerator Numerator 1: Prenatal syphilis screening. 
 Use the date the syphilis screening was collected. Any of the following may 
apply: 

• Deliveries that were screened for syphilis (Treponemal Syphilis
Tests Value Set; Non Treponemal Syphilis Tests Value Set) during
the first trimester and with a result (Positive Syphilis Test Result or
Finding Value Set; Negative Syphilis Test Result or Finding Value
Set).

• Deliveries with a syphilis screening (Treponemal Syphilis Tests
Value Set; Non Treponemal Syphilis Tests Value Set) any time from
pregnancy start date through 14 days after the first pregnancy
diagnosis or the first prenatal visit with a syphilis test result (Positive
Syphilis Test Result or Finding Value Set; Negative Syphilis Test
Result or Finding Value Set). Use any of the following to identify
earliest indication of pregnancy or first prenatal visit. Use the
diagnosis or visit with the earliest date on or after pregnancy start:

• A bundled service (Prenatal Bundled Services Value
Set) where the organization can identify the date
when prenatal care was initiated (because bundled
service codes are used on the date of delivery, these
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codes may be used only if the claim form indicates 
when prenatal care was initiated) 

• A visit for prenatal care (Standalone Prenatal Visits
Value Set)

• A pregnancy-related diagnosis code (Pregnancy
Diagnosis Value Set*)

• Deliveries with a syphilis screening (Treponemal Syphilis Tests
Value Set; Non Treponemal Syphilis Tests Value Set) any time from
pregnancy start date through 30 days after first enrollment, with a
documented result (Positive Syphilis Test Result or Finding Value
Set; Negative Syphilis Test Result or Finding Value Set).

Note: Do not include syphilis screenings that occurred 4 days or more after the 
delivery date. 

Coding Guidance 
*Do not include laboratory claims (claims with POS code 81).

Numerator 2: Follow-up care on positive screen. 
Deliveries that received appropriate follow-up care. Either of the following meets 
criteria:  

• A documented negative confirmatory test (Treponemal Syphilis
Tests Value Set; Non Treponemal Syphilis Tests Value Set with a
negative result Negative Syphilis Test Result or Finding Value Set)
on or within 5 days of the first positive syphilis screening.

• If the first positive screening was a nontreponemal test, the
confirmatory test must be a treponemal test.

• If the first positive screening was a treponemal test, the
confirmatory test must be a nontreponemal test.

• Penicillin treatment (Penicillin G Injection Value Set; Syphilis
Antibiotic Medications List) on or within 14 days of the first positive
syphilis screening. 

Summary of 
changes 

• This is a first-year measure.

Data elements for 
reporting 

Organizations that submit HEDIS data to NCQA must provide the following data 
elements.  
Table PSF-E-A-1/2: Metadata Elements for Prenatal Syphilis Screening and Follow-Up 

Metric Data Element Reporting Instructions 
PrenatalSyphilisScreening InitialPopulation Repeat per Metric 
Follow-Up Exclusions Repeat per Metric 

Denominator For each Metric 
Numerator For each Metric 
Rate (Percent) 
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Table PSF-E -B-1/2: Data Elements for Prenatal Syphilis Screening and Follow-Up: 
Stratifications by Race  

Metric Race Data Element 
Reporting 

Instructions 
PrenatalSyphilisScree
ning 

AmericanIndianOrAlaskaNative InitialPopulation For each 
Stratification, 
repeat per Metric 

Follow-Up Asian Exclusions For each 
Stratification, 
repeat per Metric 

BlackOrAfricanAmerican Denominator For each 
Stratification and 
Metric 

MiddleEasternOrNorthAfrican Numerator For each 
Stratification and 
Metric 

NativeHawaiianOrPacificIslander Rate (Percent) 
White 
SomeOtherRace 
TwoOrMoreRaces 
AskedButNoAnswer 
Unknown 

Table PSF-E-C-1/2: Data Elements for Prenatal Syphilis Screening and Follow-Up: 
Stratifications by Ethnicity  

Metric Ethnicity Data Element 
Reporting 

Instructions 
PrenatalSyphilisScreening HispanicOrLatino InitialPopulation For each 

Stratification, repeat 
per Metric 

Follow-Up NotHispanicOrLatino Exclusions For each 
Stratification, repeat 
per Metric 

AskedButNoAnswer Denominator For each 
Stratification and 
Metric 

Unknown Numerator For each 
Stratification and 
Metric 

Rate (Percent) 
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Prenatal Syphilis Screening & Follow-Up (PSF-E) 
Measure Workup 

Topic Overview 

Importance & Prevalence 

Congenital syphilis (CS), or syphilis transmitted from a pregnant individual to the fetus during pregnancy, is 
preventable if pregnant individuals are routinely screened for syphilis and receive treatment if positive before 
delivery (Bowen et al., 2015). CS prevalence is increasing in the United States despite evidence, guideline 
recommendations and state policies that promote syphilis screening during pregnancy. 

Prior to 2012, congenital and infectious syphilis prevention efforts in the U.S. were largely successful, with 
infectious syphilis prevalence declining by 89.2% between 1990 and 2000 (Nelson, 2022; Carrier & 
Haughton, 2019). This trend reversed sharply in the 2010s, with severe consequences for CS rates in 
newborns. 

If untreated, syphilis acquired at any point prior to or during pregnancy can lead to CS in newborns, with a 
transmission frequency of up to 90% (Pérez-Cavazos et al., 2022). In 2012, there were 1,561 reported 
cases of syphilis in pregnant U.S. individuals. In 2016, the prevalence of syphilis in pregnant U.S. individuals 
increased by 61% to 2,508 reported cases (Trivedi et al., 2019). Syphilis rates in pregnant individuals 
continued to climb after 2012, mirroring the increases seen in CS across the same period (Gregory & Ely, 
2024). In 2024, 3,941 infants were born with congenital syphilis–a nearly 700% increase from 2015, when 
only 495 cases were reported (CDC, 2025). 

CS can cause severe issues throughout a newborn’s body, including jaundice, skin/organ lesions, skeletal 
deformities and respiratory issues. More severe consequences such as sensory impairments, brain 
abnormalities and seizures are possible as well (Lim et al., 2021; Pañgan et al., 2024). Syphilis infection in 
pregnant individuals is strongly associated with preterm birth, miscarriage, and stillbirths, and drives adverse 
population health outcomes such as neonatal mortality and a loss of lifetime Quality-Adjusted Life Years 
(Gulersen et al., 2023; Schlueter et al., 2021; Canto et al., 2019; Lee et al., 2023; Tong et al., 2023). 

Financial 
importance and 
cost-effectiveness 

Routinely screening and treating pregnant individuals is the most cost-
effective approach for addressing CS. On average, a standard 
nontreponemal/treponemal antibody test costs $6.59, and an average use of 
penicillin costs $12.53 (Sykes et al., 2021). Applied routinely throughout 
pregnancy, these tools can reliably prevent the transmission of syphilis to a 
newborn. In doing so, this type of care is demonstrably more cost effective 
than CS treatment in newborns: Once identified, best practice for CS 
treatment is to immediately begin a 10 to 14 day course of intravenous 
penicillin G (CDC, 2021). Administering penicillin intravenously and treating 
the multiple physical sequalae of CS in newborns requires hospitalizations 
ranging from $18,151 to $56,802 (Tanne, 2023; Boodman et al., 2022; 
Umapathi et al., 2019). This eclipses the cost associated with non-CS 
newborn hospitalizations (Staneva et al., 2023).  

Given the high financial cost of treating CS, CS prevention is much more 
cost-effective and reliably prevents the severe consequences associated 
with CS. Assuming that all pregnant individuals screened receive treatment 
as needed, syphilis screening during pregnancy can reduce preterm birth risk 
associated with CS by 52% (Tong et al., 2023). Up to 90% of CS cases are 
preventable with timely testing and adequate treatment during pregnancy 
(Harris, 2023). 

Health care 
disparities 

Structural inequities that inhibit pregnant individuals’ access to care also 
inhibit the receipt of services to prevent CS. As a result, groups 
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disproportionately affected by these structural barriers due to race and 
income experience a disproportionate burden of CS (Cuffe et al., 2022; Fang 
et al., 2022; Aslam et al., 2019; Kimball et al., 2020). This burden is 
especially true for black individuals – where previous research has 
demonstrated that despite continuous Medicaid coverage ensuring a higher 
likelihood of receiving first trimester syphilis screening, Black pregnant 
individuals were less likely to have received first-trimester syphilis screening 
compared to white pregnant persons enrolled in Medicaid (Hammerslag et 
al., 2023). 

Supporting Evidence for Screening, Timing and Treatment 

In pregnant individuals, syphilis screening involves a nontreponemal antibody test or treponemal antibody 
test followed by a confirmatory treponemal antibody test or a nontreponemal antibody test (respectively). 
Syphilis transmission between a pregnant individual and fetus is related to the stage of infection in the 
pregnant individual (Lin, 2018; Round et al, 2022; Adhikari, 2020). As such, screening for syphilis early in 
pregnancy empowers clinicians to treat infectious syphilis before fetal transmission occurs. More frequent 
screenings allow providers to mitigate the risk of syphilis being transmitted to the fetus after the initial 
screening: an especially relevant strategy for groups at high risk of exposure/re-exposure (Peng et al., 2023; 
Pham et al., 2022). Rapid, point of care tests may be an effective solution to mitigate disparities relating to 
health care access, but there are limited U.S.-based recommendations for their use in pregnant individuals. 

The United States Preventive Services Task Force (USPSTF) recommends that all pregnant individuals 
receive syphilis screening at their first presentation to care, or at delivery if they do not receive prenatal care 
(Lin, 2018). The USPSTF also recommends providing additional screenings at 28 weeks gestation and at 
delivery for individuals with characteristics that place them at high risk of infection (i.e., living in areas with 
high syphilis prevalence, HIV infection, history of incarceration and/or commercial sex work, exposure to 
infected partner). The World Health Organization (WHO) recommends that all pregnant individuals are 
screened for syphilis at first presentation to antenatal care (World Health Organization (WHO) Global Health 
Observatory, 2024; Centers for Disease Control and Prevention, Division of STI Prevention, 2021). The 
Centers for Disease Control and Prevention (CDC) 2021 CS prevention guidelines largely mirror USPSTF 
recommendations.  

Recent recommendations from the American College of Obstetricians and Gynecologists (ACOG) are more 
robust, stating that all pregnant individuals should be screened for syphilis at the first prenatal care visit, 
followed by universal rescreening during the third trimester and at birth (rather than a risk-based approach to 
rescreening) (American College of Obstetricians and Gynecologists, 2024). Many public health authorities 
echo this recommendation (Plotzker et al., 2020; Georgia Department of Public Health, 2023; Minnesota 
Department of Health, Infectious Disease Epidemiology, Prevention, and Control Division, 2024; New 
Mexico Department of Health, Epidemiology and Response Health Alert Network, 2023; Oklahoma State 
Department of Health Sexual Health and Harm Reduction Service, 2022; Texas Department of State Health 
Services, 2023; Oregon Health Authority, Oregon STD Authority, and Oregon Perinatal Collaborative, 2023; 
Watkins & Huff, 2022). 

Treatment for syphilis in pregnant individuals after a positive screen is a standard course of long-acting 
penicillin G (Centers for Disease Control and Prevention, Division of STI Prevention, 2021; Peeling et al., 
2023; Adhikari, 2020). Recommended dosages depend on the stage of syphilis. A single dose is typically 
adequate for early, secondary and early latent syphilis; however, two doses administered over two 
consecutive weeks is often cited as best practice. Late latent syphilis in pregnancy requires three doses 
administered over three consecutive weeks. Prompt identification of syphilis throughout pregnancy allows 
full treatment regimens to be followed to prevent fetal transmission (Peeling et al., 2023; Adhikari, 2020). 
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Policy and Quality Measurement 

Legislation in all U.S. states necessitates that every individual receiving prenatal care also receives a 
screening test for syphilis at their first prenatal visit (Centers for Disease Control and Prevention, Division of 
STI Prevention, 2023). Many public health authorities require or strongly recommend applying additional 
screenings (typically limited to high-risk populations) to all pregnant individuals (Plotzker et al., 2020; 
Georgia Department of Public Health, 2023; Minnesota Department of Health, Infectious Disease 
Epidemiology, Prevention, and Control Division, 2024; New Mexico Department of Health, Epidemiology and 
Response Health Alert Network, 2023; Oklahoma State Department of Health Sexual Health and Harm 
Reduction Service, 2022; Texas Department of State Health Services, 2023; Oregon Health Authority, 
Oregon STD Authority, and Oregon Perinatal Collaborative, 2023; Watkins & Huff, 2022). 

There is a gap in national-level quality measurement for CS prevention. Some existing measures are 
intended for use in quality improvement (QI) programs that only target a subset of the U.S. population 
(AmeriHealth Caritas Louisiana, 2022; Cigna Healthcare, 2023; Partnership for Quality Measurement, 2024; 
California Maternal Quality Care Collaborative (CMQCC) Maternal Data Center (MDC), 2024). Others 
encompass larger population bases but are only designed and implemented for public health surveillance 
(World Health Organization (WHO) Global Health Observatory, 2024; Diesel et al., 2022). 

National-level measurement activities related to prenatal care and STI screening demonstrate that a more 
robust CS prevention measure is feasible. NCQA’s Prenatal and Postpartum Care (PPC) measure assesses 
timely provision of appropriate prenatal care to pregnant individuals and is used in multiple QI programs with 
national reach (National Committee for Quality Assurance (NCQA), 2024b). Similarly, NCQA’s Chlamydia 
Screening in Women (CHL) measure and the Health Resources and Services Administration’s (HRSA) 
Sexually Transmitted Disease Screening for Chlamydia, Gonorrhea, and Syphilis measure both incentivize 
STI screenings at a national level, albeit not specifically for pregnant individuals (National Committee for 
Quality Assurance (NCQA), 2024a; Health Resources and Services Administration (HRSA) Ryan White 
HIV/AIDS Program, 2023). 

Digital Considerations 

As part of NCQA’s strategic transition to a fully digital quality measurement portfolio, we conducted a 
feasibility assessment to inform eventual digital measure implementation. The assessment evaluates the 
measure’s intent and associated clinical concepts within a digital framework.   

Overall, this measure has medium feasibility, with identifying completed screening being more feasible than 
identifying positive screening results and follow-up. All the clinical concepts used in the measure are feasible 
related to interoperability data standards (FHIR, USCDI). Terminology standards are available for all 
concepts; however, there are challenges related to the SNOMED CT codes being utilized for screening 
results. There are also challenges with all screening results and medication treatments being available and 
in structured fields, which impacts accessibility to data for health plans. Workflow challenges exist due to the 
flexible sequencing of syphilis screenings to confirm a positive diagnosis, which does lead to challenges in 
identifying necessary data and timing components for the measure concept. Refer to Appendix A for more 
detail. 
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Appendix A: Digital Feasibility  

As part of NCQA’s strategic transition to a fully digital quality measurement portfolio, we conduct a feasibility 
assessment to evaluate the measure’s intent and associated clinical concepts within a digital framework. 
The primary objectives were to determine whether the clinical concepts could be represented using 
standardized data models and nationally recognized terminologies, and to assess the availability of discrete, 
structured data necessary to support accurate and reliable digital measurement.  

Data and Terminology Standards  
NCQA’s digital quality measures are built on the Fast Healthcare Interoperability Resources (FHIR®) 
standard, developed by HL7®, to support interoperable exchange of electronic health data. In the U.S., 
FHIR US Core profiles provide detailed implementation guidance aligned with the United States Core Data 
for Interoperability (USCDI), a federal standard maintained by ASTP (formerly ONC). USCDI defines 
essential data classes and elements, while FHIR US Core specifies how to represent and exchange them. 
Additionally, NCQA uses nationally recognized clinical terminologies (e.g., ICD-10, CPT, LOINC) to define 
value sets, ensuring standardized interpretation and representation of clinical data in quality measures.  

Digital Feasibility Assessment  
The digital feasibility assessment is conducted at two stages during the measure development process, pre-
testing phase and post-testing phase, summarized below. This assessment examines each measure 
concept across three high-level categories:  

• Data Standards & Terminology. Evaluates the alignment with national standards (FHIR, USCDI) and
recognized terminology standards (i.e., LOINC, ICD).

• Clinical Workflow & Data Accuracy. Evaluates whether the concept aligns with standard clinical
practice and the likelihood that the data will be accurate, complete and reliable.

• Data Availability & Structure. Assesses if the data is likely to be present, in structured fields, and
accessible to health plans.

Post-Testing Feasibility Findings. 
Summary: Overall, this measure has medium feasibility, with identifying completed screening being 
more feasible than identifying positive screening results and follow-up. All the clinical concepts used in 
the measure are feasible related to interoperability data standards (FHIR, USCDI). Terminology 
standards are available for all concepts; however, there are challenges related to the SNOMED CT 
codes being utilized for screening results. There are also challenges with all screening results and 
medication treatments being available and in structured fields, which impacts accessibility to data for 
health plans. Workflow challenges exist due to the flexible sequencing of syphilis screenings to confirm 
a positive diagnosis, which does lead to challenges in identifying necessary data and timing 
components for the measure concept.   

The digital feasibility assessment (shown in Figure A) rates each concept from high to low. High = Feasible 
with no concerns, Medium = Feasible with some concerns (with a potential mitigation strategy); Low = Low 
feasibility with concerns (with little to no mitigation strategy for the current development cycle).  

Data Standards & Terminology. All the clinical concepts used in the measure can be modeled in the FHIR 
data standard. The clinical concepts can be represented using nationally recognized terminologies including 
LOINC, CPT, ICD-10, and Systematized Medical Nomenclature for Medicine (SNOMED), however 
SNOMED codes for screening results are not consistently utilized.  

Data Availability & Structure. There are challenges related to availability of data in structured fields for 
syphilis screening results to identify positive findings. Some medication treatment data may be challenging 
to access if occurring during an inpatient delivery encounter. Screenings, results and medication 
administration data will all be found in clinical systems, so health plans may not currently have access to all 
the data.  

Clinical Workflow & Data Accuracy. There are some workflow feasibility challenges related to finding the 
correct screening data due to sequencing flexibility that needs to be accounted for in the measure 
specification.   
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Figure A-2: Post-Testing Digital Concept Feasibility Assessment 

Score key: H = high,  M = medium, L = low 

   
Data Standards & 

Terminology 
Clinical Workflow & Data 

Accuracy Data Availability & Structure 

Clinical Concept 
Data 

Standards  
Terminology 

Standards Workflow Data 
Accuracy 

Data 
Availability 

Data 
Accessibility 

Procedure/Encounter: Deliveries  H H H H H H 

Diagnosis/Observation: 
Gestational age  M H H H M M

Encounter: Pregnancy 
encounter  H H H H H H

Laboratory Test: Syphilis 
screening  H H M H M M

Laboratory Test: Syphilis 
screening result  

H M M H M M

Treatment: Medication 
administration  

H H H H M M

Pre-Testing Feasibility Findings. 
Summary: All the clinical concepts used in the measure have high feasibility for interoperability 
standards (FHIR and USCDI), with one element (gestational age) having medium feasibility. 
Terminology standards are available for all concepts, with some potential concerns about screening 
results terminology being utilized. There are concerns about some key data elements (syphilis 
screenings, results, medication treatment) being available in structured fields and accessible to 
health plans. Due to the screening sequencing, there may be some workflow challenges related to 
clear documentation and finding the appropriate screening and results data for the measure. To 
achieve overall feasibility as the measure is currently specified, testing should seek to understand if 
these elements are captured in structured fields and mapped to standard terminology.  

