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3. Track and Report 
 
 
 
 
 
 
 
 
 

 
 
 

 
 

 

 

 

 

  

Tracking and reporting antibiotic prescribing can guide changes in practice and be used to 
assess progress in improving antibiotic prescribing. Primary care providers can track and 
report antibiotic prescribing practices by doing the following:  
 
 Complete the enclosed survey. 

o Self-assess prescribing behavior by completing this survey: 
http://tinyurl.com/pdsbsurvey 
 

 Participate in continuing medical education and quality improvement activities to 
track and improve prescribing practices. 

o Attend the annual Illinois Summit on Antimicrobial Stewardship 
 

 Implement at least one antibiotic prescribing tracking and reporting system. 
o Review the Outpatient Antibiotic Stewardship Clinical Quality Measure Guidebook 

https://tinyurl.com/otptmeasureguide  
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Track and Report Antibiotic Prescribing 
 

Below are two suggestions on how you can tract antibiotic use in your facility. 
 

1. Monitor performance on HEDIS measures. 

The Healthcare Effectiveness Data and Information Set (HEDIS) is a performance measurement tool 
used by most health plans in the United States. HEDIS includes the following clinical quality measures 
related to antibiotic use that are also part of the Centers for Medicare and Medicaid Services (CMS) 
Meaningful Use Stage 2 Electronic Health Record Incentive Program: 

 
• Appropriate testing for children with pharyngitis (NQF 0002, CMS146v3, PQRS 66) 

Percent of children ages 2 to 18 years who were diagnosed with pharyngitis, prescribed antibiotics 
and received group A streptococcus (strep) test for the episode. Find more info here: 
http://tinyurl.com/hedisphar  
 

• Appropriate treatment for children with upper respiratory infection, URI (NQF 0069, CMS154v3, PQRS 65) 

Percent of children ages 3 months to 18 years who were diagnosed with URI and were not 
dispensed an antibiotic prescription on or within three days after the episode date. Find more info 
here: http://tinyurl.com/hedisuri  
 

• Avoidance of antibiotic treatment in adults with acute bronchitis (NQF 0058, PQRS 116) 

Percent of adults ages 18-64 years diagnosed with acute bronchitis who were not dispensed an 
antibiotic prescription. Find more info here: http://tinyurl.com/hedisbronch  
 

2. Use template to collect summary data. 
Link to template: http://tinyurl.com/pdsbtemplate  

Facilities are encouraged to monitor their antibiotic prescribing as part of quality improvement efforts.  
To facilitate this activity, a simplified data reporting template was created.  The template asks for facility-
level summary information on antibiotic prescribing for: 

 
a. Acute respiratory tract infections (ARI) of multiple sites and sites not otherwise specified (ICD-9-CM 465.8 and 

465.9; ICD-10-CM J06.9) 
 

b. Acute bronchitis and bronchitis not otherwise specified as acute or bronchitis (ICD-9-CM  466.x and 490.x; ICD-
10-CM J20.9 and J40) 

 

 

3. Give providers and staff feedback about the data 
 

 
 
 
 

 



CHAPTER 3: SUPPLEMENTAL MATERIAL 

These materials were compiled by CDPH to supplement the Track and Report Section of the IDPH 

Antibiotic Stewardship Toolkit. 

Included: 

1. Article: HEDIS Is the Hassle That Became a Habit  

Testimonials on Healthcare Effectiveness Data and Information Set (HEDIS) as a quality 

improvement tool; collecting information on the performance of facilities’ physicians 

and bringing about value-based care.

2. Outpatient Antibiotic Stewardship: Clinical Quality Measures Specification Guidebook 

Information related to quality measures that can be used to track and report antibiotic 

prescribing within facilities. ICD-10 codes included. 





By Joseph Burns
Contributing Editor

In 1991, the average premium for a family with 
employer-sponsored health care was less than 
$1,300, and two thirds of all workers were in tradi-

tional fee-for-service insurance plans. One year later, a 
relatively unknown governor of Arkansas was elected 
president, and two years a� er that he introduced his 
ill-fated health care reform plan.

At the time, managed care plans were going like 
gangbusters—their 5% share of all workers in 1984 
had risen to 26% in 1989 and 50% in 1993. Concerned 
that capitated payment might lead to poor care for 
American workers and their families, employers and 
consultants called for a system to evaluate the quality 
of care health plans delivered. � e result was the HMO 
Employer Data and Information Set, since rechristened 
the Healthcare E� ectiveness Data and Information Set, 

a health plan perfor-
mance measurement 
tool. American health 
care has never met an 
acronym it didn’t like, 
so that long name gets 
shortened to HEDIS, 
which is pronounced
HEE-dis. To some
ears that sounds more 

like an infectious disease than a quality improvement 
tool. 