The digital feasibility assessment (shown in Figure A) rates each concept from high to low. High = Feasible 
with no concerns, Medium = Feasible with some concerns (with a potential mitigation strategy); Low = Low 
feasibility with concerns (with little to no mitigation strategy for the current development cycle).  

Data Standards & Terminology. All the clinical concepts used in the measure can be modeled in the FHIR 
data standard. While procedures, encounters, laboratory tests, and medications are included in the USCDI 
standard, gestational age observations are not directly included. the clinical concepts can be represented 
using nationally recognized terminologies including LOINC, CPT, ICD-10, and Systematized Medical 
Nomenclature for Medicine (SNOMED).  

Data Availability & Structure. There may be some potential challenges related to availability of data in 
structured fields for several data elements, including availability of syphilis screening results to identify 
positive findings and availability of data related to treatment for a positive syphilis screening. Regarding data 
accessibility by health plans, syphilis screening results and medication treatment are more likely to be 
captured in clinical data in the EHR and not found in administrative data, so health plans may not currently 
have access to all the data.  

Clinical Workflow & Data Accuracy. While screening for syphilis during pregnancy is recommended via 
clinical guidelines, there may be some workflow challenges related to when screening occurs based on how 
soon a pregnant person is seen for care, and challenges related to identifying the two sequence testing 
necessary to confirm a positive diagnosis.   
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Figure A-1: Pre-Testing Digital Concept Feasibility Assessment  
Score key: H = high,  M = medium, L = low 
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Procedure/Encounter: Deliveries  H H H H H H 
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Treatment: Medication 
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Proposed Changes to Existing Measure for HEDIS®1 MY 2027: 
Adult Immunization Status (AIS-E) 

NCQA seeks comments on proposed modifications to the HEDIS Health Plan Adult Immunization Status 
(AIS-E) measure. NCQA proposes to update the pneumococcal indicator denominator age range and age 
stratifications. 

The AIS-E measure assesses the percentage of adults who are up to date on vaccines recommended for 
adults by the Centers for Disease Control and Prevention (CDC) Advisory Committee on Immunization 
Practices (ACIP) and the American Academy of Family Physicians (AAFP). The measure includes separate 
indicators for influenza; tetanus and diphtheria (Td) or tetanus, diphtheria and acellular pertussis (Tdap); 
zoster; pneumococcal; hepatitis B; and coronavirus disease (COVID-19) immunization. AIS-E is specified 
for the commercial, Medicaid and Medicare product lines and uses the HEDIS Electronic Clinical Data 
Systems (ECDS) reporting standard. This method captures receipt of vaccinations using data from 
electronic sources including administrative claims, immunization registries and electronic health records 
(EHRs). The measure is stratified by age, race and ethnicity for each product line.   

In October 2024, the ACIP voted to update pneumococcal vaccination guidelines. They now recommend a 
single dose of PCV for all adults ages 50 and older.2 This recommendation expanded the age range from 
ages 65 and older. In addition to the ACIP, the AAFP also recommends pneumococcal vaccination for all 
adults ages 50 and older.3 

Based on the updates to the guidelines outlined above, NCQA recommends two updates to the 
pneumococcal indicator specification which are detailed below in red: 

• Denominator: 50 and older

• Exclusions: Hospice and Death

• Numerators:

o Received at least one dose of adult pneumococcal vaccine on or after their 19th birthday,
any time before or during the measurement period.

o Had anaphylaxis due to the pneumococcal vaccine any time before or during the
measurement period.

• Age Stratifications:

o 50-64

o 65 and older

Our expert panels supported updating the pneumococcal indicator to align with these guideline updates. 

NCQA seeks general feedback on the proposed modifications. 

Supporting documents include the current measure specification, evidence workup and performance data. 

NCQA acknowledges the contributions of the Immunization and Technical Measurement Advisory Panels. 

1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2https://www.cdc.gov/mmwr/volumes/74/wr/mm7401a1.htm?s_cid=mm7401a1_e&ACSTrackingID=USCDC_921-
DM143559&ACSTrackingLabel=This%20Week%20in%20MMWR%3A%20Vol.%2074%2C%20January%209%2C%202025&d
eliveryName=USCDC_921-DM143559 
3https://www.aafp.org/family-physician/patient-care/prevention-wellness/immunizations-vaccines/immunization-
schedules/adult-immunization-schedule.html? 
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Adult Immunization Status (AIS-E) 

Measure title Adult Immunization Status* Measure ID AIS-E 

Description The percentage of persons 19 years of age and older who are up to date on 
recommended routine vaccines for influenza, tetanus and diphtheria (Td) or 
tetanus, diphtheria and acellular pertussis (Tdap), zoster, pneumococcal, 
hepatitis B and coronavirus disease 2019 (COVID-19). 

Measurement 
period 

January 1–December 31. 

Copyright and 
disclaimer notice 

* Developed with support from the Department of Health and Human Services
(DHHS), Office of the Assistant Secretary for Health (OASH), National
Vaccine Program Office (NVPO) and The Hepatitis Education Project.

Refer to the complete copyright and disclaimer information at the front of this
publication.
NCQA website: www.ncqa.org.
Submit policy clarification support questions via My NCQA
(https://my.ncqa.org).

Clinical 
recommendation 
statement/ 
rationale 

The Advisory Committee on Immunization Practices and the American 
Academy of Family Physicians recommends annual influenza vaccination; and 
tetanus, diphtheria and acellular pertussis (Tdap) and/or tetanus and diphtheria 
(Td) vaccine; herpes zoster, pneumococcal, hepatitis B and COVID-19 
vaccination for adults at various ages. 

Citations Wodi, A.P, A.N. Issa, C.A. Moser, S. Cineas. 2025. “Advisory Committee on 
Immunization Practices Recommended Immunization Schedule for Adults 
Aged 19 Years or Older—United States, 2025.” MMWR Morb Mortal Wkly Rep 
74:30–33. doi: http://dx.doi.org/10.15585/mmwr.mm7402a3 

AAFP. 2025. “Immunization Schedules.” https://www.aafp.org/family-
physician/patient-care/prevention-wellness/immunizations-
vaccines/immunization-schedules.html 

Characteristics 

Scoring Proportion. 

Type Process.  

Product lines • Commercial.
• Medicaid.
• Medicare.

Stratifications  Influenza and Td/Tdap: Age as of the start of the measurement period.
• 19–64 years.
• 65 years and older.
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Zoster and Pneumococcal: Age as of the start of the measurement period. 
• 50–64 years.

65 years and older. 

Pneumococcal and COVID-19: Age as of the start of the measurement period. 

65 years and older. 

Hepatitis B: Age as of the start of the measurement period. 
• 19–30 years.
• 31–59 years.

COVID-19: Age as of the start of the measurement period. 
• 65 years and older.

Race. (Refer to General Guideline: Race and Ethnicity Stratification.)  
• American Indian or Alaska Native.
• Asian.
• Black or African American.
• Middle Eastern or North African.
• Native Hawaiian or Pacific Islander.
• White.
• Some Other Race.
• Two or More Races.
• Asked But No Answer.
• Unknown.

Ethnicity. (Refer to General Guideline: Race and Ethnicity Stratification.) 
• Hispanic or Latino.
• Not Hispanic or Latino.
• Asked But No Answer.
• Unknown.

Risk adjustment None. 

Improvement 
notation 

Increased score indicates improvement. 

Guidance Data collection methodology: ECDS. Refer to General Guideline: Data 
Collection Methods for additional information.  

Date specificity: Dates must be specific enough to determine the event 
occurred in the period being measured. 

Which services count? When using claims, include all paid, suspended, 
pending and denied claims. 

Other guidance: Measure rates are specific to clinical guideline 
recommendations for the age group included in the rates. 
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Initial population  Measure item count: Person. 
Attribution basis: Enrollment. 

• Benefits: Medical.
• Continuous enrollment: The measurement period.

• Allowable gap: No more than one gap of ≤45 days during the
measurement period. No gaps on the last day of the measurement
period.

Ages:  
• Initial populations 1 and 2: 19 years of age and older at the start of the

measurement period.
• Initial population 3 and 4: 50 years of age and older at the start of the

measurement period.
• Initial populations 4 and 6: 65 years of age and older at the start of the

measurement period.
• Initial population 5: 19–59 years of age at the start of the measurement

period.
• Initial populations 6: 65 years of age and older at the start of the

measurement period.

Event: None. 

Denominator 
exclusions  

Persons with a date of death. 
Death in the measurement period, identified using data sources determined by 
the organization. Method and data sources are subject to review during the 
HEDIS audit.  

Persons in hospice or using hospice services. 
Persons who use hospice services (Hospice Encounter Value Set; Hospice 
Intervention Value Set) or elect to use a hospice benefit any time during the 
measurement period. Organizations that use the Monthly Membership Detail 
Data File to identify these persons must use only the run date of the file. 

Denominator Denominator 1 and Denominator 2: Immunization status—Influenza and 
Td/Tdap. 
The initial populations 1 and 2 minus denominator exclusions. 

Denominator 3 and Denominator 4: Immunization status—Zoster and 
Pneumococcal. 
The initial populations 3 and 4 minus denominator exclusions. 

Denominator 4 and Denominator 6: Immunization status—Pneumococcal 
and COVID-19. 
The initial populations 4 and 6 minus denominator exclusions. 

Denominator 5: Immunization status—Hepatitis B.  
The initial population 5 minus denominator exclusions. 

Denominator 6: Immunization status—COVID-19. 
The initial population 6 minus denominator exclusions. 
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Numerator  Numerator 1: Immunization status—Influenza.  
Persons who meet either of the following criteria:  

• Received the influenza vaccine (Adult Influenza Immunization Value Set; 
Adult Influenza Vaccine Procedure Value Set; Influenza Virus LAIV 
Immunization Value Set; Influenza Virus LAIV Vaccine Procedure Value 
Set) on or between July 1 of the year prior to the measurement period 
and June 30 of the measurement period. 

• Had anaphylaxis due to the influenza vaccine (SNOMED CT code 
471361000124100) any time before or during the measurement period.  

Numerator 2: Immunization status—Td/Tdap. 
Persons who meet any of the following criteria: 

• Received at least one Td or Tdap vaccine (Td and Tdap Immunization 
Value Set; Td and Tdap Vaccine Procedure ValueCPT code 90714, CVX 
code 115; CPT code 90715) between 9 years prior to the start of the 
measurement period and the last day of the measurement period. 

• Had anaphylaxis due to the diphtheria, tetanus or pertussis vaccine 
(Anaphylaxis Due to Diphtheria, Tetanus or Pertussis Vaccine Value Set) 
any time before or during the measurement period. 

• Had encephalitis due to the diphtheria, tetanus or pertussis vaccine 
(Encephalitis Due to Diphtheria, Tetanus or Pertussis Vaccine Value Set) 
any time before or during the measurement period. 

Numerator 3: Immunization status—Zoster.  
Persons who meet either of the following criteria: 

• Received two doses of the herpes zoster recombinant vaccine (CVX 
code 187; CPT code 90750) at least 28 days apart, on October 20, 2017, 
through the last day of the measurement period. 

• Had anaphylaxis due to the herpes zoster vaccine (Anaphylaxis Due to 
Herpes Zoster Vaccine Value Set) any time before or during the 
measurement period.  

Numerator 4: Immunization status—Pneumococcal. 
Persons who meet either of the following criteria: 

• Received at least one dose of adult pneumococcal vaccine (Adult 
Pneumococcal Immunization Value Set; Adult Pneumococcal Vaccine 
Procedure Value Set) on or after their 19th birthday, any time before or 
during the measurement period. 

• Had anaphylaxis due to the pneumococcal vaccine (SNOMED CT code 
471141000124102) any time before or during the measurement period. 

Numerator 5: Immunization status—Hepatitis B.  
Persons who meet any of the following criteria: 

• Received at least three doses of the childhood Hepatitis B vaccine 
(Hepatitis B Immunization Value Set; Hepatitis B Vaccine Procedure 
Value Set) with different dates of service on or before their 19th birthday.  
– One of the three vaccinations can be a newborn hepatitis B 

vaccination (ICD-10-PCS code 3E0234Z) during the 8-day period that 
begins on the date of birth and ends 7 days after the date of birth. 
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Summary of 
changes 

• Updated the denominator age range and age stratifications for the
pneumococcal indicator

• Updated clinical recommendation statement/rationale and citations

• Received Hepatitis B vaccine series on or after their 19th birthday, before
or during the measurement period, including either of the following:
– At least two doses of the recommended two-dose adult Hepatitis B

vaccine (CVX code 189; Adult Hepatitis B Vaccine Procedure (2 dose)
Value Set) administered at least 28 days apart; or

– At least three doses of any other recommended adult Hepatitis B
vaccine (Adult Hepatitis B Immunization (3 dose) Value Set; Adult
Hepatitis B Vaccine Procedure (3 dose) Value Set) administered on
different days of service. 

• Had a hepatitis B surface antigen, hepatitis B surface antibody or total
antibody to hepatitis B core antigen test with a finding of immunity any
time before or during the measurement period, including either of the
following:
– A test (Hepatitis B Tests With Threshold of 10 Value Set) with a result

greater than 10 mIU/mL.
– A test (Hepatitis B Prevaccination Tests Value Set) with a finding of

immunity (Hepatitis B Immunity Finding Value Set).
• History of hepatitis B illness (Hepatitis B and History of Hepatitis B Value

Set*) any time before or during the measurement period.
• Had anaphylaxis due to the hepatitis B vaccine (SNOMED CT code

428321000124101) any time before or during the measurement period.

Numerator 6: Immunization status—COVID-19. 
Persons who meet either of the following criteria: 

• Received at least one dose of a COVID-19 vaccine (Adult COVID19
Immunization Value Set; Adult COVID19 Vaccine Procedure Value Set)
that occurred both on or between July 1 of the year prior to the
measurement period through June 30 of the measurement period and on
or after their 65th birthday.

• Had anaphylaxis due to the COVID-19 vaccine (SNOMED CT code
914587451000119107) any time before or during the measurement
period.

Coding Guidance 
*Do not include laboratory claims (claims with POS code 81).
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Data element 
tables 

Organizations that submit HEDIS data to NCQA must provide the following 
data elements.  
Table AIS-E-A:-1/2/3 Data Elements for Adult Immunization Status 

Metric Age Data Element Reporting Instructions 

Influenza 19-64 InitialPopulation For each Metric and Stratification 

TdTdap 65+ Exclusions For each Metric and Stratification 

Total Denominator For each Metric and Stratification 

Numerator For each Metric and Stratification 

Zoster 50-64 Rate (Percent) 

Pneumococcal 65+

Total 

PneumococcalCO
VID-19 

65+ 

COVID-19 

HepatitisB 19-30

31-59

Total

Table AIS-E-B-1/2/3: Data Elements for Adult Immunization Status: Stratifications by 
Race 

Metric Race Data Element 
Reporting 

Instructions 

Influenza AmericanIndianOrAlaskaNative  InitialPopulation For each Metric 
and Stratification 

TdTdap Asian Exclusions For each Metric 
and Stratification 

Zoster BlackOrAfricanAmerican Denominator For each Metric 
and Stratification 

Pneumococcal MiddleEasternOrNorthAfrican Numerator For each Metric 
and Stratification 

HepatitisB NativeHawaiianOrPacificIslander  Rate (Percent) 

COVID-19 White 

SomeOtherRace

TwoOrMoreRaces

AskedButNoAnswer

Unknown
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 Table AIS-E-C-1/2/3: Data Elements for Adult Immunization Status: Stratifications by 
Ethnicity 

Metric Ethnicity Data Element Reporting Instructions 

Influenza HispanicOrLatino InitialPopulation For each Metric and 
Stratification 

TdTdap NotHispanicOrLatino Exclusions For each Metric and 
Stratification 

Zoster AskedButNoAnswer Denominator For each Metric and 
Stratification 

Pneumococcal Unknown Numerator For each Metric and 
Stratification 

HepatitisB  Rate (Percent) 

COVID-19    
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Adult Immunization Status (AIS-E) 
Measure Workup 

Topic Overview 

Importance and Prevalence 

Routine vaccination against influenza, tetanus, diphtheria and pertussis, hepatitis B, herpes zoster, 
pneumococcal and COVID-19 disease are recommended for adults to prevent serious disease. The Centers 
for Disease Control and Prevention’s Advisory Committee on Immunization Practices (ACIP) and the 
American Academy of Family Physicians (AAFP) publish vaccination recommendations for adults, including 
ages for receiving vaccines, number of doses, timing between doses and contraindications. 

Influenza vaccine 

The influenza vaccine protects against influenza, a serious disease that can lead to hospitalization and 
death (CDC, 2024a). It is characterized by a variety of symptoms related to the nose, throat and lungs that 
can range in severity (CDC, 2024b). Flu viruses spread mainly by droplets made when people with flu 
cough, sneeze or talk (CDC, 2024c). Flu season in the United States can start as early as October and last 
as late as May; peak influenza activity occurs most frequently between December and February (CDC, 
2024d). Anyone can get the flu; however, people 65 and older, young children and those with chronic 
conditions are at higher risk of developing serious complications (CDC, 2024b).   

The impact of influenza is variable because influenza seasons can vary in severity. The CDC estimates that 
between 2010 and 2024, yearly influenza cases have ranged from 9.3–41 million; influenza-related 
hospitalizations, from 120,000–710,000; and influenza-related deaths, from 6,300–52,000 (CDC, 2024e). 
Between October 2023 and April 2024, there was an estimated 40 million influenza cases, 18 million flu-
related medical visits, 470,000 influenza-related hospitalizations and 28,000 influenza-related deaths (CDC, 
2024x). Deaths associated with influenza are typically higher in older adults. In an analysis based on the 
2022–2023 flu seasons, 68% of deaths from influenza were among adults 65 and older (CDC, 2024x). 

Td/Tdap vaccine 

There are three types of combination vaccines that protect against diphtheria, tetanus and pertussis (or 
whooping cough), including DTaP, Td and Tdap (CDC, 2024f). Tetanus results in painful muscle spasms 
that can cause fractures, difficulty breathing, arrhythmia and death (CDC, 2024g).   

Diphtheria can present as a respiratory or cutaneous disease (CDC, 2024h). Complications include 
myocarditis, which can lead to heart failure, and neuritis, which may temporarily paralyze motor nerves. 
Death occurs in 5%–10% of cases (CDC, 2024h).   

Pertussis, also known as whooping cough, is a respiratory infection characterized by a prolonged cough; it 
can spread easily and is transmitted via respiratory droplets from coughing or sneezing (CDC, 2024i).  

There were 267 tetanus cases and 13 deaths reported from 2013–2022; only 16 cases were among adults 
who had been fully vaccinated (CDC, 2024j). Adults 20 through 64 years of age make up 61% of reported 
cases (CDC, 2024j). Tetanus is more prevalent in other countries. In 2024, 25,149 cases of diphtheria were 
reported to the World Health Organization. In 2023, 24,782 cases were reported (WHO, n.d.).  

Pertussis is much more prevalent today than tetanus and diphtheria, even though vaccines offer protection 
against the disease. Before the vaccine was introduced in the 1940s, there were about 200,000 cases of 
pertussis annually (CDC, 2024k). Since widespread use of the vaccine, pertussis cases decreased by 75% 
but have been increasing since the 1980s, with 48,277 pertussis cases reported in 2012 (CDC, 2024k). 
Pertussis is usually milder in children, adolescents and adults than in infants and young children who may 
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not be fully immunized. Adults, adolescents or older school-age children are often found to be the source of 
infection for infants and children (CDC, 2024k).    

Herpes zoster vaccine 

The herpes zoster vaccine protects against herpes zoster, commonly known as shingles. Herpes zoster is a 
painful skin rash caused by reactivation of the varicella zoster virus (CDC, 2024l). After a person recovers 
from primary infection of varicella (chickenpox), the virus stays inactive in the body and can reactivate years 
later. Most people typically only have one episode of herpes zoster, but it can recur. People who are older 
and those with compromised immune systems are at higher risk of developing herpes zoster (CDC, 2024l).   

The most common complication of herpes zoster is post-herpetic neuralgia (PHN), severe, debilitating pain 
at the site of the rash that has no treatment or cure (CDC, 2024m). Herpes zoster can also lead to serious 
complications of the eye, pneumonia, hearing problems, encephalitis or death (CDC, 2024m). In the U.S., 
there are 1 million new cases of herpes zoster each year; 1 of every 3 people will be diagnosed with herpes 
zoster in their lifetime (CDC, 2024l). A person’s risk for developing herpes zoster increases sharply after age 
50 (CDC, 2024l). As people age, they are more likely to develop PHN; it rarely occurs in people under 40 
(CDC, 2024m).    

Between 1% and 4% of adults with herpes zoster are hospitalized for complications, and an estimated 96 
deaths each year are directly caused by the virus (CDC, 2024l). The vaccine can reduce the risk of 
developing herpes zoster and related complications (CDC, 2024l). 

Pneumococcal vaccine 

Vaccines protect against pneumococcal disease, which is a common cause of illness and death in older 
adults and in persons with certain underlying conditions (CDC, 2024o). The major clinical syndromes of 
pneumococcal disease include pneumonia, bacteremia and meningitis, with pneumonia being the most 
common (CDC, 2024n). Pneumonia symptoms generally include fever, chills, pleuritic chest pain, cough with 
sputum, dyspnea, tachypnea, hypoxia tachycardia, malaise and weakness (CDC, 2024n).  

Bacteremia, a blood infection, is a complication of pneumococcal disease (CDC, 2024n). Bacteremia has a 
20% mortality rate among all adults, and up to a 60% mortality rate among older adults (CDC, 2024n). 

Pneumococcal disease can also cause meningitis (CDC, 2024n). Meningitis symptoms may include 
headache, lethargy, vomiting, irritability, fever, nuchal rigidity, cranial nerve signs, seizures and coma. 
Meningitis has a 22% mortality rate among adults (CDC, 2024n). 

Hepatitis B vaccine 

The hepatitis B vaccine protects against hepatitis B, a liver disease that causes illness in varying degrees of 
severity (CDC, 2023a). Acute hepatitis B is characterized by fever, fatigue, loss of appetite, jaundice and 
body pains (CDC, 2023a). Those with chronic hepatitis B are often asymptomatic, with threats of cirrhosis, 
liver cancer and death (CDC, 2023a).  

In 2023, there were 2,214 new cases of acute hepatitis B, but since many people may be asymptomatic, this 
number was estimated to be about 14,400 acute cases (CDC, 2023b). In 2023, there were also 17,650 
cases of newly reported chronic hepatitis B (CDC, 2023b). Also in 2023, 1,769 hepatitis-B related deaths 
were reported (CDC, 2023b). Adults aged 40-59 years made up 48% of acute cases, and adults aged 30-49 
made up 46% of chronic cases in 2023 (CDC, 2023b). 

COVID-19 

COVID-19 infection can lead to severe illness and death when left untreated (CDC, 2024p). Infection with 
the disease is characterized by symptoms related to the nose, throat, lungs and muscles (CDC, 2024q). 
COVID-19 is spread person-to-person by droplets made when those infected with COVID-19 come into 
close contact with others (CDC, 2024r). Adults over age 65 and people with underlying medical conditions or 
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comorbidities are at highest risk (CDC, 2024s). For the 2024-2025 COVID-19 season, people 65 years of 
age and older had a cumulative hospitalization rate of 386.8 per 100,000 people (CDC, 2025b). Further, 
trends show people 75 years and older have higher rates of death compared to those younger than 75 years 
of age (CDC, 2024t).  

As of June 1, 2024, nearly 1.2 million people have died of COVID-19 in the U.S. (CDC, 2024r). At the end of 
2022, it was estimated that COVID-19 vaccines prevented 18.5 million hospitalizations and 3.2 million 
deaths in the United States (Regan et al., 2023).   

Financial 
importance and 
cost-
effectiveness 

Influenza vaccine 

Influenza is an important cause of outpatient medical visits and worker 
absenteeism among adults. The average annual burden of seasonal 
influenza is estimated to include approximately 9.3–41 million illnesses, 
120,000–710,000 hospitalizations and 6,300–52,000 deaths (CDC, 2024e). 
A 2023 study estimated that the incremental cost-effectiveness ratio of the 
influenza vaccine was less than $95,000 per quality-adjusted life year 
(QALY) for all age and risk groups except for non-high risk adults 18–49 
(Kim DeLuca, 2023).  

Tdap/Td vaccine 

Administering the Tdap vaccine to adults helps prevent the spread of 
pertussis to infants and prevents hospitalizations. Because of a rise in 
pertussis over decades in the U.S., studies have evaluated the cost-
effectiveness of providing Tdap immunizations to adults.  

One study found that that incremental cost-effectiveness ratio of vaccinating 
adults 19–85 with one Tdap dose ranged from $248,000 to $900,000 per 
QALY (Cho et al., 2020). A systematic review found that, out of 11 studies 
evaluating cost-effectiveness of adult Tdap vaccination programs across 
several countries, 6 were considered cost-effective and 2 were considered 
cost-saving (Fernandes et al., 2019). 

Herpes zoster vaccine 

In 2015, a systematic literature review estimated that total medical costs in 
the U.S. from zoster were $2.4 billion (Harvey et al., 2020). A CDC study 
estimated that vaccination with the recombinant zoster vaccine, compared 
with no vaccination, cost $31,000 per QALY, on average, for 
immunocompetent adults 50 and older. The number of people needed to be 
vaccinated with the recombinant zoster vaccine to prevent one case of 
zoster ranged from 11–17, and to prevent one case of PHN, ranged from 
70–187 (Dooling et al., 2018). A study of the cost-effectiveness of the live 
herpes zoster vaccine among people 50 and older found that vaccination at 
age 60 would prevent the most cases (103,603 cases per 1 million people) 
(Curran et al., 2018). 

Pneumococcal vaccine 

Pneumococcal infections result in significant health care costs each year. 
Adult patients with pneumonia require hospitalization in nearly 10% of cases. 
(Isturiz et al., 2021). The annual aggregate burden for the fee-for-service 
Medicare population is approximately $13 billion (Brown et al., 2018).   
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Pneumococcal vaccines have been shown to be highly effective in 
preventing invasive pneumococcal disease. When comparing costs, 
outcomes and QALY, immunization with recommended pneumococcal 
vaccines was found to be economically efficient. In one study comparing all 
adults 65 and older, cost-effectiveness estimates ranged from $209,000–
$544,000 per QALY gained for use of PCV20 alone, and from $531,000–
$676,000 per QALY gained for use of PCV15 in series with PPSV23 (Smith 
et al., 2021). 

Hepatitis B vaccine 

With over 800,000 cases of chronic hepatitis B, vaccination against this 
disease will reduce burden and preserve medical resources. A National 
Center for HIV, Hepatitis, STD, and TB Prevention Epidemiologic and 
Economic Modeling Agreements study showed that universal vaccination 
against hepatitis B with the 3-dose series in adults reduces acute cases by 
about 25% and about 23% of hepatitis-B related deaths. This is 
approximately $152,722 per QALY gained (CDC, 2024u). Results were 
similar with the 2-dose strategy. The study also showed cost-effectiveness of 
$152,722 for the 3-dose strategy and $155,429 for the 2-dose strategy 
(CDC, 2024u). 

COVID-19 vaccine 

Administration of the COVID-19 vaccine can decrease overall health care 
costs by preventing severe disease and hospitalization. For the 2023-2024 
formulation of the updated COVID-19 vaccine, vaccination was shown to be 
cost-effective. For adults 18-49 years of age, the incremental cost-
effectiveness ratio for the updated COVID-19 vaccine was estimated to be 
$115,599 per quality-adjusted life year (QALY). For adults 50-64 years of 
age, the incremental cost-effectiveness ratio of the updated vaccine was 
estimated to be $25,787 per QALY. For adults 65 years and older, a dose of 
the vaccine was found to be cost saving (Regan et al., 2023). For the 2024-
2025 formulation, preliminary estimates of incremental cost-effectiveness 
ratios provide a societal perspective of $212,225 per QALY for 18-49 years, 
$113,248 per QALY for 50-64 years and $23,308 per QALY for people 65 
and older (University of Michigan, 2024). 

Supporting Evidence 

Age for vaccine 
administration  

Influenza vaccine 

ACIP recommends routine annual influenza vaccination for all people 6 
months of age and older (Grohskopf et al., 2025). For people 19 years and 
older, any age-appropriate inactivated influenza vaccine (IIV) formulation or 
recombinant influenza vaccine (RIV) formulation are acceptable options. 
Vaccination should ideally be offered during September or October; however, 
vaccination efforts should continue throughout flu season (Grohskopf et al., 
2025). People who have a history of severe allergic reaction (e.g., 
anaphylaxis) to any component of the vaccine should not receive the influenza 
vaccine (CDC, 2024a). 

AAFP also recommends routine annual influenza vaccination for all people 6 
months of age and older (AAFP, 2025). For people 19 years or older, AAFP 
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recommends that they receive 1 dose of any influenza vaccine appropriate for 
their age and health status annually (AAFP, 2025).  

Tdap/Td vaccine 

ACIP recommends that regardless of the interval since their last tetanus or 
diphtheria toxoid–containing vaccine, persons aged 19 and older who have 
never received a dose of Tdap should receive one dose. To ensure continued 
protection against tetanus and diphtheria, booster doses of either Td or Tdap 
should be administered every 10 years throughout life (Havers et al., 2020). 
Pregnant women should receive a dose of Tdap during each pregnancy, 
irrespective of a history of receiving Tdap. Tdap should be administered at 27–
36 weeks’ gestation, preferably during the earlier part of this period, although it 
may be administered at any time during pregnancy.  

For women not previously vaccinated with Tdap, if not administered during 
pregnancy, it should be administered immediately postpartum (Havers et al., 
2020). People who have a history of severe allergic reaction (e.g., 
anaphylaxis) to any component of the Tdap or Td vaccine should not receive it. 
Tdap is contraindicated for adults with a history of encephalopathy (e.g., coma 
or prolonged seizures) not attributable to an identifiable cause within 7 days of 
administration of a vaccine with pertussis components (CDC, 2024v). 

AAFP also recommends 1 dose of Tdap for each pregnancy, 1 dose of 
Td/Tdap for wound management and 1 dose of Td or Tdap as a booster every 
10 years after initial Tdap dose for those 19 years and older (AAFP, 2025). 

Herpes zoster vaccine 

One type of zoster vaccine is currently recommended for older adults: the 
recombinant zoster vaccine (RZV). In October 2017, the FDA approved the 
RZV for adults 50 and older. In January 2018, ACIP published a guideline 
recommending RZV for immunocompetent adults 50 and older, irrespective of 
prior receipt of varicella vaccine or ZVL (Dooling et al., 2018). In July 2021, the 
FDA expanded the indication to include immunodeficient or 
immunosuppressed adults. In October 2021, ACIP published a guideline 
recommending two RZV doses for prevention of herpes zoster and related 
complications in immunodeficient or immunosuppressed adults ≥19 years 
(Anderson et al., 2022). 

AAFP also recommends the 2-dose recombinant vaccine series 2-6 months 
apart for adults 50 years and older regardless of previous herpes zoster or 
history of zoster live vaccine vaccination (AAFP, 2025).    

Pneumococcal vaccine 

In 2021, two new pneumococcal vaccines were licensed for use in the U.S.: 
the 15-valent pneumococcal conjugate vaccine (PCV15) and the 20-valent 
pneumococcal conjugate vaccine (PCV20). Both include additional serotypes 
and therefore provide better coverage against pneumococcal disease than the 
13-valent pneumococcal conjugate vaccine (PCV13) or 23-valent
pneumococcal polysaccharide vaccine (PPSV23). In October 2021, ACIP
approved new recommendations for pneumococcal disease, stating that a
dose of the newer pneumococcal conjugate vaccine (either PCV20 or PCV15)
is beneficial for immunocompetent adults 65 and older, and for adults 19–64
with certain underlying medical conditions or risk factors, given that both
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populations account for over 90% of invasive pneumococcal disease cases in 
the U.S.1 (Kobayashi et al., 2023).2 In 2025, the ACIP recommended that all 
adults 50 and older be vaccinated with pneumococcal conjugate vaccines 
(Kobayashi et al., 2025). AAFP also recommends pneumococcal vaccination 
for adults 50 and older (AAFP, 2025). 

Hepatitis B vaccine 

ACIP recommends universal HepB vaccination for adults 19–59 years and 
adults aged 60 years and older with risk factors for HepB. Adults 60 years and 
older without known risk factors for HepB may also receive HepB vaccines 
(Weng et al. 2022). ACIP also states that persons who have completed a 
HepB vaccination series at any point, or who have a history of HBV infection, 
should not receive additional HepB vaccination, although there is no evidence 
that receiving additional vaccine doses is harmful (Weng et al., 2022), stating 
that providers should only accept dated records as evidence of HepB 
vaccination. 

Additionally, in settings where the patient population has a high rate of 
previous HBV infection, prevaccination testing, which may be performed 
concomitantly with administration of the first dose of vaccine, might reduce 
costs by avoiding complete vaccination of persons who are already immune. 
Prevaccination testing consists of testing for HBsAg, antibody to HBsAg (anti-
HBs), and antibody to hepatitis B core antigen (anti-HBc). The presence of 
HBsAg indicates current HBV infection. The presence of anti-HBs is generally 
interpreted as indicating immunity, either from HepB vaccination after a 
complete series or after recovery from HBV infection. The presence of total 
anti-HBc indicates previous or ongoing infection with HBV (Weng et al. 2022).  
There are five approved HepB vaccines for adults 19–59; the recommended 
dosage and schedule varies (Murthy et al., 2024):  

• Two-dose series only applies when 2 doses of Heplisav-B are used at 
least 4 weeks apart. 

• Three-dose series of Engerix-B, PreHevbrio or RecombivaxHB at 0, 1 
and 6 months (minimum intervals: dose 1 to dose 2, 4 weeks; dose 2 to 
dose 3, 8 weeks; dose 1 to dose 3, 16 weeks). 

• Three-dose series of HepA–HepB (Twinrix) standard schedule at 0, 1 
and 6 months (minimum intervals: dose 1 to dose 2, 4 weeks; dose 2 to 
dose 3, 5 months). 

• Four-dose series HepA–HepB (Twinrix) accelerated schedule of 3 doses 
at 0, 7 and 21–30 days, followed by a booster dose at 12 months.  

Special situations: Patients on dialysis should complete a 3- or 4-dose series: 
• Three-dose series of RecombivaxHB at 0, 1 and 6 months. 
• Four-dose series of Engerix-B at 0, 1, 2 and 6 months. 

AAFP also recommends hepatitis B vaccination using the 2-, 3- or 4-dose 
series for those 19 years to 59 years (AAFP, 2025). 

1 Includes alcoholism, chronic heart/liver/lung disease, cigarette smoking, diabetes mellitus, chronic renal failure, nephrotic syndrome, 
immunodeficiency, iatrogenic immunosuppression, generalized malignancy, human immunodeficiency virus, Hodgkin disease, leukemia, 
lymphoma, multiple myeloma, solid organ transplants, congenital or acquired asplenia, sickle cell disease or other hemoglobinopathies, CSF 
leak or cochlear implant. 

2 ACIP includes additional guidance on dosing and timing based on receipt of previous vaccinations at: 
https://www.cdc.gov/vaccines/schedules/hcp/imz/adult.html#note-pneumo 
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COVID-19 vaccine 

In 2023, ACIP began recommending annual COVID-19 vaccination for all 
people 6 months of age and older. In October 2023, ACIP recommended 
vaccination with the updated 2023-2024 formulation of the COVID-19 vaccine 
for all persons aged 6 months and older (Regan et al., 2023). In April 2024, 
ACIP recommended that all people 65 years and older receive an additional 
dose of the updated 2023-2024 COVID-19 vaccine (Panagiotakopoulos et al., 
2024a). In June 2024, ACIP recommended the updated 2024-2025 COVID-19 
vaccine for all people 6 months of age or older whether or not they have ever 
previously been vaccinated with a COVID-19 vaccine (Panagiotakopoulos et 
al., 2024b). In October 2024, ACIP recommended all persons aged 65 years 
and older and immunocompromised persons aged 6 months-64 years of age 
receive a second dose of the COVID-19 vaccine (Roper et al., 2024). Most 
recently, in September 2025, ACIP recommended all persons 65 and older 
receive 2 or more doses of the 2025-2026 COVID-19 vaccine using shared 
clinical decision-making (CDC, 2025c).  

AAFP also recommends routine vaccination for all adults 19 and older. They 
also recommend that adults 65 and older receive 2 or more doses of the 2025-
2026 vaccine (AAFP, 2025). 

Health care 
disparities 

There are racial and ethnic disparities in adult vaccination coverage. The 2022 
NHIS survey found that White adults 65 and older had higher pneumococcal 
vaccination coverage rates (69.1%) than Black (53.5%), Hispanic (41.7%) and 
Asian (50.2%) adults 65 and older (Hung et al., 2024). Further, White adults 50 
and older reported higher herpes zoster vaccination coverage rates than 
Black, Hispanic and Asian adults 50 and over. Similar trends were seen for 
adults 60 and older who reported receiving a herpes zoster vaccine (Hung et 
al., 2024). Lastly, White adults had higher coverage of any tetanus toxoid-
containing vaccination compared with Black, Hispanic and Asian adults. Tdap 
coverage showed similar trends with White adults 19 and older reporting 
higher coverage rates (32.6%) than Black (17.8%), Hispanic (21.2%) and 
Asian (28.9%) adults (Hung et al., 2024). The 2021 NHIS survey also found 
that White 19–49-year-olds were more likely to have received the HepB 
vaccine (48%) than Black (34%) and Hispanic (38%) adults, but less likely than 
Asian adults (54%) (Hung et al., 2023). White 30–59-year-olds were more 
likely to have received the HepB vaccine (38%) than Black (31%) and Hispanic 
(32%) adults, but less likely than Asian adults (47%) (Hung et al., 2023).  

Vaccination coverage also varies by age for influenza. In the 2023–2024 
influenza season the overall vaccination rate among adults was 45%; 33% of 
adults 18–49 reported receiving the flu vaccine, compared with 46% of adults 
50–64 and 70% of adults 65 and older (CDC, 2024w). However, compared to 
the 2021–2022 influenza season, adult influenza vaccination coverage was 
lower for adults 65 and older than for adults 19–64 in the 2022–2023 season 
(CDC, 2024w). 

There are also geographical and racial-ethnic disparities in adult HepB 
infection rates. In 2023, Florida, West Virginia, Kentucky, Maine and 
Tennessee had the highest rates of acute hepatitis B compared to the 
nationwide average (CDC, 2023b). Non-Hispanic Black adults had the highest 
rates of acute hepatitis B in 2023 (CDC, 2023b). The rate of newly reported 
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chronic hepatitis B cases was highest among non-Hispanic Asian/Pacific 
Islanders in 2023 (CDC, 2023b). 

Gaps in care Healthy People 2030, which provides science-based, 10-year national 
objectives for improving the health of all Americans, has established goals for 
routinely recommended adult vaccinations (U.S. Department of Health and 
Human Services, 2022): 

• Reduce the rate of deaths with hepatitis B as a cause.
• Reduce the rate of acute hepatitis B.
• Reduce the rate of hepatitis A.
• Increase the proportion of adults age 19 years or older who get

recommended vaccines.
• Increase the proportion of people who get the flu vaccine every year.