Two and half decades later, HEDIS plays as large 
a role as it ever has in the evaluation of health plans. 
More than 90% of managed care plans use HEDIS 
to collect information on the performance of their 
physicians in 81 areas of care delivery and service. In 
2016, NCQA collected HEDIS data on health plans 
covering 81% of all insured lives.

Because of HEDIS, health plans collect data on 
everything from how many times a physician has 
eligible patients screened for colorectal cancer to 
what percentage of patients have their hypertension 
managed to how well patients adhere to immuniza-
tion schedules. 

Assessing care delivery in these 81 areas is im-
portant. But what do these assessments tell us? Are 
patients more or less likely to die as a result of being 
enrolled in one of the nation’s best health plans? When 
doctors can check all the appropriate boxes on the 
HEDIS survey, are their patients healthier than those 
of a doctor who has no idea if HEDIS data are being 
collected on his or her patients?

And now there is another important question to ask. 
Because of MACRA, CMS is introducing new quality 
measurement requirements this year. Are doctors, 
already drowning in paperwork, being asked to � ll 
out too many forms when they could be using that 
time caring for and listening to patients? � e fact is 
that much of the data collection and reporting goes 
on behind the scenes. Many physicians aren’t even 
aware that somewhere in their o�  ce, someone or 

MEASURING
QUALITY

“We have a lot of work to do to clean up the 
way that measurement intersects with practitioners 
at the delivery system level,” says NCQA President 
Peggy O’Kane.

HEDIS Is the Hassle
� at Became a Habit
After 25 years, the Healthcare Effectiveness Data and Information Set 
(HEDIS) is still criticized for focusing on process and taking up doctors’ time. 
But it has been incorporated into physicians’ workfl ow and may yet be 
instrumental in bringing about value-based care. 
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some system is busy scooping up data and plugging in 
81 HEDIS measures. But those 81 represent less than 
10% of the 900 or so quality measures in use today. It 
may happen in the background, but all this e�ort to 
measure quality is getting burdensome and adds to 
the cost of American health care. 

Even though some physicians consider HEDIS data 
collection to be a burden, many others have developed 
sophisticated data systems to collect the numbers they 
need for quality reporting in the background. What’s 
more, physicians who embrace HEDIS have come 
to view it for what it has become, a way to measure 
their ability to improve patient care and a key to col-
lecting �nancial rewards for meeting health plans’ 
quality goals.

‘HEDIS schmedis’
While some physicians today see value in their HEDIS 
scores, others still echo the complaints heard about 
HEDIS from its earliest days, when critics noted that 
most of the measures were limited to the processes 
of care. Payers—chie�y employers—had no way to 
know if people were actually healthier than before 
they enrolled in an HMO—and part of the promise 
of the HMO was that preventive care would keep 
people healthier and their health care less expensive. 
�at inability to evaluate patient outcomes is a �aw in 
HEDIS that remains today. But instead of addressing 
that �aw, quality measurement organizations have 
added many more quality measurement data col-
lection requirements and are planning still more. 
So while HEDIS may be the most important and 
longest-tenured quality measurement system, many 
physicians and other providers tend to view it as, at 
best, a bother. 

Here’s a telling comment from a physician inter-
viewed for Managed Care in 2012, the year NCQA 
added the HPV vaccine as a HEDIS measure. Chuck 
McKinzie, MD, an ob-gyn in rural Minnesota, said 
HEDIS was not widely known among physicians in 
remote parts of the state. “Making it a HEDIS measure 
will help,” he said of the HPV vaccine. “But out here 
HEDIS is hardly on anyone’s radar. �e doctors in 
these small rural towns think, ‘HEDIS schmedis!’”

While McKinzie represents a sample of one, his 
comment is telling, says NCQA President Peggy 
O’Kane: “I don’t blame doctors for thinking that way. 
To them, quality measures probably seem like an un-
necessary nuisance de�ned by someone somewhere 
on behalf of employers or CMS or somebody else.” 
Meeting such standards may seem removed from 
what physicians were trained to do. 