Estimates of national vaccination coverage are available through the National 
Health Interview Survey (NHIS), in which a sample of adults self-report receipt 
of vaccines. Data from 2021 indicate that: 

• 49% of adults 19 and older reported receiving the influenza vaccine
(Hung et al., 2024).

• 59% of adults 19 and older reported having received any tetanus toxoid-
containing vaccination in the past 10 years, and 29% reported receiving
the Tdap vaccine (Hung et al., 2024).

• 36% of adults 50 and older reported receiving one or more doses of any
type of herpes zoster vaccine (Hung et al., 2024).

• 64% of adults 65 and older reported receiving one or more doses of any
type of pneumococcal vaccine (Hung et al., 2024).

Additionally, NHIS data from 2021 found that 34% of adults 19 and older 
reported receiving the hepatitis B vaccines (Hung et al., 2023). Further, as of 
May 2023, 81% of the U.S. population have received at least one dose of any 
of the COVID-19 vaccines (USA Facts, 2023). More recent estimates of 
national vaccination coverage are available through the National Center for 
Immunization and Respiratory Diseases and show that for the 2024-2025 
season, 23% of adults received an updated 2024-2025 COVID-19 vaccine 
(CDC, 2025a).   

Barriers to adult vaccination in general include provider and patient lack of 
knowledge and awareness of the importance of vaccines, missed opportunities 
for vaccination and operational and systemic barriers (e.g., cost, lack of access 
to immunization records) (Chadi et al., 2023; Eiden et al., 2022; Kilich et al., 
2020; Kolobova et al., 2022; Wang et al., 2023). Having health insurance 
coverage is also associated with higher vaccination coverage (Chadi et al., 
2023; Kolobova et al., 2022). There are some unique barriers to COVID-19 
vaccination. For example, one study found that one of the most quoted 
reasons for hesitancy towards COVID-19 vaccination is due to how fast the 
vaccines were developed and subsequently brought to market (Nawas et al., 
2023). The same article also found that hesitancy is also related to a lack of 
understanding regarding the ingredients of the COVID-19 vaccines and how it 
works (Nawas et al., 2023). Some articles also cited politically motived 
skepticism towards the COVID-19 vaccine as a major barrier to vaccine uptake 
(Kuehn et al., 2022; Nawas et al., 2023). 
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There are evidence-based practices for improving adult vaccination coverage. 
Health care providers should routinely assess patients’ vaccination history, 
offer needed vaccines to adults or refer patients to a provider who can 
administer the vaccine and document vaccinations received by their patients in 
an immunization information system (Lu et al., 2021). In addition, providing 
easy access and convenience for adult vaccination in and outside the health 
care setting is important for increasing equitable adult vaccine uptake (Kaiser 
Family Foundation 2020). Influenza vaccines are commonly offered at retail 
pharmacies; offering other types of adult vaccines at retail pharmacies could 
potentially increase uptake (Murray et al., 2021). For COVID-19 vaccination 
specifically, one of the major strategies to overcoming barriers was educating 
patients on the safety and efficacy of COVID-19 vaccination (Nawas et al., 
2023). Sharing immunization related information between providers, health 
systems, public health agencies and patients is required to increase 
vaccination coverage and ensure high-quality data to inform clinical and public 
health interventions (Scharf et al., 2021). Leveraging health information 
technology, such as immunization information systems, is important for 
targeting and monitoring immunization program activities and providing clinical 
decision support at the point of care (Scharf et al., 2021). 

Digital Considerations 

As part of NCQA’s strategic transition to a fully digital quality measurement portfolio, we conduct a feasibility 
assessment to inform eventual digital measure implementation. The assessment evaluates the measure’s 
intent and associated clinical concepts within a digital framework.    

The updates being considered for this measure reevaluation do not impact digital feasibility. Therefore, an 
assessment is not included.   
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HEDIS Health Plan Performance Rates: Adult Immunization Status (AIS-E) Pneumococcal Indicator 

This report only presents data for the pneumococcal indicator, as no other indicators have proposed updates. 

Starting in Measurement Year 2023, all product lines report for each indicator and stratify by age (see table below). 

Indicator Commercial, Medicaid and Medicare 

Influenza 
19-65

66 and older 
Total 

Td/Tdap 
19-65

66 and older 
Total 

Zoster 
50-65

66 and older 
Total 

Pneumococcal 66 and older (Tables 1, 2 and 3) 

Pneumococcal Immunization Indicator 

Table 1. HEDIS AIS-E Pneumococcal Indicator Performance—Commercial Plans, Ages 66+ 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2024* 398 377 (94.7) 54.5 14.5 33.8 43.6 55.8 65.3 72.4 
2023 420 401 (95.5) 50.8 16.2 28.9 37.6 51.8 64.1 71.4 

*For 2024 the average denominator across plans was 6,509.7 individuals, with a standard deviation of 10,907.9.

Table 2. HEDIS AIS-E Pneumococcal Indicator Performance—Medicaid Plans, Ages 66+ 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2024* 276 188 (68.1) 50.8 17.0 28.8 40.7 51.8 62.9 71.9 
2023 278 182 (65.5) 45.7 17.1 21.0 35.1 44.4 58.2 68.1 

*For 2024 the average denominator across plans was 5,842.8 individuals, with a standard deviation of 9,543.8.
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Table 3. HEDIS AIS-E Pneumococcal Indicator Performance—Medicare Plans, Ages 66+ 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2024* 700 668 (95.4) 50.4 23.8 12.9 33.0 55.0 69.1 79.1 
2023 760 713 (93.8) 44.0 23.2 11.8 26.4 43.9 62.2 75.5 

*For 2024 the average denominator across plans was 37,161.2 individuals, with a standard deviation of 140,253.7.
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Proposed Changes to Existing Measure for HEDIS®1 MY 2027: 
Emergency Department Utilization (EDU) 

NCQA seeks comments on proposed modifications to the Emergency Department Utilization (EDU) 
measure.  

The EDU measure assesses the risk-adjusted ratio of observed-to-expected (O/E) emergency department 
(ED) visits for members 18 years of age and older. The measure is currently separately specified for the 
commercial and Medicare product lines and for different age strata (commercial members 18+, Medicare 
members 18–64, Medicare members 65+). NCQA seeks to expand this measure into the Medicaid product 
line for members 18–64 years of age. This initiative was motivated by NCQA’s commitment to improving 
quality across diverse populations.   

To examine ED utilization in this population, NCQA tested the concept using 2023-2024 Medicaid 
administrative claims data using the Merative™ MarketScan® Research Database.2 Testing demonstrated 
that the measure can be feasibly reported by health plans with a sufficient denominator size for HEDIS 
reporting for the Medicaid product line. After evaluating the distribution of events and considering trends in 
utilization, the outlier definition for the Medicaid product line will be set at 9 or more ED visits. This 
represents approximately 0.7% of Medicaid members excluded as outliers, which is a similar rate to other 
product lines and measures. After excluding outliers, the average observed rate of ED visits across Medicaid 
plans was 597.7 events per 1,000 beneficiaries. 

NCQA developed and tested a two-part risk adjustment model for this measure that adjusts for variables 
such as age, gender and clinical conditions (using the CMS Hierarchical Condition Categories [HCC]). 
Testing demonstrated that risk adjustment models for the Medicaid 18–64 population performed adequately 
and were calibrated well. Across the testing population, the O/E ratio was 1.01 (95% confidence interval: 
1.01, 1.02). Table 1 contains the distribution of plan-level O/E ratios. The mean plan-level O/E ratio was 
0.94. Poor-performing plans in the 90th percentile had 36% more ED visits than expected (O/E ratio: 1.36); 
high-performing plans in the 10th percentile had 58% fewer ED visits than expected (O/E ratio: 0.42). Note 
that while the plan-level O/E is slightly lower than 1 (expected for performance on average), the population 
level O/E is very close to 1, suggesting that the model is well calibrated. 

Table 1. Distribution of EDU Measure O/E Ratios Across Medicaid Plans 

Age 
Group 

N of 
Plans* Mean  

Percentile O/E Ratio 
Min  10th  25th  50th  75th  90th  Max 

18-64 48 0.94 0.07 0.42 0.75 1.01 1.20 1.36 1.59 
*Includes plans that meet the minimum denominator size of 150 members.
O/E interpretation: 1 = as expected, <1 = better than expected, >1 = worse than expected.

Advisory panels expressed overall support for expanding this measure to the Medicaid product line. 

NCQA seeks general feedback on proposed changes and specific feedback on whether you support 
publishing this measure for the Medicaid product line. 

Supporting documents include the current measure specification and evidence workup. 

NCQA acknowledges the contributions of the Technical and Utilization Measurement Advisory Panels. 

1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2Data for this analysis was obtained from the Merative™ MarketScan® Research Database. The data assets contain de-identified 
administrative claims and other data elements, representing a diverse mixture of ages, ethnicities and geographical regions across the United 
States. The claims data includes medical and pharmacy claims, laboratory results and enrollment records for commercial, Medicare 
Advantage, and Medicaid enrollees. Study data were accessed using techniques compliant with the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) and, because this study involved analysis of pre-existing, de-identified data, it was exempt from 
Institutional Review Board approval.
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Measure title Emergency Department Utilization Measure ID EDU 

Description For people 18 years of age and older, the risk-adjusted ratio of observed-to-
expected emergency department (ED) visits during the measurement period.  

Measurement 
period 

January 1–December 31. 

Copyright and 
disclaimer notice 

Refer to the complete copyright and disclaimer information at the front of the 
publication.  
NCQA website: www.ncqa.org. 
Submit policy clarification support questions via My NCQA 
(https://my.ncqa.org). 

Clinical 
recommendation 
statement/ 
rationale 

Each year, approximately 1 out of 5 U.S. adults uses the ED for health care, 
and utilization rates have trended upward in recent years. Studies have 
estimated that up to 60% of all ED visits are potentially preventable or 
nonurgent, leading to overcrowding, increased wait times and reduction in the 
ability of hospital staff to provide efficient, quality care to patients with truly 
emergent conditions. To reduce avoidable ED visits, payers can provide 
appropriate disease management services, access to primary care clinics and 
care coordination.

Citations Gindi, R.M., L.I. Black, & R.A. Cohen. 2016. “Reasons for Emergency Room 
Use among U.S. Adults Aged 18–64: National Health Interview Survey, 2013–
2014.” National Health Statistics Reports; No 90. Hyattsville, MD: National 
Center for Health Statistics. 

Sun, R., Z. Karaca, & S. Wong. 2018. “Trends in Hospital Emergency 
Department Visits by Age and Payer, 2006–2015.” HCUP Statistical Brief #238. 
Agency for Healthcare Research and Quality: Rockville, MD.  
https://www.hcup-us.ahrq.gov/reports/statbriefs/sb238-Emergency-
Department-Age-Payer-2006-2015.pdf  

Hu, T., K. Mortensen, & J. Chen. 2018. “Medicaid Managed Care in Florida and 
Racial and Ethnic Disparities in Preventable Emergency Department Visits.” 
Medical Care 56: 477–83. 

Johnson, P.J., N. Ghildayal, A.C. Ward, B.C. Westgard, L.L. Boland, & J.S. 
Hokanson. 2012. “Disparities in Potentially Avoidable Emergency Department 
(ED) Care: ED Visits for Ambulatory Care Sensitive Conditions.” Medical Care 
50(12):1020–8. 

Characteristics 

Scoring Ratio. 

Product lines • Commercial.

• Medicaid.
• Medicare.
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Stratifications  Ages as of the last day of the measurement period for Medicaid. 
• 18–44 years.
• 45–54 years.
• 55–64 years.

Ages as of the last day of the measurement period for commercial and 
Medicare. 

• 18–44 years.
• 45–54 years.
• 55–64 years.
• 65–74 years.
• 75–84 years.
• 18–64 years.
• 65+ years.
• 85+ years.

Guidance Programming Guidance  
Dual enrollment: Persons with dual commercial/Medicaid enrollment may only 
be reported in the commercial product line. Persons with dual Medicaid and 
Medicare enrollment may only be reported in the Medicare product line. Dual 
enrollment is assessed after the continuous enrollment criteria are applied. To 
meet criteria for dual enrollment, persons must have dual enrollment at the end 
of the continuous enrollment period.  
Risk Adjustment Measure Specific Guidance 
Observation stays: For observation stays (Observation Stay Value Set) that 
do not have a recorded admission or discharge date, set the admission date to 
the earliest date of service on the claim and set the discharge date to the last 
date of service on the claim.  
Which services count? 
• Use all paid, suspended, pending and denied claims when applying risk

adjustment comorbidity category determination and the hospice exclusion.
• Do not include denied claims when identifying all other events (e.g.,

observed events); only report claims the organization paid for or expects to
pay for (i.e., claims incurred but not paid), with the exception below.

• When confirming that an ED visit does not result in an inpatient or
observation stay, all inpatient and observation stays must be considered,
regardless of payment status (paid, suspended, pending, denied).
For example, if an ED visit is paid but an inpatient stay is denied, the ED visit
resulted in an inpatient stay and is not included in the Emergency
Department Utilization measure when identifying observed ED visits.

Supplemental data exceptions: Supplemental data may only be used for the 
hospice exclusion. 
Transfers:  
• Treat transfers between institutions as separate admissions.
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• Base transfer reports within an institution on the type and level of services
provided.

• Report separate admissions when the transfer is between acute and
nonacute levels of service or between mental health/chemical dependency
services and non-mental health/chemical dependency services.

• Count only one admission when the transfer takes place within the same
service category, but to a different level of care (e.g., from intensive care to a
lesser level of care; from a lesser level of care to intensive care).

Risk adjustment: Organizations may not use risk assessment protocols to 
supplement diagnoses for calculation of the risk adjustment scores for these 
measures. The measurement model was developed and tested using only 
claims-based diagnoses; diagnoses from additional data sources would affect 
the validity of the models as they are currently implemented in the specification. 

General Rules 
Data collection methodology: Administrative. Refer to General Guideline: 
Data Collection Methods for additional information.  

Date specificity: Dates must be specific enough to determine the event 
occurred in the period being measured.  

Improvement notation: To interpret the ratio as better or worse than 
expected, the ratio must be calibrated. Organizations can calibrate ratios by 
dividing individual organization ratios or national percentiles by the national 
average ratio. Organizations may be more successful at achieving fewer ED 
visits than expected, given the types of cases treated by the organization 
(calibrated ratio with a value <1.0), or may be less successful (calibrated ratio 
with a value >1.0). 

Definitions 

Outlier Medicare enrollees 18–64 years of age with six or more ED visits in the 
measurement period. 

Medicare enrollees 65 years of age and older with four or more ED visits in the 
measurement period. 

Commercial enrollees 18 years of age and older with four or more ED visits in 
the measurement period. 

Medicaid enrollees 18-64 years of age with nine or more ED visits in the 
measurement period. 

Nonoutlier Medicare enrollees 18–64 years of age with five or fewer ED visits during the 
measurement period. 

Medicare enrollees 65 years of age and older with three or fewer ED visits 
during the measurement period. 

Commercial enrollees 18 years of age and older with three or fewer ED visits 
during the measurement period. 

Medicaid enrollees 18-64 years of age with eight or fewer ED visits during the 
measurement period. 
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PPV Predicted probability of a visit. The predicted probability of a person having an 
ED visit in the measurement period. 

PUCV Predicted unconditional count of visits. The unconditional count of ED visits 
during the measurement period. 

Initial population Measure item count: Person. 

Attribution basis: Enrollment. 
• Benefits: Medical. 
• Continuous enrollment: The measurement period and the year prior to 

the measurement period. 
• Allowable gap: No more than one gap of ≤45 days during each year of 

continuous enrollment. No gaps on the last day of the measurement 
period. 

Ages:  

• Commercial and Medicare: 18 years of age and older as of the last day 
of the measurement period.  

• Medicaid: 18–64 years of age as of the last day of the measurement 
period.  

18 years of age and older as of the last day of the measurement period.  

Gender/sex criteria: 
• Administrative Gender of Female (AdministrativeGender code female). 
• Administrative Gender of Male (AdministrativeGender code male). 

Exclusion: Episodes for persons in hospice or using hospice services. 
Persons who use hospice services (Hospice Encounter Value Set; Hospice 
Intervention Value Set) or elect to use a hospice benefit any time during the 
measurement period. Organizations that use the Monthly Membership Detail 
Data File to identify these persons must use only the run date of the file. 

Measure 
observation 

Calculation of Observed Events 
Step 1. Count each visit to an ED once, regardless of the intensity or duration 
of the visit. Count multiple ED visits on the same date of service as one visit. 
Identify all ED visits during the measurement period using either of the 
following:  

• An ED Visit (ED Value Set). 
• A procedure code (ED Procedure Code Value Set) with an ED place of 

service code (POS code 23). 

Do not include ED visits that result in an inpatient stay (Inpatient Stay Value 
Set) or an observation stay (Observation Stay Value Set). 

Step 2. Exclude encounters with any of the following: 
• A principal diagnosis of mental health or chemical dependency (Mental 

and Behavioral Disorders Value Set). 
• Psychiatry (Psychiatry Value Set).  
• Electroconvulsive therapy (Electroconvulsive Therapy Value Set). 
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Step 3. For the remaining ED visits, calculate the number of visits per person 
and remove visits for outlier persons. Report these persons as outliers. 

Step 4. Calculate the total using all ED visits identified after completing steps 
1–3. Assign each remaining ED visit to an age and stratification category using 
the reporting instructions below. 

Risk adjustment 
factors 

Risk Adjustment Determination 
For each person among nonoutliers, identify risk adjustment weights based on 
comorbidity, age and gender. Weights are specific to product line (Medicare 
Under 65, Medicare 65 Plus,  and commercial, Medicaid). Refer to the 
reporting indicator column in the risk adjustment tables to ensure that weights 
are linked appropriately.   
Comorbidities: 
Step 1. Identify all diagnoses for encounters during the year prior to the 
measurement period. Include the following when identifying encounters: 

• Outpatient visits, ED visits, telephone visits, nonacute inpatient
encounters and acute inpatient encounters (Outpatient, ED, Telephone,
Acute Inpatient and Nonacute Inpatient Value Set) with a date of service
during the year prior to the measurement period. 

• Acute and nonacute inpatient discharges (Inpatient Stay Value Set) with
a discharge date during the year prior to the measurement period.

Step 2. Assign each diagnosis to one or more comorbid Clinical Condition (CC) 
category using Table CC—Mapping in the Risk Adjustment Shared Tables. If 
the code appears more than once in Table CC—Mapping, it is assigned to 
multiple CCs. 
Exclude all diagnoses that cannot be assigned to a comorbid CC category. For 
persons with no qualifying diagnoses from face-to-face encounters, skip to Risk 
Adjustment Calculation. 

All digits must match exactly when mapping diagnosis codes to the comorbid 
CCs. 

Step 3. Determine HCCs for each comorbid CC identified. Refer to Table 
HCC—Rank. 

For each person’s comorbid CC list, match the comorbid CC code to the 
comorbid CC code in the table, and assign: 

• The ranking group.
• The rank.
• The HCC.

For comorbid CCs that do not match to Table HCC—Rank, use the comorbid 
CC as the HCC and assign a rank of 1. One comorbid CC can map to multiple 
HCCs; each HCC can have one or more comorbid CCs. 

Step 4. Assess each ranking group separately and select only the highest 
ranked HCC in each ranking group using the “Rank” column (1 is the highest 
rank possible).  
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Drop all other HCCs in each ranking group, and de-duplicate the HCC list if 
necessary. 

• For example, assume a person with the following comorbid CCs: CC-85, 
CC-17 and CC-19 (assume no other CCs).  
– CC-85 does not have a map to the ranking table and becomes  

HCC-85. 
– HCC-17 and HCC-19 are part of Diabetes Ranking Group 1. Because 

CC-17 is ranked higher than CC-19 in Ranking Group Diabetes 1, the 
comorbidity is assigned as HCC-17 for Ranking Group 1.  

The final comorbidities for this person are HCC-17 and HCC-85. 
Table HCC—Rank 

Ranking 
Group CC Description Rank HCC 

NA CC-85 Congestive Heart Failure NA HCC-85 

Diabetes 1  

CC-17 Diabetes With Acute Complications  1 HCC-17 

CC-18 Diabetes With Chronic Complications  2 HCC-18 

CC-19 Diabetes Without Complications  3 HCC-19 

 

Step 5. Identify combination HCCs listed in Table HCC—Comb.  

Some combinations suggest a greater amount of risk when observed together. 
For example, when diabetes and CHF are present, an increased amount of risk 
is evident. Additional HCCs are selected to account for these relationships.  

Compare each person’s list of unique HCCs to those in the Comorbid HCC 
columns in Table HCC—Comb and assign any additional HCC conditions. 

If there are overlapping combinations, use both sets of combinations. Based on 
the combinations, a person can have none, one or more of these added HCCs. 

• For example, for a person with comorbidities HCC-17 and HCC-85 
(assume no other HCCs), assign HCC-901 in addition to HCC-17 and 
HCC-85. This does not replace HCC-17 and HCC-85. 

Table HCC—Comb 

Comorbid  
HCC 1 

Comorbid  
HCC 2 

Comorbid  
HCC 3 

HCC- 
Combination  

HCC-Comb  
Description 

HCC-17 HCC-85 NA HCC-901 Combination: Diabetes 
and CHF 

HCC-18 HCC-85 NA HCC-901 Combination: Diabetes 
and CHF 

HCC-19 HCC-85 NA HCC-901 Combination: Diabetes 
and CHF 

 

  

Draft Document—Obsolete After March 13, 2026

DO NOT REPRODUCE, DISTRIBUTE OR USE FOR ANY PURPOSE OTHER THAN HEDIS PUBLIC COMMENT 
©2026 National Committee for Quality Assurance

152



  

 

Risk adjustment  

 

Risk Adjustment Calculation 
Calculation of risk-adjusted outcomes (counts of ED visits) uses predetermined 
risk weights generated by two separate regression models. Weights from each 
model are combined to predict how many visits each person might have during 
the measurement period. 

For each nonoutlier person in the initial population, assign PPV risk 
weights.  
Step 1. For each person with a comorbidity HCC Category, link the PPV 
weights. 

Step 2. Link the age-gender PPV weights for each person. 

Step 3. Sum all PPV weights associated with the person (comorbidities, age 
and gender). 

Step 4. Calculate the predicted probability of each person having at least one 
visit based on the sum of the weights for each person using the formula below. 

PPV = 
௘(∑PPV WeightsForEachPerson)ଵା௘(∑PPV WeightsForEachPerson) 

Truncate the final PPV for each person to 10 decimal places. Do not truncate 
or round in previous steps. 

For each person in the initial population, assign PUCV risk weights. 
Step 1. For each person with a comorbidity HCC Category, link the PUCV 
weights. If a person does not have any comorbidities to which weights can be 
linked, assign a weight of 1. 

Step 2. Link the age-gender PUCV weights for each person. 

Step 3. Calculate the predicted unconditional count of visits in the 
measurement period by multiplying all PUCV weights (comorbidities, age and 
gender). Use the following formula: 

PUCV = Age/Gender Weight * HCC Weight 
Note: Multiply by each HCC associated with the person. For example, assume a 
person with HCC-2, HCC-10, HCC-47. The formula would be: 

PUCV = Age/gender Weight * HCC-2 * HCC-10 * HCC-47 

Truncate the final PUCV for each person to 10 decimal places. Do not truncate 
or round in previous steps. 

Expected count of ED visits. Calculate the final person-level expected count of 
ED visits for each category using the formula below:  

Expected Count of ED Visits = PPV x PUCV 

Round the person-level results to 4 decimal places using the .5 rule and sum 
over all persons in the category. 

Step 4. Use the formula below to calculate the covariance of the predicted 
outcomes for each category. For categories with a single person (nc=1), set the 
covariance to zero. Do not round the covariance before using it in step 5. 
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𝐶𝑂𝑉௖ = ∑ (𝑃𝑃𝑉௠ −𝑚𝑒𝑎𝑛(𝑃𝑃𝑉)௖)  × (𝑃𝑈𝐶𝑉௠ −𝑚𝑒𝑎𝑛(𝑃𝑈𝐶𝑉)௖)௡೎௠ୀଵ 𝑛௖ − 1  

Where: 𝑐  denotes an individual category 𝑛௖  is the number of persons in the category indicated by 𝑐 𝑚  is an individual person within the category indicated by 𝑐 𝑃𝑃𝑉௠  is the truncated PPV for the person denoted by 𝑚 𝑚𝑒𝑎𝑛(𝑃𝑃𝑉)௖  is the unrounded and untruncated mean PPV in the category 
indicated by 𝑐 𝑚𝑒𝑎𝑛(𝑃𝑈𝐶𝑉)௖  is the unrounded and untruncated mean PUCV 𝑃𝑈𝐶𝑉௠  is the truncated PUCV for the person denoted by 𝑚 in the 
category indicated by 𝑐 

Step 5. Once the covariance between PPV and PUCV for a given category is 
calculated, it can be used as indicated in the formula below to calculate the 
variance for that category. 𝑉𝑎𝑟𝑖𝑎𝑛𝑐𝑒௖ = ෍ (𝑃𝑃𝑉௠  × 𝑃𝑈𝐶𝑉௠)ଶ௡೎

௠ୀଵ× ൭1 +  (1 − 𝑃𝑃𝑉௠)ଶ + ൬ 2 × 𝐶𝑂𝑉௖𝑃𝑃𝑉௠  × 𝑃𝑈𝐶𝑉௠൰൱ 

Where: 𝑐  denotes an individual category 𝑛௖  is the number of persons in the category indicated by 𝑐 𝑚  is an individual person within the category indicated by 𝑐 𝑃𝑃𝑉௠  is the truncated PPV for the person denoted by 𝑚 𝑃𝑈𝐶𝑉௠  is the truncated PUCV for the person denoted by 𝑚 𝑛௖  is the number of persons in the category indicated by 𝑐 
Round the variance for reporting to 4 decimal places using the .5 rule. 

Summary of 
changes 

• Added the Medicaid product line. 

Data element 
tables 

Reporting: Number of nonoutliers 
The number of nonoutlier persons for each age group, reported as the 
NonOutlierPersonCount. 

Reporting: Number of outliers 
The number of outlier persons for each age group, reported as the 
OutlierPersonCount. 

Calculated: Number of persons in the initial population 
The number of persons in the initial population (including outliers) for each age 
group and totals. Calculated by IDSS as the PersonCount. 

Calculated: Outlier rate 
The number of outlier persons (OutlierPersonCount) divided by the number of 
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persons in the initial population (PersonCount), multiplied by 1,000 for each 
age group and totals. Calculated by IDSS as the OutlierRate. 

Reporting: Number of observed events among nonoutlier persons 
The number of observed ED visits for each age group, reported as the 
ObservedCount. 

Calculated: Observed visits per 1,000 nonoutlier persons 
The number of observed ED visits (ObservedCount) divided by the number of 
nonoutlier persons in the initial population (NonOutlierPersonCount), multiplied 
by 1,000 for each age group and totals. Calculated by IDSS as the 
ObservedRate. 

Reporting: Number of expected events among nonoutlier persons 
The number of expected ED visits for each age group, reported as the 
ExpectedCount. 

Calculated: Expected visits per 1,000 nonoutlier persons 
The number of expected ED visits (ExpectedCount) divided by the number of 
nonoutlier persons in the initial population (NonOutlierPersonCount), multiplied 
by 1,000 for each age group and totals. Calculated by IDSS as the 
ExpectedRate. 

Reporting: Variance among nonoutlier persons 
The variance (Risk Adjustment Calculation, PUCV, step 5) for each age group, 
reported as the CountVariance. 

Calculated: O/E ratio 
The number of observed events among nonoutlier persons (ObservedCount) 
divided by the number of expected events among nonoutlier persons 
(ExpectedCount) for each age group and totals. Calculated by IDSS as the OE. 

Organizations that submit HEDIS data to NCQA must provide the following 
data elements.  
Table EDU-1: Data Elements for Emergency Department Utilization 

Metric Age Data Element Reporting Instructions 

EmergencyDepartmentUtilization 18-44 NonOutlierPersonCount For each Stratification 

 45-54 OutlierPersonCount For each Stratification 

 55-64 PersonCount NonOutlierPersonCount + 
OutlierPersonCount 

 Total OutlierRate OutlierPersonCount / 
PersonCount (Permille) 

ObservedCount For each Stratification 

ObservedRate 1000 * ObservedCount/ 
NonOutlierPersonCount 

ExpectedCount For each Stratification 

ExpectedRate 1000 * ExpectedCount / 
NonOutlierPersonCount 

CountVariance For each Stratification 

  OE ObservedCount / 
ExpectedCount 

Draft Document—Obsolete After March 13, 2026

DO NOT REPRODUCE, DISTRIBUTE OR USE FOR ANY PURPOSE OTHER THAN HEDIS PUBLIC COMMENT 
©2026 National Committee for Quality Assurance

155



Table EDU-2/3: Data Elements for Emergency Department Utilization 

Metric Age Data Element Reporting Instructions 

EmergencyDepartmentUtilization 18-44 NonOutlierPersonCount For each Stratification 

45-54 OutlierPersonCount For each Stratification 

55-64 PersonCount NonOutlierPersonCount + 
OutlierPersonCount 

18-64 OutlierRate OutlierPersonCount / 
PersonCount (Permille) 

65-74 ObservedCount For each Stratification 

75-84 ObservedRate 1000 * ObservedCount/ 
NonOutlierPersonCount 

85+ ExpectedCount For each Stratification 

65+ ExpectedRate 1000 * ExpectedCount / 
NonOutlierPersonCount 

Total CountVariance For each Stratification 

OE ObservedCount / 
ExpectedCount 
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Emergency Department Utilization (EDU) 
Measure Workup 

Topic Overview 

Importance and Prevalence 

In 2022, approximately 20% of adults had visited the emergency department (ED) in the prior 12 months 
(Cairns et al., 2024). Within the last decade, ED utilization has trended steadily upward, reaching over an 
estimated 155 million visits annually. In 2022, the most common reason for ED visits was stomach or 
abdominal pain, followed by chest pain, cough and shortness of breath (National Center for Health Statistics, 
2024). Researchers investigating utilization have found that behavioral health factors also increase both the 
likelihood and number of ED visits in older adults with higher needs and higher costs (Daly, 2022; Karaca & 
Moore, 2020). People may use the ED rather than lower cost urgent care or primary care facilities due to 1) 
perceived severity of the medical problem, 2) inconvenient doctor’s office hours and 3) lack of access to 
primary care providers. 

In recent studies, researchers estimate between 30% and 60% of all ED visits are potentially avoidable or 
nonurgent, with an approximated savings of up to $4.4 billion annually if preventable ED visits instead 
occurred in urgent care or primary care settings (Giannouchos et al., 2022; Moore & Liang, 2020; Uscher-
Pines et al., 2013). Avoidable ED use can cause overcrowding, increase wait times and limit hospital staff 
from providing efficient, quality care to people with truly emergent conditions. Additionally, avoidable ED use 
strains limited hospital and community resources, as ED visits are costlier to hospitals and individuals 
seeking care than comparable office visits. In some studies, researchers have suggested that nonurgent ED 
visits can be prevented by optimization of care in outpatient settings (Giannouchos et al., 2021; Nummedal 
et al., 2024). Key interventions for potentially preventable ED visits are described in greater detail below. 

High-frequency ED 
Utilizers (Also Known 
as “Super-utilizers”) 

A very small portion of the population accounts for a disproportionate share of 
ED utilization across all health payers. In 2014, 6.1% of Medicare enrollees 
under the age of 65 accounted for over one quarter of ED visits among that 
population, and 4.5% of Medicare enrollees over 65 years old accounted for 
over 16% of ED visits for that population. High-frequency ED utilizers have 
been shown to have differences in their behaviors and reasons for ED 
utilization compared to non-high frequency ED utilizers, across all payer types. 
Among all payers, individuals with 3 or more chronic conditions accounted for a 
larger share of ED visits for high-frequency ED utilizers than among other 
individuals. Among Medicare enrollees ages 65 and older, those with 3 or more 
chronic conditions constituted 33.3% of visits for high-frequency ED utilizers 
and only 26.7% of visits for other individuals. Similar trends are seen in private 
insurance and Medicaid populations. High-frequency ED utilizers under 65 also 
had a greater share of discharges against medical advice compared to other 
individuals. For Medicare, 3.5% of high-frequency ED utilizers were discharged 
against medical advice, compared to 2.6% for other individuals. For Medicaid 
and private insurance, 3.2% and 2.2% of high-frequency ED utilizers were 
discharged against medical advice compared to 1.9% and 1.5% of other 
individuals, respectively by payer (Jiang et al., 2017). 

Expanding upon earlier work on hospital inpatient high-frequency ED utilizers, 
the Agency for Health Care Research and Quality (AHRQ) released a 
Healthcare Cost and Utilization Project statistical brief in February 2017 
describing high-frequency ED utilizers. Using a cut-off rule of two standard 
deviations above the mean number of ED visits, AHRQ specified high-
frequency ED utilizers for each payer as follows: 
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• Medicare aged 65+ -- four or more ED visits per year.
• Medicare aged 1 to 64 -- six or more ED visits per year.
• Private insurance aged 1 to 64 -- four or more ED visits per year.
• Medicaid aged 1 to 64 -- six or more ED visits per year.

The National Committee for Quality Assurance (NCQA) conducted testing of 
large Medicare and commercial sample populations to determine high-
frequency ED utilizer thresholds and confirmed those specified by AHRQ. 

Disparities in 
Utilization 

In the United States, ED utilization rates are higher among women as well as 
Black and unhoused individuals (Giannouchos et al., 2022). The highest rates 
of ED use are reported among Medicare and Medicaid enrollees, as these 
populations tend to be in poorer health with more chronic conditions, relative to 
those with commercial insurance or no coverage (Decker et al., 2013; Gindi et 
al., 2016). 

Implementation of the Patient Protection and Affordable Care Act (ACA) was 
projected to reduce disparities by increasing health care coverage and access 
to primary health care services and decrease reliance on the ED. However, 
shortly after implementation of the ACA in 2014, there was no apparent decline 
in ED use within any racial or ethnic group. In fact, researchers found that 
Black adults still had the highest ED use despite increased health care 
coverage under the ACA (Chen et al., 2016). Lack of access to other providers 
as the reason for an ED visit was most prevalent among non-Hispanic Black 
adults, compared to non-Hispanic White adults and Hispanic adults (Gindi et 
al., 2016). These trends have continued, with data from 2022 showing that the 
ED visit rate was significantly higher for Black adults, 91 visits per 100 people, 
compared to all other racial and ethnic groups. The next highest ED visit rate 
was for White adults, 45 visits per 100 people (p < 0.05) (Cairns et al., 2024). 
This suggests health disparities are not solely related to health care coverage 
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and highlights the need for better care coordination and health service 
availability. 

Behaviors associated with health care coverage may influence how individuals 
who gain or lose coverage interact with the health care system for chronic and 
acute concerns. Studies have found an association between loss of Medicaid 
coverage and delaying care or avoiding care due to financial burden (Gordon et 
al., 2020; McIntyre et al., 2024).  

Research on Payer-
level Interventions 

Efforts to reduce preventable ED utilization are primarily centered on hospital-
level interventions. However, researchers have highlighted the need for 
interventions beyond the hospital. Important components to explore for these 
interventions are chronic disease management and care coordination. 
Providing appropriate disease management in primary care for ambulatory care 
sensitive conditions can reduce preventable ED visits, particularly among 
members of AHRQ's priority populations, including women, children, non-White 
racial and ethnic groups, populations with special health care needs (chronic 
illness, disabilities and end of life care needs), older adults, low-income 
populations and inner-city and rural residents (Johnson et al., 2012). Care 
coordination can also decrease ED utilization disparities. In a study of Florida’s 
Statewide Mandatory Managed Care program, researchers showed that, after 
implementation, there was a significant reduction in preventable ED visits 
among non-Hispanic Black (p < 0.01) and Hispanic (p < 0.01) Medicaid 
enrollees compared to non-Hispanic White Medicaid enrollees (Hu et al., 
2018).  

Researchers have thoroughly documented health disparities, with increasing 
focus on preventable hospitalizations and ED visits among non-White racial 
and ethnic populations. Cultural competency training has been emphasized in 
recent years to ensure the health care delivery system respectfully interacts 
with and understands differences in health care utilization and goals for people 
from diverse backgrounds. The National Standards for Culturally and 
Linguistically Appropriate Services (CLAS), published by the Office of Minority 
Health, emphasize language assistance and health literacy services to address 
underlying social elements (e.g., limited English proficiency) that may be 
factors in higher ED utilization (Adepoju et al., 2015). 

Benefits (Improvements 
in Quality) Envisioned 
by Use of this Measure 

Many ED visits are necessary, and this measure does not aim for a reduction 
of ED utilization rates to zero. Rather, this measure intends to assess a health 
care system’s success with disease management and outpatient care for 
conditions that do not warrant an ED visit. The research detailed in this workup 
suggests that reducing preventable ED visits requires involvement from payers. 
The lack of recent data on this topic in the literature may signal a need for 
continued research efforts. Further, this measure can act as an indicator of 
potential health care quality problems in chronic disease management and 
acute care, alerting health payers to focus additional resources on effective 
care coordination in their respective networks. 

Emergency Department Utilization in Populations With Medicaid Coverage 

Trends in Utilization ED use for populations with Medicaid coverage grew steadily between 2013 
and 2017 (likely due to the implementation of the ACA) and remained stable 
from 2017 to 2021 (Santo et al., 2024). Using data from the 2022 National 
Hospital Ambulatory Medical Care Survey (NHAMCS), researchers estimated 
that the national ED visit rate for people with health care coverage through 
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Medicaid, Children’s Health Insurance Program (CHIP) or other state-based 
programs is 99 visits per 100 people (National Center for Health Statistics, 
2024), higher than ED visit rates for Medicare (56 visits per 100 people) and 
commercial insurance (21 visits per 100 people). In a study of the factors 
associated with ED overuse, Medicaid enrollees had 2.9 times the odds (p < 
0.001) of presenting to the ED than non-Medicaid enrollees, adjusting for 
demographics, education, employment and poverty status (Bakare et al., 
2023). 

In 2013, among ED visits by adults ages 18 to 64 years old, Medicaid enrollees 
constituted 23.7% of all visits. In 2016, this increased to 37.2% of all ED visits 
among this age group. In 2016, the share of ED visits among adults ages 18 to 
64 was higher for Medicaid enrollees (37.2%) compared to commercially 
insured enrollees (34.8%). This trend continued from 2017 to 2021 (Santo et 
al., 2024).  

Statistics from the CDC show that Medicaid enrollees use EDs more frequently 
than individuals with commercial insurance, Medicare and those with no 
coverage (Joffe, 2023). AHRQ researchers report that, of the over 118.5 million 
ED visits in 2018, approximately 42.7 million (36%) of those visits had Medicaid 
as the primary expected payer (Weiss & Jiang, 2021). Top reasons for ED 
visits among the population with Medicaid coverage are similar to those for 
other health care coverage types. The ten most frequent reasons for treat-and-
release ED visits among adults with Medicaid coverage (by first-listed 
diagnosis) are non-specific chest pain, abdominal pain, superficial 
injury/contusion, musculoskeletal pain, urinary tract infection, respiratory 
signs/symptoms, sprains and strains, skin and subcutaneous tissue infections, 
open wounds to limbs and chronic obstructive pulmonary disease and 
bronchiectasis (Sun & Wong, 2018). These top ten diagnoses accounted for 
35.7% of all ED visits in 2018 with Medicaid as the primary expected payer 
(Weiss & Jiang, 2021).  