“It’s understandable that doctors are feeling frus-
trated,” O’Kane says. �ey are asked to spend a good 

part of every day collecting and reporting data on 
their own performance, pay for sophisticated systems 
to collect and report the data, or hire someone to do 
it for them. It doesn’t end with HEDIS. Now there 
are new requirements from MACRA that will a�ect 
any physician with Medicare patients as well as the 
data-collection rules that most health plans impose 
in addition to HEDIS, which physicians can’t blow 
o� because they are o�en used to determine sizable
bonus payments.

Certainly some of the data required to comply with 
MACRA will overlap with what’s in HEDIS, and some 

health plans are just beginning to align the goals of 
disparate data-collection programs. 

“�at’s a problem that we’re collectively respon-
sible for,” O’Kane adds. “We have a lot of work to 
do to clean up the way that measurement intersects 
with practitioners at the delivery system level.” Even 
something as straightforward as a blood-pressure 
check can get needlessly complicated because of the 
proliferation of quality measurements and the di�er-
ences among them. 

Humana’s chief medical o�cer, Roy Beveridge, MD, 
agrees that quality measurement takes up an extraor-
dinary amount of physicians’ time. “Having practiced 
for 20 years, I am sympathetic to doctors’ complaints 
because each health plan seems to be doing something 
di�erent from the standpoint of collecting data on 
quality,” he says. “We’re taking time from providers 
that they should be spending with their patients.”

Measurement overload
Early last year, Humana, other insurers, AHIP (the 
health insurance trade association), and 18 specialty 
societies began grappling with how to reduce the 
overload. AHIP and CMS released seven sets of clini-
cal quality measures that support what CMS calls 
“multi-payer alignment.” �e core measure sets are 
designed to align quality measures for physicians 
and group practices serving patients in ACOs and 
patient-centered medical homes. �e measures apply 
to physicians in primary care, cardiology, gastroen-
terology, oncology, ob-gyn, and orthopedics, among 
other specialties. 

Still, HEDIS isn’t going away. “HEDIS scores work 

“I am sympathetic to doctors’ 
complaints because each health 
plan seems to be doing some-
thing different from the stand-
point of collecting data on quality,” 
says Humana’s chief medical 
officer, Roy Beveridge, MD.
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well, particularly for primary care,” says Beveridge. 
“�ey’re universally accepted in the United States.” 
Physicians may not like quality measures in general, 
says Beveridge, but by now most have gotten used 
to HEDIS and are comfortable with meeting its re-
quirements. But reaching that comfort level has been 
expensive. Doctors and medical groups have invested 
considerable time and money to develop systems that 
collect and report the required data. Some use their 
electronic health record (EHR) systems to collect the 
data, others hire assistants to comb through claims, 
and many use a combination of the EHR and human 
handwork. 

In October, the Government Accountability O�ce 
(GAO) reported that the wide variety of quality mea-
surement systems in use today and the lack of align-
ment among them can have adverse e�ects on physi-
cians and other providers and on e�orts to improve 
quality of care. “Misalignment occurs when health care 
payers require providers to report on measures that 
focus on di�erent quality issues or de�ne the measures 
using di�erent speci�cations,” said the report. Bruce 
Muma, MD, the chief medical o�cer of Henry Ford 
Health System ACO in Detroit, says that di�erent 
organizations use the 900 quality measures di�erently. 

“Every insurer has its own subset of those 900 
measures,” he says. “�en, it builds its own pay-for-

performance contracts and value-based payments 
around those measures. �en it imposes those mea-
sures on the doctors in multiple ways by sending us 
reports, requiring us to submit data, sending people 
out to our practices to extract data from our charts, 
and forcing us to have educational programs about 
their particular metrics that they think are important.”

Health plans should eliminate all but about 30 to 
50 of the best quality measures, he suggests. “If all of 
the payers agreed on 30 metrics that would de�ne 
value and quality and all doctors were measured on 
those 30 metrics, we would not have the problems 
we have today with such an abundance of measures,” 
Muma says. “Of course, all the EMRs would need to 
be programmed to collect and report data on those 
30 measures, and then automation would handle 
everything behind the scenes.”

Oak Street Health is a group practice that uses 

several electronic tools to collect HEDIS data, says 
Gri�n Myers, MD, co-founder and chief medical 
o�cer. Its 75 physicians serve 25,000 low-income
Medicaid and Medicare Advantage patients in some
of Chicago’s underserved neighborhoods. “Collecting 
HEDIS data is not all done at the point of care,” says
Myers. �e data also come from claims, reviews of lab 
reports, and a variety of other sources.