Current Policy 
Landscape 

Policies under the ACA, such as Medicaid expansion, have been shown to 
increase access to preventive health services and reduce financial barriers to 
health care. However, evidence on the association between Medicaid 
expansion under the ACA and change in ED utilization rates is inconclusive. In 
one study of selected states with and without Medicaid expansion, researchers 
used a difference-in-differences analysis to evaluate data from 2011-2017. 
They found that Medicaid expansion decreased ED visit rates in expansion 
states, from 50.5 ED visits per 1,000 people before expansion to 48.3 ED visits 
per 1,000 people after expansion, while increasing rates in nonexpansion 
states, from 53.9 ED visits per 1,000 people before expansion to 56.3 ED visits 
per 1,000 people after expansion. When comparing the difference in visit rate 
changes between expansion and nonexpansion states, there was a significant 
decrease of 4.7 ED visits per 1,000 people (p < 0.01) (Giannouchos et al., 
2022). In related studies, researchers found that ED visit rates increased in 
expansion states relative to nonexpansion states. There were 2.5 more visits 
per 1,000 people observed in expansion states than nonexpansion states (p < 
0.05) (Nikpay et al., 2017). Furthermore, another study found that 
improvements under the ACA have not translated to an overall reduction in ED 
utilization disparities across payers (Griffith & Bor, 2020). Using the same data 
and similar parameters as Giannouchos and colleagues, researchers found 
that ED use for nonurgent conditions increased in expansion states relative to 
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nonexpansion states, whereas for emergent conditions it did not (Sabbatini & 
Dugan, 2022). 

State-level Medicaid interventions for ED utilization have varying levels of 
success. In Michigan, for example, improved access to primary care through 
Patient Centered Medical Homes contributed to a 19% lower rate of ED visits 
for adults and a 25% lower rate of ambulatory care-sensitive inpatient stays for 
adults (Bettinger et al., 2019). Colorado’s Bridges to Care (B2C) program 
redirects Medicaid enrollees with a history of frequent ED use to primary care 
providers, assists in prescription management and facilitates transportation and 
housing procurance. The program led to 29.7% fewer ED visits and 123.2% 
more primary care visits among these high utilizers, including those with 
behavioral health comorbidities, compared to enrollees in the control group 
(Capp et al., 2017).  

The Centers for Medicare & Medicaid Services gives states the option to 
charge up to $8 to a Medicaid enrollee for visiting an ED without a true 
emergency (Medicaid and CHIP Learning Collaboratives, 2014). This option, 
however, has only been enforced in 14 states with several exemptions and 
varying success at reducing visit rates.  

Disparities in the 
Medicaid Population 

Medicaid enrollees have differential ED utilization and experiences in obtaining 
ED care by race and ethnicity. In a 2022 study, researchers found that Black 
adult Medicaid enrollees had 9.5 more ED visits per 100 enrollees per year 
than non-Hispanic White adult Medicaid enrollees (p < 0.001). Additionally, 
Black adult Medicaid enrollees had 4.3 more potentially avoidable ED visits per 
100 enrollees per year than non-Hispanic White adult Medicaid enrollees (p < 
0.001) (Wallace et al., 2022).  

Medicaid enrollees with specific chronic conditions may also experience 
disparities in utilization and health outcomes. In a 2024 study analyzing 
Medicaid claims, researchers investigated ED utilization in a cohort of people 
with epilepsy. When stratifying their classification and regression tree model by 
race and ethnicity, they found that while race and ethnicity were not predictors 
of higher ED utilization within this population, comorbidities predicting higher 
ED visits varied by racial and ethnic group. For Hispanic individuals, back 
problems and injury were important predictors of ED utilization; for White 
individuals, anxiety and mood disorders and injury were notable; for Black 
individuals, injury, urinary tract infections, headache and anxiety and mood 
disorders were predictors of higher ED utilization (Bensken et al., 2023).  

Additionally, in a 2023 study of adult Medicaid enrollees who had an ED visit 
for chest pain, researchers found that people with any behavioral health or 
serious behavioral health diagnoses had 1.9 times (p < 0.05) and 2.6 times (p < 
0.05) the odds of being rehospitalized for a cardiovascular condition after 6 
months, respectively, compared to enrollees without behavioral health 
diagnoses (Kumar et al., 2022). In a 2022 study of adult Medicaid enrollees 
between the ages of 18 and 64 years old with a diabetes diagnosis, 
researchers found that Black enrollees had 1.5 times higher ED utilization for 
preventable diabetes conditions relative to White enrollees (p < 0.05) (Chehal 
et al., 2023). 
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Considerations for Policy or Practice 

Little is known about the reasons for high ED utilization rates, which likely involve complex factors such as 
socioeconomic status and social determinants of health, as well as individual care-seeking behaviors, described 
above. The relationship between socioeconomic status and health is multifaceted, making it difficult to distinguish 
which health outcomes are related to health care quality and which are related to a person’s experience of unmet 
social needs. 

More granular research may be needed to better understand care patterns for other groups, including older adults 
and people with behavioral health conditions, with high ED utilization for conditions that may be treated effectively 
in urgent, transitional or primary care settings (Jehloh et al., 2022, Serrano et al., 2018). Some payer-level efforts, 
including financial disincentives, education and encouragement for primary care providers to expand available 
hours, have not prevented an increase in ED use. In one study, researchers found state-specific evidence for 
changes in ED use for non-emergent and primary care treatable conditions after Medicaid expansion. In New 
York State, ED and primary care are substitutes state-wide, meaning that one location’s utilization increases 
because of a decrease in the other. However, in highly urban and lower income counties during nights and 
weekends, ED use and primary care are complements (i.e., the ED is used in addition to primary care). Thus, 
aspects of primary care access may be differently related to low-acuity ED use (Denham et al., 2024).  

Furthermore, there are concerns that certain interventions, such as managed care and financial incentives for 
individuals, may inadvertently increase ED utilization (Nummedal et al., 2024). In recent research, researchers 
suggest that for some states, expanding Medicaid improves the efficiency of ED use, resulting in fewer ED visits 
for conditions that may be prevented with better access to primary care. However, in other states, especially 
those that may have lower ambulatory capacity to meet increased demand for any health care utilization from 
people newly enrolled in Medicaid, there may be a notable, initial increase in ED visits as enrollees seek care that 
they had delayed while not having health insurance (Sabbatini & Dugan, 2022).  
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Proposed Changes to Existing Measure for HEDIS®1 MY 2027: 
Pharmacotherapy Management of COPD Exacerbation (PCE) 

NCQA seeks comments on proposed modifications to the HEDIS Health Plan Pharmacotherapy 
Management of COPD Exacerbation (PCE) measure. As currently specified, PCE assesses whether 
appropriate medications were dispensed following a chronic obstructive pulmonary disease (COPD) 
exacerbation for Medicaid, commercial and Medicare members aged 40 years and older.  

The 2025 Global Initiative for Chronic Obstructive Lung Disease (GOLD) guidelines include updates to 
pharmacotherapy recommendations for patients who experience COPD exacerbations.2 To align with these 
updated guidelines, NCQA tested several updates to the PCE measure in the commercial and Medicare 
populations using data from OptumLabs®3 Data Warehouse (OLDW) National View. While NCQA did not 
test the updated specifications in the Medicaid population, the updated PCE measure is still slated to be 
reported for all product lines. Medicaid health plan performance will be evaluated following the first year of 
reporting if this measure is approved for HEDIS. 

Proposed updates to the PCE measure for MY 2027 are outlined below: 

Additional Exclusion for Members with Asthma – Clinical guidelines state that individuals with comorbid 
asthma and COPD should prioritize asthma treatment recommendations over COPD treatment. Given that 
pharmacotherapies for asthma differ from those for COPD, NCQA proposes an additional exclusion for 
individuals with two or more asthma diagnoses during the measurement period. During testing, this resulted 
in the exclusion of 2.2% (n = 114,324) of commercial members and 4.3% (n = 344,313) of Medicare 
members from the initial population.  

Denominator – Currently, the PCE denominator is the count of COPD exacerbations (acute inpatient or 
emergency department [ED] visits) between January 1 and November 30 of the Measurement Year (MY). 
The updated PCE measure denominator would be the count of members with a qualifying COPD 
exacerbation event, defined by either of the following occurring during the measurement period: 

• One or more inpatient or observation stay visits with a COPD diagnosis in any claim position.
• Two or more outpatient visits, including any combination of the following:

o ED visits with a COPD diagnosis in any claim position.
o Urgent care visits with a COPD diagnosis in any claim position.
o Ambulatory care visits with a COPD exacerbation diagnosis in any claim position.

Numerator – Currently, the PCE numerator assesses two rates: 1) if a systemic corticosteroid is dispensed 
within 14 days of a COPD exacerbation event; and 2) if a bronchodilator is dispensed within 30 days of a 
COPD exacerbation event. The updated numerator would be one rate and would include members in the 
denominator who had a dispensing event for all of the following in the measurement period: 

• At least one short-acting medication (short-acting muscarinic antagonist [SAMA] or short-acting
beta agonist [SABA]).

• At least one long-acting muscarinic antagonist (LAMA).4

• At least one long-acting beta agonist (LABA).4

1 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2 https://goldcopd.org/2025-gold-report/ 
3 Data for this analysis was obtained from the OptumLabs® Data Warehouse. The OptumLabs® Data Warehouse contains de-
identified administrative claims and other data elements, representing a diverse mixture of ages, ethnicities and geographical 
regions across the United States. The claims data in OLDW includes medical and pharmacy claims, laboratory results and 
enrollment records for commercial and Medicare Advantage enrollees. Study data were accessed using techniques compliant 
with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and, because this study involved analysis of pre-
existing, de-identified data, it was exempt from Institutional Review Board approval. 
4 LAMA and LABA medications can be dispensed either separately or as a combined LAMA/LABA formulation. 
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Measure Performance 

Testing showed that the updated measure would be feasible for plans to report, with an average of 45.1% of 
commercial plans and 73.1% of Medicare plans producing reportable rates with at least 30 denominator 
events. Reporting feasibility is similar to that of the current PCE measure. 

The updated PCE measure also showed variation in performance across plans and room for improvement. 
On average, 19.3% (10th percentile: 10.6%; 90th percentile: 26.4%) of commercial plans and 23.7% (10th 
percentile: 17.4%; 90th percentile: 30.4%) of Medicare plans dispensed the appropriate pharmacotherapies 
for members who experienced a COPD exacerbation during the measurement period. 

Advisory panel members, including experts with respiratory and technical expertise, strongly supported the 
proposed updates to PCE for MY 2027 to bring the measure into alignment with clinical guidelines. 

NCQA seeks feedback on the following questions: 

1. Do you support the proposed updates to the PCE measure for MY 2027?

2. Do you support the use of any claim position to identify COPD exacerbation events among members
in the denominator?

Supporting documents include the current measure specification, evidence workup and performance data. 

NCQA acknowledges the contributions of the Respiratory, Geriatric and Technical Measurement Advisory Panels. 
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  Pharmacotherapy Management of COPD Exacerbation (PCE) 

Measure title Pharmacotherapy Management of COPD 
Exacerbation 

Measure ID PCE  

Description The percentage of COPD exacerbations for persons 40 years of age and older 
who had a chronic obstructive pulmonary disease (COPD) exacerbation or 
used acute care for COPD during inpatient discharge or ED visit on or between 
January 1–November 30 of the measurement period and were dispensed 
appropriate COPD medications during the measurement period. Two rates are 
reported: 

Dispensed a systemic corticosteroid (or there was evidence of an active 
prescription) within 14 days of the event. 

Dispensed a bronchodilator (or there was evidence of an active prescription) 
within 30 days of the event. 

Measurement 
period 

January 1–December 31. 

Copyright and 
disclaimer notice 

Refer to the complete copyright and disclaimer information at the front of this 
publication. 

NCQA website: www.ncqa.org. 

Submit policy clarification support questions via My NCQA 
(https://my.ncqa.org). 

Clinical 
recommendation 
statement/ 
rationale 

Patients with chronic obstructive pulmonary disorder (COPD) who experience 
exacerbations are at higher risk for repeat exacerbations, more rapid decline in 
lung function, and reduced exercise capacity, and these effects are more 
pronounced for patients with severe COPD. Proper and timely therapy 
following an exacerbation, including pharmacotherapy, can slow disease 
progression and reduce the risk of future exacerbations. Guidelines 
recommend the use of bronchodilators and systemic steroids as treatment for 
COPD exacerbations.COPD is a lung disease characterized by the chronic 
presence of respiratory symptoms due to abnormalities and/or emphysema 
causing persistent, often progressive airway obstruction and acute 
exacerbations, or “flare ups” (ALA, n.d.). COPD is primarily caused by harmful 
exposure to gases, including cigarette smoke which is the most common cause 
of the condition globally (Agarwal, Raja, and Brown, 2023).   

Clinical guidelines offer standards for COPD treatment options to manage 
COPD and its impact on one’s quality of life. Proper treatment of COPD via 
appropriate pharmacotherapy can help individuals manage COPD 
exacerbations and long-term maintenance care (GOLD, 2025). 

Citations Donaldson, G.C., T.A.R. Seemungal, A. Bhowmik, and J.A. Wedzicha. 2002. 
“Relationship Between Exacerbation Frequency and Lung Function Decline in 
Chronic Obstructive Pulmonary Disease.” Thorax 57:847–52. 
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Spencer, S., P.M.A. Calverley, P.S. Burge, and P.W. Jones. 2004. “Impact of 
Preventing Exacerbations on Deterioration of Health Status in COPD.” 
European Respiratory Journal 23:698–702. 

Global Initiative for Chronic Obstructive Lung Disease (GOLD). 2020. “Global 
Strategy for the Diagnosis, Management, and Prevention of Chronic 
Obstructive Pulmonary Disease.” https://goldcopd.org/wp-
content/uploads/2019/11/GOLD-2020-REPORT-ver1.0wms.pdfAgarwal, A.K.; 
Raja, A.; Brown, B.D (2023). Chronic obstructive pulmonary disease. 
StatPearls [Internet], StatPearls Publishing, 7 August 2023. PMID: 32644707.  

American Lung Association. (n.d.). COPD trends brief. 
https://www.lung.org/research/trends-in-lung-disease/copd-trends-brief/copd-
burden 

Global Initiative for Chronic Obstructive Lung Disease (2025). Global strategy 
for the prevention, diagnosis and management of COPD: 2025 report. Global 
Initiative for Chronic Obstructive Lung Disease, Inc. https://goldcopd.org/2025-
gold-report/ 

Characteristics 

Scoring Proportion. 

Type Process. 

Product lines • Commercial. 
• Medicaid. 
• Medicare. 

Stratifications  None. 

Risk adjustment None. 

Improvement 
notation 

Increased score indicates improvement. 

Guidance Data collection methodology: Administrative. Refer to General Guideline: 
Data Collection Methods for additional information. 

Date specificity: Dates must be specific enough to determine the event 
occurred in the period being measured. 

Which services count? When using claims, use all paid, suspended, pending 
and denied claims. 

Other guidance: The measure is based on episodes; therefore, it is possible 
for the denominator to include multiple events for the same person. 

Definitions  

Active 
prescription 

A prescription is considered active if the “days supply” indicated on the date 
when the person was dispensed the prescription is the number of days or more 
between that date and the relevant date. 

For an acute inpatient stay, the relevant date is the date of admission. 
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 For an ED visit, the relevant date is the date of service. 

Direct transfer When the discharge date from the first inpatient setting precedes the admission 
date to a second inpatient setting by 1 calendar day or less.  

• For example: 
– An inpatient or observation stay discharge on June 1, followed by an 

admission to another inpatient setting on June 1, is a direct transfer. 
– An inpatient or observation stay discharge on June 1, followed by an 

admission to an inpatient setting on June 2, is a direct transfer. 
– An inpatient or observation stay discharge on June 1, followed by an 

admission to another inpatient setting on June 3, is not a direct 
transfer; these are two distinct inpatient stays. 

COPD eEpisode 
date 

The date of service for any acute inpatient or  observation stay discharge, or 
ED/urgent care visit or other outpatient visit during the intake period with a 
principal diagnosis of COPD.  

For an acute inpatient or observation stay discharge, the episode date is the 
date of discharge. 

For direct transfers (to acute or nonacute settings), the episode date is the 
discharge date from the transfer admission.  

For an ED, urgent care or outpatient  visit, the episode date is the date of 
service.  

Intake period January 1 of the measurement period to November 30 of the measurement 
period. The intake period captures eligible episodes of treatment. 

Initial population Measure item count: EpisodePerson. 

Attribution basis: Enrollment. 
• Benefits: Medical and pharmacy. 
• Continuous enrollment: Episode date through 30 days after the episode 

dateThe measurement period.  
• Allowable gap: None more than one gap of ≤45 days during the 

measurement period. No gaps on the last day of the measurement 
period.  

Ages: 40 years of age or older as of the first day of the measurement period. 
Event: COPD exacerbation.  
Step 1. Identify all persons who had a COPD episode during the intake period. 
Eeither of the following during the intake periodmeet criteria: 

• An acute inpatient or observation stay dischargeacute inpatient 
discharge with a diagnosis of COPD (Chronic Obstructive Pulmonary 
Diseases Value Set) on the discharge claim. To identify acute inpatient 
and observation stay discharges: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value 

Set) and observation stays (Observation Stay Value Set). 
2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value 

Set). 
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3. Identify the discharge date for the stay.
• At least two ED, urgent care or or more outpatient visits (any combination

of the following) with different dates of service during the intake period: 
o An ED visit (ED Value Set) with a principal diagnosis of COPD,

emphysema or chronic bronchitis (Chronic Obstructive Pulmonary
Diseases Value Set).

o An urgent care visit (Outpatient and Telehealth Value Set with POS
code 20) with a diagnosis of COPD (Chronic Obstructive Pulmonary 
Diseases Value Set). 

o Any outpatient visit (Outpatient and Telehealth Value Set) with a
diagnosis of a COPD exacerbation (Chronic Obstructive Pulmonary 
Diseases Exacerbation Value Set). 

Multiple visits on the same date are counted as one episode. 
Step 2. Exclude ED, urgent care or other outpatient visits that result in an acute 
inpatient or observation stay. 
To identify admissions to an acute inpatient or observation stay care setting:  

1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value
Set) and observation stays (Observation Stay Value Set). 
2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value
Set).  
3. Identify the admission date for the stay.

• An acute inpatient discharge with a principal diagnosis of COPD,
emphysema or chronic bronchitis (Chronic Obstructive Pulmonary
Diseases Value Set) on the discharge claim. To identify acute inpatient
discharges:  
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value

Set).
2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value

Set).
3. Identify the discharge date for the stay.

Step 2. Identify all COPD episodes. For each person identified in step 1, 
identify all acute inpatient discharges and ED visits. An acute inpatient 
discharge and ED visit on the same date are counted as one COPD episode. 
Multiple ED visits on the same date are counted as one COPD episode. Do not 
include ED visits that result in an inpatient stay (Inpatient Stay Value Set). 

Step 323. Test for direct transfers. For episodes with a direct transfer to an 
acute or nonacute setting for any diagnosis the episode date is the discharge 
date from the last admission.  

To identify admissions to and discharges from inpatient settings: 
1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value

Set).
2. Identify the admission and discharge dates for the stay.