�e data systems at Oak Street Health are sophis-
ticated enough so that Myers and his sta� o�en rec-
ognize problems with their HEDIS data before their 
health plans do, he says. �e group contracts with 
Blue Cross Blue Shield of Illinois, Cigna, Community 
Care Alliance of Illinois, HealthSpring, Humana, and 
WellCare, among other plans. “�e reason we know 

about gaps in HEDIS before they do is that we keep 
all those data in our enterprise data warehouse so that 
we can submit them directly to the plans,” he says. 
“�at way, they don’t have to audit our charts as they 
did in the past.”

Myers is not among those who view HEDIS as so 
heinous. Quality metrics, including HEDIS, are a way 
to measure the group’s progress toward improving 
the health of all patients, he says. While he concedes 
that HEDIS does not capture outcomes, adhering to 
processes can be an adequate proxy. 

“My personal commentary on quality measurement 
systems, including HEDIS, is that they do not re�ect 
whether we deliver good care or not,” says Myers. 
Instead, HEDIS re�ects whether a physician or group 
practice is meeting certain minimum standards of 
care. “Doing these things on the HEDIS scorecard is 
better than not doing them, and so in that way HEDIS 
demonstrates our commitment to value-based care and 
to quality reporting,” he explains. “And to do all these 
things well, including reporting our HEDIS scores, we 
need to have a sound infrastructure, which we have.” 

Subset of many different things
“In a fee-for-service environment, your price is what-
ever is listed on the fee schedule,” Myers says. In a value-
based model, price is based on how sick somebody is 
today and how well I can make him or her tomorrow, 
he adds. “So we’ve invested in the systems needed to 
demonstrate clearly what our HEDIS results are, and 

Health plans should eliminate 
all but about 30 to 50 of the 
best quality measures, suggests 
Bruce Muma, MD, the chief 
medical officer of Henry Ford 
Health System ACO in Detroit.

Because of HEDIS, plans collect 

data on everything from how 

many times a patient is screened for 

colon cancer to which patients have 

their hypertension managed.
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HEDIS is a subset of the many di�erent things that 
we report on because there are many di�erent things 
that we think are important to care.”

Collecting the number of �u shots dispensed is not 
a HEDIS metric, Myers says. But Oak Street tracks 
and reports those data because that is meaningful in 
terms of the health of the group’s patients. �e data 

collection system even collects data when patients 
get a �u shot at another facility, such as a Walgreens 
pharmacy, when a patient is on vacation. “Otherwise, 
we would never know that and so that would be a gap 
that we would need to address,” he says.

�e data warehouse contains all the patient data that 
Oak Street Health collects and data on any in-network 
care. “Because we’re value-based, we’re paying all those 
claims for all of the care that patients get, whether it’s 
in our building or not. So we need that data on every 
patient encounter,” he says.

Data-collection systems like the one Oak Street 
Health uses are necessary because most physicians 
are to this day unaware that HEDIS scores need to 
be collected on every patient encounter, says Anas 
Daghestani, MD, CEO of the Austin Regional Clinic, 
one of the largest group practices in Texas.

“As a physician seeing patients, you don’t think in 
HEDIS terms,” he says. “You are just doing whatever 
you think is the right thing and hoping that will trans-
late into a better HEDIS score.”

Like Oak Street Health, Austin Regional has a data 
warehouse system that collects HEDIS data from the 
group’s electronic health record system and other 
sources. Daghestani notes that HEDIS is the source 
of many—if not most—of the quality measurement 
systems in use today. �e 33 metrics CMS uses in its 
ACO program are based on HEDIS. Even when physi-
cians begin collecting data to comply with MACRA, 
60% or more of the data they collect will be based on 
HEDIS scores, he says. 

To ensure that it collects all the HEDIS numbers 
needed from every patient encounter, Austin Regional 
has a group of programmers who build data collection 
programs into the group’s electronic record system. 
“�at way, the system can alert them to any gaps in 
care and they can address that gap right then and 
there,” Daghestani says. All of this HEDIS-related work 

doesn’t come cheaply, however. Austin Regional spent 
about $1 million to build the necessary infrastructure, 
and the annual operating budget is about $2 million.

“We’re also looking at what data we can get the 
system to collect so that we can avoid pushing all 
of that data collection work onto our physicians,” 
Daghestani says. “If it’s something that can be done 
behind the scenes, we’ll do that. If it’s something that 
our nursing sta� can do, we’ll do that.” 