Note: The direct transfer does not require a COPD diagnosis. 

Step 434. Exclude both the initial discharge and the direct transfer discharge if 
the last discharge occurs after November 30 of the measurement 
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periodCalculate continuous enrollment. All episodes that were not excluded 
remain in the initial population.  

Denominator 
exclusions  

Persons with a date of death. 
Death in the measurement period, identified using data sources determined by 
the organization. Method and data sources are subject to review during the 
HEDIS audit.  

Persons in hospice or using hospice services. 
Persons who use hospice services (Hospice Encounter Value Set; Hospice 
Intervention Value Set) or elect to use a hospice benefit any time during the 
measurement period. Organizations that use the Monthly Membership Detail 
Data File to identify these persons must use only the run date of the file. 

Persons with asthma. 
Persons with two or more diagnoses of asthma (Asthma Value Set) on the 
same or different dates of service during the measurement period or the year 
prior to the measurement period. 

Denominator The initial population minus denominator exclusions. 

Numerator  Appropriate COPD medications. 
Persons who had dispensing events for all of the following medications on the 
same or different dates of service during the measurement period:  

• At least 1one short-acting muscarinic antagonist (SAMA) or short-acting 
beta agonist (SABA) (Short Acting COPD Medications List)., and 

• At least one of the following: 

 At least 1One long-acting beta-agonist (LABA) (LABA 
Medications List) and 

–  At least 1one long-acting muscarinic antagonist (LAMA) (LAMA 
Medications List).  

– One LABA/LAMA combinationo medication (LABA and LAMA 
Combination Medications List). 

Note: Dispensing events that occur prior to the COPD exacerbation event meet 
criteria. Include all prescriptions that were dispensed during the measurement 
period, including thoseeven if prior to the COPD exacerbation event. 

Numerator 1: Systemic corticosteroid. 
Persons who were dispensed a prescription for systemic corticosteroid 
(Systematic Corticosteroid Medications List) on or 14 days after the episode 
date. Count systemic corticosteroids that are active on the relevant date. 

Numerator 2: Bronchodilator.  
Persons who were dispensed a prescription for a bronchodilator 
(Bronchodilator Medications List) on or 30 days after the episode date. Count 
bronchodilators that are active on the relevant date. 

Summary of 
changes 

• Updated the measure description. 

• Updated clinical recommendation language to be consistent with updated 
clinical practice guidelines.  
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• Removed the definition of active prescription and replaced the definition of
episode date with COPD episode date. 

• Changed the measure item count from episode to person.

• Expanded the continuous enrollment period to the measurement period.

• Expanded the allowable gap period to allow one gap up to 45 days.

• Revised the initial population event criteria.

• Added an asthma exclusion to the Denominator exclusions section.

• Revised the numerator criteria; removed numerator 2.

• Revised the data elements tables.

Data element 
tables 

Organizations that submit HEDIS data to NCQA must provide the following 
data elements. 
Table PCE-1/2/3: Data Elements for Pharmacotherapy Management of COPD 
Exacerbation 

Metric Data Element Reporting Instructions 

AppropriateCOPDMedicationsSy
stemicCorticosteroid 

Benefit Metadata

Bronchodilator InitialPopulation  Repeat per MetricReport 
once 

Exclusions Report onceRepeat per 
Metric 

Denominator Report onceRepeat per 
Metric 

NumeratorByAdmin Report onceFor each 
Metric 

NumeratorBySupplemental Report onceFor each 
Metric 

Rate (Percent) 
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 Pharmacotherapy Management of COPD Exacerbation (PCE)
Measure Workup 

Topic Overview 

Health Importance & Quality Measurement Considerations 

Chronic obstructive pulmonary disease (COPD) is a lung disease characterized by the chronic presence of 
respiratory symptoms due to abnormalities and/or emphysema, causing persistent, often progressive airway 
obstruction (GOLD, 2025). COPD is primarily caused by harmful exposure to gases, including cigarette 
smoke, which is the most common cause of the condition globally (Agarwal et al., 2023). Exposure to these 
harmful gases commonly occurs in lived environments where someone may be smoking and/or inhaling 
secondhand smoke, and in occupational environments where chemical fumes and dust inhalation is present. 

There are two types of COPD: emphysema and chronic bronchitis. Emphysema is defined as a chronic lung 
disease with restricted breathing, frequently associated with the inhalation of harmful gases (GOLD, 2025). 
Chronic bronchitis, or CB, is the persistent presence of a cough with mucus or phlegm over three months 
consistently per year (GOLD, 2025). These two types can often occur together in COPD patients, and the 
severity of the symptoms can vary (American Lung Association, n.d.). Currently, there is no cure for COPD; 
however, there are treatment options to manage the disease and its impact on one’s quality of life. Failure to 
treat COPD properly can lead to poor respiratory health outcomes that contribute to severe conditions such 
as lung cancer and heart disease (American Lung Association, n.d.). Clinical guidelines outline appropriate 
pharmacotherapy and non-pharmacotherapy strategies to manage COPD exacerbations and long-term 
maintenance care. 

Prevalence & 
disparities 

COPD typically presents in smokers and individuals ages 40 years and older, and 
the likelihood of being diagnosed with COPD increases with age (Agarwal et al., 
2023). Despite COPD prevalence rates declining among adults ages 18-44, the 
rates have remained elevated in women, smokers, individuals ages 65+, non-
working adults, individuals with lower education rates and individuals living in 
rural areas (Liu et al., 2023). According to the CDC, approximately 16 million 
adults have been diagnosed with COPD; however, it is estimated that millions 
more are living with the disease without a diagnosis (Agarwal et al., 2023; CDC, 
2024).

People of all ethnic backgrounds are at risk of COPD; however, Black and 
Hispanic individuals are less likely to receive a COPD diagnosis despite the 
presence of symptoms (Forno et al., 2023). Both groups have lower prevalence 
rates of COPD compared to non-Hispanic White individuals but experience 
worsened outcomes, including higher mortality rates (Forno et al., 2023). 
Disparities in prevalence have been associated with socioeconomic status, 
environmental exposures, health care access, health care quality, systemic 
inequities and the use of race-based reference values when diagnosing using 
spirometry (Forno et al., 2023; Wang et al., 2024). Historically, lung function 
prediction equations did not consider the influence of social determinants of 
health on lung functionality and were based on racially-biased data (Davidson et 
al., 2024). For instance, National Health and Nutrition Survey (NHANES) III data 
falsely indicated that forced expiratory volume (FEV) and forced vital capacity 
(FVC) in African American individuals was 12-15% lower than non-Hispanic 
White individuals. This resulted in symptomatic African American individuals 
being underdiagnosed due to seemingly normal lung function resulting from 
pseudoscientific notions about inherent biological differences (Davidson et al., 
2024). Despite efforts by governing COPD organizations to standardize practices, 
many health care providers still maintain implicit or explicit biases towards 
patients, which can impact how care is delivered. 
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Individual/population 
health relevance 

COPD exacerbations can have significant impacts on quality of life, thus 
requiring risk factors and triggers to be managed appropriately. Exacerbations 
can lead to worsened respiratory symptoms, including increased 
breathlessness, coughing and sputum production (Machado et al., 2023). 
Frequent exacerbations can lead to more frequent hospitalizations, increased 
medication use and a feeling of a lack of control over one’s health. Over time, 
COPD exacerbations are linked to an accelerated decline in lung functionality 
and an increased risk of mortality (Machado et al., 2023). 

COPD exacerbations directly impact the long-term health and functionality of 
one’s lungs. Tissue damage, inflammation and oxidative stress (a process that 
damages DNA and cellular structures) resulting from exacerbations accelerate 
the decline of lung function (Easter et al., 2020). As individuals age with COPD, 
they also experience inflammaging, which is the chronic low-grade 
inflammation associated with aging that contributes to diminished functionality 
(Easter et al., 2020). While the underlying damage done to lungs is irreversible, 
improvement to lung function is possible with appropriate treatment and lifestyle 
changes. 

Financial importance & 
cost-effectiveness 

COPD has been associated with both direct and indirect economic burdens to 
the U.S. health care system and society. The estimated financial burden 
annually is estimated to be around $3.6 billion (Yawn et al., 2021). In 2019, it 
was determined that direct costs for COPD in the United States were 
approximately $31.3 billion and are projected to grow to $60.5 billion by 2029 
(Mannino et al., 2024). Prescription and hospital-related care are significant 
cost drivers in COPD care. The average annual costs for COPD care are 
approximately $4,300 per patient (Agarwal et al., 2023). Annually, COPD 
medical costs equate to a total of approximately $24 billion for patients ages 45 
years old and older, with prescription drugs making up $11.9 billion and 
inpatient costs accounting for $6.3 billion (Agarwal et al., 2023). 

Insurance coverage via government (Medicaid, Medicare) and private 
(commercial) insurance can impact a patient’s ability to seek and continue care. 
Cost of care heavily correlates to misuse and underuse of COPD medication, 
often requiring a combination of personal strategies and physician-patient 
conversation to address (O'Toole et al., 2022). In order to reduce personal 
financial burdens associated with treatment, patients and physicians may use 
several strategies to mitigate impact. Strategies to streamline prescriptions and 
manage personal costs include pharmacy coupons, medication samples and 
close collaboration with their physicians to change or adjust prescriptions to 
meet insurance requirements (O'Toole et al., 2022).  

Quality measure 
landscape 

There are 15 health care quality measures relevant to COPD diagnosis, 
treatment and outcomes, 6 of which are specified for health plans.* Three out of 
15 measures focus on diagnostic activities for COPD and 6 focus on health 
outcomes for patients with COPD. The remaining 6 (including the HEDIS®† 
Pharmacotherapy Management of COPD Exacerbation [PCE] measure) focus 
on pharmacological treatments for COPD. A full list of the COPD-related 
measures identified are listed in the appendix. 

While a number of these measures may drive accountability for positive health 
outcomes, COPD prevention and the non-pharmaceutical aspects of COPD 
care, there is a gap in measures focused on COPD diagnostics and 
pharmaceutical treatment. The American Thoracic Society’s (ATS) COPD: 

* See Appendix A
† HEDIS is a registered trademark of the National Committee for Quality Assurance.
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Spirometry Evaluation measure is endorsed by the Consensus-Based Entity 
(CBE) and aligns with current clinical guidelines for COPD diagnostics but is 
not included in major national quality accountability programs such as MIPS, 
CMS Stars or HEDIS. NCQA’s Use of Spirometry Testing in the Assessment 
and Diagnosis of COPD (SPR) measure once filled this gap, but it was retired 
in 2019 because it was underutilized by health plans. 

Of the six measures focused on pharmaceutical treatment for COPD, only one 
(the ATS’ CBE-endorsed COPD: Inhaled Bronchodilator Therapy measure) is 
fully aligned with current clinical guidelines. NCQA is working to respecify the 
PCE measure to correct misalignments with clinical guidelines for 
pharmacological COPD treatment strategies. As currently specified, the 
measure’s clinical considerations are out of date, despite being used in multiple 
national quality accountability programs. The four remaining measures also 
only partially align with guidelines for COPD care.  

Public health concerns surrounding respiratory health suggest the need for a 
better accountability structure for respiratory conditions such as COPD. The 
field of quality measurement can support this need by filling gaps in the current 
landscape of quality measures for COPD. To do so, measures should be 
created or refined to incentivize evidence-based clinical activities for COPD 
diagnosis and pharmacological care.  

Priorities for High-Quality Care 

The content below summarizes the key components of existing COPD guidelines, from prevention to follow-
up care, while the final section highlights systemic issues such as underdiagnosis, misdiagnosis and health 
care access disparities that hinder optimal COPD management. 

Prevention COPD prevention centers on identifying and mitigating risk factors and promoting 
protective health behaviors. The most critical intervention is smoking abstinence or 
cessation, which significantly reduces the risk of developing COPD and slows 
disease progression. Individuals who use cigarettes experience a greater 
incidence and prevalence of COPD compared to non-smokers, and recent studies 
suggest that e-cigarette use drives similar outcomes (GOLD, 2025). Smoking 
cessation has been shown to reduce the rate of lung function decline in individuals 
with COPD and is associated with improved COPD symptoms, fewer 
exacerbations and reduced mortality (Department of Veterans Affairs & 
Department of Defense, 2021; Stevermer et al., 2021). Among individuals with 
COPD, sustained smoking cessation can lead to a 39% reduction in all-cause 
mortality over five years (Nici et al., 2020). 

While clinical guidelines for COPD recommend tailoring smoking cessation 
treatment to individual needs and tobacco dependence, combined behavioral 
therapy and pharmacotherapy appear to be most effective (Stevermer et al., 
2021). Behavioral techniques may include intensive practical counseling, patient 
education and social support, while pharmacotherapies may include varenicline, 
bupropion, nortriptyline and nicotine replacement therapies (USPSTF, 2022; Liu et 
al., 2023; Machado et al., 2023).  

Other (non-smoking) exposures to environmental and occupational pollutants play 
a substantial role in COPD risk. Recent estimates suggest that 50% of the total 
attributable risk of COPD can be linked to ambient air pollution from biomass fuels, 
household particulates (including secondhand smoke) and occupational dust and 
fumes (Forno et al., 2023). While many of these factors are not managed in typical 
care settings, awareness of risk factors can help individuals make informed 
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choices and recognize symptoms such as chronic cough, dyspnea and wheeze for 
timely intervention (USPSTF, 2022). 

Preventing and managing respiratory diseases during childhood may also help to 
prevent COPD. Asthma and serious respiratory infections such as pneumonia and 
bronchitis can contribute to airway remodeling in children. Reducing the severity of 
these conditions through timely and appropriate pediatric care can prevent COPD 
by limiting the airway remodeling that can lead to irreversible airway obstruction 
(Wang et al., 2024; CDC, 2024).  

Diagnosis & initial 
assessment 

COPD diagnoses begin with a clinician identifying persistent symptomology (most 
notably, chronic cough, dyspnea and wheezing) in the context of COPD risk 
factors. After identifying potential cases, COPD is diagnosed using a spirometer: a 
device that quantifies the degree of airway obstruction by measuring the volume 
and speed of exhaled air (Easter et al., 2020). While physical examinations, 
validated symptom questionnaires and simpler measures of expiratory airflow (i.e., 
peak expiratory flow) can support COPD diagnoses, spirometry is the only 
clinically recommended approach for diagnosing COPD (USPSTF, 2022; Machado 
et al., 2023). Spirometry testing is not recommended for asymptomatic individuals; 
however, targeted screening is advised for individuals with chronic cough, sputum 
production, dyspnea, wheezing or significant exposure to risk factors such as 
smoking or occupational hazards (Liu et al., 2023).  

The standard diagnostic criterion using spirometry is a post-bronchodilator 
FEV1/FVC ratio of less than 0.7, indicating non-fully reversible airflow obstruction 
(USPSTF, 2022; Liu et al., 2023; Machado et al., 2023). This criterion 
distinguishes COPD from asthma, which is indicated by excessive variability in 
expiratory lung function (Yawn et al., 2021). While COPD and asthma present 
similar symptoms, clinical guidelines emphasize the need to follow distinct 
treatment pathways for each condition. If a patient is diagnosed with both asthma 
and COPD, guidelines direct clinicians to primarily refer to asthma guidelines for 
pharmacotherapy (USPSTF, 2022). 

The Global Initiative for Chronic Obstructive Lung Disease (GOLD) recommends a 
combined initial assessment strategy to classify diagnosed cases of COPD by the 
severity of airflow obstruction, level of symptoms and frequency of previous 
exacerbations. This initial assessment informs both pharmacologic and non-
pharmacologic management strategies and helps identify patients at risk for rapid 
disease progression (USPSTF, 2022; Machado et al., 2023). Severity of airway 
obstruction is assessed using spirometry and defined by four ranges of actual 
FEV1 values as a percentage of expected FEV1 values (USPSTF, 2022):  

• GOLD 1 (mild, FEV1 ≥ 80% of expected) 
• GOLD 2 (moderate, 50% ≤ FEV1 <80% of expected) 
• GOLD 3 (severe, 30% ≤ FEV1 <50% of expected) 
• GOLD 4 (very severe, FEV1 <30% of expected)  

GOLD recommends defining levels of symptoms and exacerbation frequencies 
using a combined assessment tool that sorts individuals into Group A, B, or E. This 
tool, termed “ABE” relies primarily on patient exacerbation histories and 
secondarily on patient-reported symptoms using the COPD Assessment Test 
(CAT) and modified Medical Research Council (mMRC) dyspnea scale (GOLD, 
2025). The CAT uses a 0 to 5 scale to assess the degree to which COPD impacts 
an individual’s cough, sputum production, dyspnea, activity limitation and sleep. 
The mMRC scales dyspnea symptoms from 0 to 4. Patients in mMRC Grade 0 
only report breathlessness with strenuous exercise, while patients in mMRC Grade 
4 report breathlessness that inhibits outdoor activities, dressing or undressing. 
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These results are combined to assign COPD patients to group A, B or E, as 
follows: 

• Group A:
o Exacerbations per year: 0-1 (none leading to hospitalization)
o CAT score: 0-9
o mMRC score: 0-1

• Group B:
o Exacerbations per year: 0-1 (none leading to hospitalization)
o CAT score: 10+
o mMRC score: 2+

• Group E:
o Exacerbations per year: 2+ (none leading to hospitalization) OR 1+

exacerbations leading to hospitalization
o CAT score: NA
o mMRC score: NA

Initial treatment After diagnosis and initial assessment, individuals diagnosed with COPD are 
treated by managing acute exacerbations, reducing risk factors and using 
appropriate pharmacological and non-pharmacological interventions. In some 
cases, addressing exacerbations may necessitate systemic antibiotics, short 
courses of systemic corticosteroids (SCSs), short-acting beta-agonists (SABAs) 
and supplemental oxygen (Liu et al., 2023; Machado et al., 2023; Mannino et al., 
2024). Hospital admission should be considered in cases of severe exacerbation 
symptoms such as use of accessory muscles, tachypnea, hypoxemia, hypercapnia 
or failure to respond to outpatient therapy (Machado et al., 2023).  

Once acute exacerbations are stabilized, the focus of COPD treatment shifts to 
reducing risk factors—most importantly, smoking cessation. This involves a 
combination of counseling (including both behavior modification strategies and 
social support) and pharmacotherapy, including varenicline, bupropion, 
nortriptyline and nicotine replacement therapy (GOLD, 2025). Clinicians should 
engage in disease-specific self-management education with all patients, including 
recognizing environmental pollutants and developing exacerbation action plans. In 
many cases resistance and aerobic training and pulmonary rehabilitation may be 
relevant as well. Patients should also receive appropriate vaccinations to prevent 
respiratory infections that may contribute to COPD exacerbations, including 
influenza, pneumococcal, COVID-19, respiratory syncytial virus (for those over 60), 
tetanus, diphtheria and acellular pertussis and zoster (for those over 50) (GOLD, 
2025).  

Initial pharmacologic therapy is guided by the results of the initial assessment and 
should account for comorbidities and patient preferences. Asthma comorbidities 
are particularly critical to consider, as pharmacologic therapy for combined 
COPD/asthma presentations should be based on clinical guidelines for asthma 
rather than COPD. Non-asthmatic COPD patients in Group A of the GOLD ABE 
tool should receive a long-acting muscarinic antagonist (LAMA) or long-acting 
beta-agonists (LABA); however, a LAMA is preferred as monotherapy. Non-
asthmatic COPD patients in Group B or E present more significant symptoms or 
exacerbation risk and should receive a combination of LABA and LAMA 
therapeutics. In some cases, Group E patients with elevated blood eosinophil 
counts can receive inhaled corticosteroids (ICS) in addition to a LABA and LAMA; 
however, guidelines recommend withdrawing ICS in patients experiencing no 
response, significant side effects, or severe or recurrent pneumonia. All non-
asthmatic COPD patients may also receive a short-acting beta agonist for acute 
symptom relief (VA/DOD, 2021; Ejike et al., 2021). Maintenance oral 
corticosteroids are not recommended as a routine therapeutic for any COPD 
patient due to lack of benefit and potential harm (Mannino et al., 2024). Oxygen 
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therapy is reserved for patients with documented hypoxemia, and treatment plans 
should be regularly reassessed to ensure optimal outcomes (GOLD, 2025; 
Machado et al., 2023; Mannino et al., 2024). 

Follow-Up 
treatment 

Follow-up care for COPD is essential for optimizing long-term outcomes and 
minimizing exacerbations. Follow-ups should be tailored to disease severity, with 
more frequent evaluations for patients in GOLD 3 (severe COPD) or GOLD 4 (very 
severe COPD) and less frequent evaluations for patients in GOLD 1 (mild COPD) 
or GOLD 2 (moderate COPD) (USPSTF, n.d.). After any exacerbation, a timely 
follow-up visit is recommended to reassess symptoms, evaluate treatment 
response and adjust the care plan as needed (Machado et al., 2023). As with initial 
treatment, individuals with asthma and COPD should receive follow-up 
pharmacologic treatment based on clinical guidelines for asthma rather than 
COPD. 

A comprehensive follow-up includes reassessing symptoms and exacerbation 
history using the GOLD ABE tool, evaluating inhaler technique and adherence and 
adjusting pharmacologic therapy accordingly (USPSTF, n.d.). If symptoms or 
exacerbations do not improve with a long-acting bronchodilator (LABA or LAMA) 
monotherapy, escalation to dual therapy (LABA + LAMA) is advised. For patients 
with persistent symptoms or exacerbations despite dual therapy, treatment should 
be guided by blood eosinophil counts. If eosinophils are ≥100 cells/μL, escalation 
to triple therapy (LABA + LAMA + ICS) is appropriate. If eosinophils are <100 
cells/μL, clinicians may consider adding azithromycin (especially in non-smokers) 
or roflumilast (in patients with FEV1 <50%, chronic bronchitis and prior severe 
exacerbations) to the existing dual therapy. In cases where triple therapy (LABA + 
LAMA + ICS) fail to improve symptoms or exacerbations, clinicians may consider 
adding dupilumab, azithromycin or roflumilast based on patient profiles (GOLD, 
2025). In cases where patients experience improvements in symptoms or fewer 
exacerbations under ICS therapy, clinicians should consider if and when ICS 
therapy can be discontinued to prevent adverse effects. 

In addition to refining pharmacologic therapies, follow-up care should continue to 
encourage smoking cessation, provide patient education and promote physical 
activity. Spirometry and vaccinations should be repeated annually. Additional 
assessments may include evaluating the need for pulmonary rehabilitation, long-
term oxygen therapy (for severe resting hypoxemia), or non-invasive ventilation 
(for chronic hypercapnia with a history of acute respiratory failure). Palliative care, 
lung volume reduction and advanced imaging may be appropriate for patients with 
persistent symptoms or advanced disease (GOLD, 2025). 

Gaps in care Several systemic and clinical challenges hinder the effective diagnosis and 
management of COPD. One of the most pressing issues is underdiagnosis and 
misdiagnosis, which often result from limited access to spirometry, the gold 
standard for diagnosing COPD. Early spirometry has been shown to decrease 
mortality risk by 34% for COPD patients and is associated with lower SABA use 
over the course of their care (Gaffney et al., 2022). Without spirometry testing, 
symptoms such as chronic cough, dyspnea or activity limitations can be 
misattributed to physical fitness challenges, upper respiratory infections, comorbid 
cardiovascular diseases or lung cancer. Because spirometry provides the only 
clear avenue for COPD identification and treatment, gaps in access can postpone 
appropriate treatment and worsen patient outcomes (USPSTF, 2022; Machado et 
al., 2023). 

The presence of disparities, particularly among underserved populations, further 
exacerbates these diagnostic challenges. These disparities may stem from 
socioeconomic barriers, geographic limitations or health care system inefficiencies 
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(Department of Veterans Affairs & Department of Defense, 2021). Additionally, 
disparities in exposure to risk factors such as air pollution, occupational hazards 
and tobacco use contribute to unequal disease burden and outcomes (Department 
of Veterans Affairs & Department of Defense, 2021). 

The consequences of these diagnostic issues are significant. Patients may receive 
no treatment due to a missed diagnosis or incorrect treatment due to misdiagnosis, 
both of which can lead to disease progression, increased exacerbations and 
reduced quality of life (GOLD, 2025). Addressing these issues requires system-
level improvements in access to diagnostic tools, clinician education and equitable 
health care delivery. 

Health care 
disparities 

While the prevalence of COPD is higher among non-Hispanic White individuals, 
people of color can often face additional barriers to accessing quality COPD 
therapies. Systemic barriers and historical mistrust in medical systems often lead 
to reduced engagement with health care providers, especially among Black and 
Hispanic patients (Ejike et al., 2021). These challenges are often compounded in 
rural communities where minority populations, low-income and under/uninsured 
individuals face the most significant obstacles for diagnoses and care (Gaffney et 
al., 2022).  

Rural communities often face higher rates of COPD, hospitalizations and mortality 
due to common but complex influences. There are often higher levels of exposure 
to cigarette smoke, lung irritants from farming, mining or manufacturing 
occupations and fewer opportunities to access preventive or specialized care 
(Moore et al., 2019). These exposures can further exacerbate disparities in COPD 
outcomes in Black and Hispanic patients (Ejike et al., 2021). Rural care providers 
may have limited skill sets or resources, hindering their ability to deliver high-
quality COPD care or education, such as tobacco cessation programs, to mitigate 
ongoing risk factors (Moore et al., 2019). Rural health care providers are 
encouraged to engage with their patients to understand occupational risk factor 
exposure in order to recommend appropriate screening and treatment pathways 
(Gandhi et al., 2023). 

Additionally, occupational environments are a contributor to the health disparities 
in diagnosing, treating and maintaining respiratory health. Black and Hispanic 
individuals often make up larger proportions of low wage, high risk and increased 
manual labor roles in the workforce. These roles often increase exposure to high 
risk factors that contribute to asthma and COPD development (Gandhi et al., 
2023). Individuals in these occupations may not be offered comprehensive health 
insurance which limits access to high-quality primary care. In addition, symptom 
flare-ups and exacerbations can lead to missed work and lower work productivity, 
which, if not salaried, can impact their financial wellbeing (Gandhi et al., 2023). 

Digital Considerations 

As part of NCQA’s strategic transition to a fully digital quality measurement portfolio, we conduct a feasibility 
assessment to inform eventual digital measure implementation. The assessment evaluates the measure’s 
intent and associated clinical concepts within a digital framework. 

The updates being considered for this measure reevaluation do not impact digital feasibility. Therefore, an 
assessment is not included.   
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Appendix A: Nationally Used Health Care Quality Measures Relevant to COPD Prevention, Care 
and Outcomes 

Measure Focus Measure Name  Steward CBE Endorsed? Level of Analysis 

Diagnosis 

COPD: Spirometry Evaluation American Thoracic 
Society 

Yes Clinician: Group/Practice 

COPD: Assessment of Oxygen 
Saturation 

Physician Consortium for 
Performance 
Improvement  

Endorsement 
removed 

Clinicians: Individual 

Use of Spirometry Testing in the 
Assessment and Diagnosis of 
COPD 

National Committee for 
Quality Assurance 

Yes Health Plan (retired) 

Pharmacological 
treatment 

COPD: Inhaled Bronchodilator 
Therapy 

American Thoracic 
Society  

Yes Clinician: Group/Practice 

COPD w/Exacerbations: Use of 
LABA Therapy 

ActiveHealth 
Management 

No Any/all 

Management of Poorly Controlled 
COPD 

ActiveHealth 
Management 

Endorsement 
removed 

Health Plan; Population 

COPD Treatment Ratio Pharmacy Quality 
Alliance 

No Clinician: Group/Practice and 
Individual 

Adherence to LABAs in COPD 
Patients 

Pharmacy Quality 
Alliance 

No Clinician: Group/Practice and 
Individual 

Pharmacotherapy Management 
of COPD Exacerbation 

National Committee for 
Quality Assurance 

Yes Health Plan 

Outcomes 

30-Day All-Cause Risk-
Standardized Readmission Rate
Following COPD Hospitalization

Centers for Medicare & 
Medicaid Services 

Yes Facility 

30-Day All-Cause Risk-
Standardized Mortality Rate
Following COPD Hospitalization

Centers for Medicare & 
Medicaid Services 

Yes Facility 

Improvement in Dyspnea Centers for Medicare & 
Medicaid Services 

No Facility 

COPD/Asthma in Older Adults 
Admission Rate 

Agency for Healthcare 
Research and Quality 

Endorsement 
removed 

Facility 

Health-Related Quality of Life in 
COPD Patients Before and After 
Pulmonary Rehabilitation 

American Association of 
Cardiovascular and 
Pulmonary Rehabilitation 

Endorsement 
removed 

Clinician: Group/Practice 

Functional Capacity in COPD 
Patients Before and After 
Pulmonary Rehabilitation 

American Association of 
Cardiovascular and 
Pulmonary Rehabilitation 

Endorsement 
removed 

Clinician: Group/Practice and 
Individual; Facility 
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The source for this data is Quality Compass 2025®. This data may only be used for purposes of HEDIS Public Comment. All other uses of the data, including a commercial 
use and/or external reproduction, distribution or publication, must be approved by NCQA and are subject to a license at the discretion of NCQA. 

HEDIS Health Plan Performance Rates: Pharmacotherapy Management of COPD Exacerbations (PCE) 

BRONCHODILATOR INDICATOR 

Table 1. HEDIS PCE Measure Performance—Medicaid Plans 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2024* 276 219 (79.4) 82.1 8.7 70.9 78.9 84.4 87.5 91.0 

2023 278 214 (77.0) 81.3 9.5 67.2 78.8 83.6 87.9 90.0 

2022 272 208 (76.5) 83.0 8.6 72.9 80.5 85.2 87.7 90.5 

*For 2024, the average denominator across Medicaid plans was 641.0 episodes, with a standard deviation of 658.3.

Table 2. HEDIS PCE Measure Performance—Commercial Plans  

Measurement 
Year 

Total 
Number of 
Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2024* 398 201 (50.5) 82.4 7.0 74.4 78.8 82.4 86.5 90.9

2023 420 204 (48.6) 82.4 9.1 75.0 78.6 82.8 87.1 91.3 

2022 417 187 (44.8) 81.8 10.6 74.4 79.5 83.1 87.7 90.3 

*For 2024, the average denominator across commercial plans was 124.4 episodes, with a standard deviation of 134.7.

Table 3. HEDIS PCE Measure Performance—Medicare Plans 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2024* 700 467 (66.7) 84.1 6.6 75.8 80.8 84.9 88.4 91.3 

2023 760 469 (61.7) 83.2 7.9 75.7 80.0 84.2 87.9 90.8 

2022 750 477 (63.6) 83.6 6.9 75.0 80.1 84.3 88.2 91.3 

*For 2024, the average denominator across Medicare plans was 755.9 episodes, with a standard deviation of 2,190.6.
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The source for this data is Quality Compass 2025®. This data may only be used for purposes of HEDIS Public Comment. All other uses of the data, including a commercial 
use and/or external reproduction, distribution or publication, must be approved by NCQA and are subject to a license at the discretion of NCQA. 

SYSTEMIC CORTICOSTEROID INDICATOR 

Table 4. HEDIS PCE Measure Performance—Medicaid Plans 

Measurement 
Year 

Total 
Number of 
Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2024* 276 219 (79.4) 69.7 10.4 55.5 63.2 70.9 76.7 81.8 

2023 278 214 (77.0) 69.8 10.8 55.3 63.5 71.4 77.4 82.9 

2022 272 208 (76.5) 70.8 10.1 56.0 65.6 72.5 77.7 82.4 

*For 2024, the average denominator across Medicaid plans was 641.0 episodes, with a standard deviation of 658.3.

Table 5. HEDIS PCE Measure Performance—Commercial Plans  

Measurement 
Year 

Total 
Number of 
Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2024* 398 201 (50.5) 76.3 8.0 66.7 71.9 76.7 80.6 86.8

2023 420 204 (48.6) 76.4 9.5 67.3 72.9 77.1 81.4 87.1 

2022 417 187 (44.8) 75.5 11.4 65.8 71.9 77.2 82.6 84.7 

*For 2024, the average denominator across plans was 124.4 episodes, with a standard deviation of 134.7.

Table 6. HEDIS PCE Measure Performance—Medicare Plans 

Measurement 
Year 

Total Number 
of Plans (N) 

Number of Plans 
Reporting (N (%)) 

Performance Rates (%) 

Mean Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2024* 700 467 (66.7) 74.4 8.2 64.7 70.3 75.5 79.3 83.9 

2023 760 469 (61.7) 74.3 8.7 65.4 70.2 74.7 79.2 84.1 

2022 750 477 (63.6) 74.3 8.2 64.7 70.3 75.1 79.5 83.3 

*For 2024, the average denominator across Medicare plans was 755.9 episodes, with a standard deviation of 2,190.6.
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Notification of Changes for HEDIS®1 
NCQA does not seek comment on the following changes. 

Release of Volume 2: Technical Specifications 

The HEDIS Measurement Year 2026 Volume 2: Technical Update will be released on March 31 as a full-
text publication that includes direct edits. Changes in the Technical Update are required for HEDIS 
Measurement Year (MY) 2026 reporting. 

NCQA will release HEDIS Measurement Year 2027 Volume 2: Technical Specifications for Health Plans and 
HEDIS Measurement Year 2027 LTSS: Technical Specifications for Long-Term Services and Supports 
Measures on August 3, 2026. 

Measure Changes for HEDIS MY 2026 Technical Update 

Cervical Cancer Screening (CCS-E): The HEDIS MY 2026 Technical Update will expand the existing High 
Risk HPV Lab Test Value Set to include self-collected vaginal samples by adding LOINC codes. 

Rationale: Updated cervical cancer screening guidelines from the American Cancer Society include self-
collected vaginal samples for HPV testing as acceptable for average-risk individuals. 

Social Need Screening and Intervention (SNS-E): The HEDIS MY 2026 Technical Update will remove 
HCPCS code G0136 from the measure’s screening numerators and remove ICD-10 Z codes from the 
measure’s intervention denominators.  

Rationale: In the Calendar Year 2026 Medicare Physician Fee Schedule Final Rule, the G0136 
reimbursement code was changed from provider assessment of social determinants of health (SDOH) to 
assessment of physical activity and nutrition. Given this change, the G0136 code no longer aligns with 
activities for the SNS-E measure. The measure will continue to rely on LOINC codes for documentation 
of standard screenings and positive screening results. Additionally, NCQA will update some intervention 
procedure value sets to align with current code lists. 

ECDS Reporting Changes for HEDIS MY 2027 and Beyond 

NCQA has released an updated timeline for the removal of the Hybrid Reporting Method. 
Rationale: In 2024, NCQA announced a proposed timeline to remove the Hybrid Method by MY 2029. 
The MY 2029 endpoint remains unchanged and NCQA will continue to introduce ECDS reporting as part 
of this transition. While some measures are proceeding as originally planned, others reflect updated, 
measure-specific pathways and timelines due to realignment efforts and the need for additional measure 
testing. The current timeline is available on the Digital Quality Hub. 

Hybrid Transition Updates: 

• Glycemic Status Assessment for Patients With Diabetes (GSD): As originally planned, NCQA will
allow optional ECDS reporting in MY 2027. NCQA proposes to remove the Hybrid Method from the
measure and transition to ECDS-only reporting by MY 2029. An ECDS version will be introduced
alongside the Hybrid version in MY 2027, followed by a two-year transition period before the Hybrid
version is retired.

• Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
(WCC): Instead of transitioning to administrative-only reporting in MY 2027, NCQA is prioritizing
measure retirement in MY 2029. In parallel, NCQA intends to develop a replacement measure.

1HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
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• Prenatal and Postpartum Care (PPC): Instead of moving to administrative-only reporting in MY 2028,
NCQA is focusing on the development of a new ECDS and risk-based replacement measure by MY
2028, with retirement of the Hybrid version occurring concurrently.

• Transitions of Care (TRC) and Care for Older Adults (COA): NCQA will delay introducing the new
ECDS versions until MY 2028. Both measures will be optionally reported until the Hybrid Method is
removed in MY 2029.

Refer to http://www.ncqa.org/ecds for updates on ECDS reporting.  

HEDIS LTSS MY 2027 Measure Template 

NCQA will update the HEDIS LTSS measure template formatting to align with FHIR® standards and enable 
interoperability of HEDIS LTSS measures across systems. Updating the publication format supports the 
transition to digital HEDIS measurement. All the information needed to calculate a HEDIS LTSS measure 
will remain and the transition to a new format will not change measure intent, data collection requirements or 
calculations. 

Advance Notice of Changes for HEDIS MY 2028 

NCQA will update the measure specifications for MY 2028. 

Rationale: For MY 2028, NCQA will be updating the specifications for new measures or existing 
measures undergoing reevaluation to provide more specificity on data source identification and timing of 
measure requirements. Advance preview of specification changes will be forthcoming. 

NCQA will remove the exclusion of denied claims from 21 measures for MY 2028. 

Rationale: Excluding denied claims may artificially improve measure performance and does not reflect 
the care delivered. This cross-cutting update reflects NCQA's commitment to patient-centered care, as 
patients bear the financial burden when their claims are denied. In addition, this change aligns with the 
transition to digital measurement by streamlining allowed data sources across all measure domains. The 
measures impacted by this change are listed below: 

• Overuse/Appropriateness Measures (The change impacts only numerator identification; denied
claims were already counted as part of the eligible population, denominator and
exclusion identification):

• Non-Recommended PSA-Based Screening in Older Men (PSA)
• Appropriate Treatment for Upper Respiratory Infection (URI)
• Avoidance of Antibiotic Treatment for Acute Bronchitis/Bronchiolitis (AAB)
• Use of Imaging Studies for Low Back Pain (LBP)
• Potential Harmful Drug-Disease Interactions in Older Adults (DDE)
• Use of High-Risk Medications in Older Adults (DAE)

• Overuse/Appropriateness Measures (The change impacts the numerator, eligible population and
denominator identification; denied claims were already counted as part of the
exclusion identification): 

• Deprescribing of Benzodiazepines in Older Adults (DBO)
• Use of Opioids at High Dosage (HDO)
• Use of Opioids from Multiple Providers (UOP)
• Risk of Continued Opioid Use (COU)
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• Utilization Measure (The change impacts the numerator, eligible population and denominator
identification; denied claims were already counted as part of the exclusion identification):

• Antibiotic Utilization for Respiratory Conditions (AXR)

• Risk-Adjusted Utilization Measures (The change impacts the identification of events; denied
claims were already counted when applying risk adjustment and as part of the
exclusion identification):

• Plan All-Cause Readmissions (PCR)
• Hospitalization Following Discharge From a Skilled Nursing Facility (HFS)
• Acute Hospitalizations Following Outpatient Colonoscopy (HFC)
• Acute Hospitalizations Following Outpatient General Surgery (HFG)
• Acute Hospitalizations Following Outpatient Orthopedic Surgery (HFO)
• Acute Hospitalizations Following Outpatient Urologic Surgery (HFU)
• Acute Hospital Utilization (AHU)
• Emergency Department Utilization (EDU)
• Hospitalization for Potentially Preventable Complications (HPC)
• Emergency Department Visits for Hypoglycemia in Older Adults With Diabetes (EDH)
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