Two months ago, Humana released the results of 
a study that compared 1.2 million members under 
value-based Medicare Advantage (MA) contracts to 
170,000 members under standard MA contracts. �e 
HEDIS scores for the providers associated with the 
value-based contracts were 19% higher than those 
associated with the standard contracts. Members 
served by value-based MA providers had 6% fewer 
ER visits than members in standard MA arrangements 
and also had higher breast cancer screening rates (6% 
higher), colon cancer screening rates (8% higher), and 
management of osteoporosis (13% higher). 

Cost is not part of HEDIS, but, of course, it is an 
issue that insurers are concerned about. Humana re-
ported that costs for the valued-based MA members 
were 20% lower than for the standard-issue MA 
members. 

“If you want to drive cost out of the system, you 
start by making sure that all of your patients get colon 
cancer screening at the right time, because screening 
for colon cancer is a lot cheaper than treating someone 
who develops metastatic colon cancer,” Beveridge says. 
“Same thing with mammograms, and screenings for 
prostate cancer and �u shots.” 

He waves o� the old objection that prevention 
doesn’t pay because some other insurers may reap 
the bene�t of people staying healthy long a�er they 
leave the health plan that paid for the preventive 
e�orts. Humana members stay with the company an 
average of seven years, according to Beveridge, which 
may not be long enough to get all of the return on 
the investment in prevention but it’s enough to get 
some. Besides, sometimes the return can show up 
quickly. Flu shots for a plan’s members are a good 
deal compared with a hospital stay for a complicated 
case of �u, which could cost up to $80,000, Beveridge 
explains. And many patients with diabetes will avoid 
hospitalizations and emergency room visits if their 
HbA1c levels are kept under control. 

When physicians begin collect-
ing data to comply with MACRA, 
60% or more of the data they 
collect will be based on HEDIS 
scores, says Anas Daghestani, 
MD, CEO of the Austin Regional 
Clinic.
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A
D

U
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CU
TE BRO

N
CH

ITIS
A

D
U

LT A
CU

TE BRO
N

CH
ITIS CO

N
TIN

U
ED

A
N

TIBIO
TIC D

RU
G

S:

•  am
ikacin

•  kanam
ycin

•  tobram
ycin

•  gentam
icin

•  streptom
ycin

•  am
oxicillin

•  am
picillin

•  piperacillin
•  erythrom

ycin
•  am

oxicillin-clavulanate 
•  am

picillin-sulbactam
•  ticarcillin-clavulanate 
•  piperacillin-tazobactam

 
•  cefadroxil
•  cefazolin
•  cephalexin
•  cefepim

e
•  erythrom

ycin-ethylsuccinate
•  telithrom

ycin
•  clindam

ycin
•  lincom

ycin
•  azithrom

ycin
•  clarithrom

ycin
•  erythrom

ycin-lactobionate
•  erythrom

ycin stearate

•  aztreonam
•  daptom

ycin
•  m

etronidazole
•  chloram

phenicol 
•  erythrom

ycin-sulfisoxazole
•  vancom

ycin
•   dalfopristin-quinupristin
•  linezolid
•    penicillin G

 benzathine-
procaine

•  penicillin G
 potassium

 
•  penicillin G

 procaine
•  penicillin G

 sodium
•  penicillin G

 benzathine 
•  penicillin V potassium

 
•  dicloxacillin
•  nafcillin
•  oxacillin
•  ciprofloxacin
•  levofloxacin
•  norfloxacin
•  gem

ifloxacin
•  m

oxifloxacin
•  ofloxacin
•  rifam

pin

•  cefaclor
•  cefoxitin
•  cefuroxim

e
•  cefotetan
•  cefprozil
•  sulfadiazine
•    sulfam

ethoxazole-
trim

ethoprim
•  doxycycline
•  m

inocycline
•  tetracycline
•  cefdinir
•  cefotaxim

e
•  ceft

ibuten
•  cefditoren
•  cefpodoxim

e 
•  ceft

riaxone 
•  cefixim

e 
•  ceftazidim

e 
•   fosfom

ycin 
•   nitrofuantoinm

acrocrystals - 
m

onohydrate
•  nitrofurantoin
•  nitrofurantoin-m

acrocrystals
•  trim

ethoprim

M
EA

SU
RE SPECIFICATIO

N
S

M
easure title: Avoidance of Antibiotic Treatm

ent in Adults w
ith Acute Bronchitis

M
easure description: The percentage of adults 18 to 64 years of age w

ith a diagnosis of 
acute bronchitis w

ho w
ere not dispensed an antibiotic prescription

Q
uality ID: 116

N
Q

F num
ber: 0058

N
ational Q

uality Strategy dom
ain: Effi

ciency and Cost Reduction  

Denom
inator: All patients 18 through 64 years of age w

ho’ve had an outpatient or 
em

ergency departm
ent (ED)visit and a diagnosis of acute bronchitis during the m

easurem
ent 

period

•       Denom
inator note: To determ

ine eligibility, check the antibiotic drugs table below
 in the 

30 days prior to the visit associated w
ith the acute bronchitis diagnosis. If there are no 

prescriptions for the listed antibiotics during this tim
e period, the patient is eligible for 

denom
inator inclusion.

•       Denom
inator criteria (eligible cases): Patients 18 through 64 years of age on date of 

encounter 
AN

D 
Diagnosis for acute bronchitis (ICD-10-CM

): J20.3, J20.4, J20.5, J20.6, J20.7, J20.8, 
J20.9 
AN

D 
Patient encounter during the reporting period (CPT® or HCPCS): 99201, 99202, 
99203, 99204, 99205, 99211, 99212, 99213, 99214, 99215, 99217, 99218, 99219, 
99220, 99281, 99282, 99283, 99284, 99285, 99341, 99342, 99343, 99344, 99345, 
99347, 99348, 99349, 99350, G0402, G0438, G0439



CL
IN

IC
AL

 Q
UA

LI
TY

 M
EA

SU
RE

 S
PE

CI
FI

CA
TI

O
N

 G
U

ID
EB

O
O

K
CL

IN
IC

AL
 Q

UA
LI

TY
 M

EA
SU

RE
 S

PE
CI

FI
CA

TI
O

N
 G

U
ID

EB
O

O
K

6
7

N
um

er
at

or
: P

ati
en

ts
 w

ho
 w

er
e 

ne
ith

er
 p

re
sc

rib
ed

 n
or

 d
isp

en
se

d 
an

tib
io

tic
s o

n 
or

 w
ith

in
 

th
re

e 
da

ys
 o

f t
he

 in
iti

al
 d

at
e 

of
 se

rv
ic

e

• 
   

   N
um

er
at

or
 in

st
ru

cti
on

s:
 F

or
 p

er
fo

rm
an

ce
, t

he
 m

ea
su

re
 w

ill
 b

e 
ca

lc
ul

at
ed

 a
s t

he
 

nu
m

be
r o

f p
ati

en
t e

nc
ou

nt
er

s w
he

re
 a

nti
bi

oti
cs

 w
er

e 
ne

ith
er

 p
re

sc
rib

ed
 n

or
 d

isp
en

se
d 

on
 o

r w
ith

in
 th

re
e 

da
ys

 o
f t

he
 e

pi
so

de
 fo

r a
cu

te
 b

ro
nc

hi
tis

 o
ve

r t
he

 to
ta

l n
um

be
r o

f 
en

co
un

te
rs

 in
 th

e 
de

no
m

in
at

or
. F

or
 th

is 
m

ea
su

re
, p

ati
en

ts
 a

re
 1

8 
th

ro
ug

h 
64

 y
ea

rs
 o

f 
ag

e 
w

ith
 a

n 
ou

tp
ati

en
t o

r e
m

er
ge

nc
y 

de
pa

rt
m

en
t v

isi
t f

or
 a

cu
te

 b
ro

nc
hi

tis
. A

 h
ig

he
r 

sc
or

e 
in

di
ca

te
s a

pp
ro

pr
ia

te
 tr

ea
tm

en
t f

or
 p

ati
en

ts
 w

ith
 a

cu
te

 b
ro

nc
hi

tis
, t

he
 p

ro
po

rti
on

 
fo

r w
ho

m
 a

nti
bi

oti
cs

 w
er

e 
no

t p
re

sc
rib

ed
 o

r d
isp

en
se

d 
on

 o
r w

ith
in

 th
re

e 
da

ys
 o

f t
he

 
en

co
un

te
r

• 
   

   N
um

er
at

or
 o

pti
on

s:
o
 

Pe
rf

or
m

an
ce

 m
et

: A
nti

bi
oti

c 
ne

ith
er

 p
re

sc
rib

ed
 n

or
 d

isp
en

se
d 

(4
12

4F
)

O
R

o
 

M
ed

ic
al

 p
er

fo
rm

an
ce

 e
xc

lu
si

on
: D

oc
um

en
ta

tio
n 

of
 m

ed
ic

al
 re

as
on

(s
) f

or
 

pr
es

cr
ib

in
g 

or
 d

isp
en

sin
g 

an
tib

io
tic

; f
or

 e
xa

m
pl

e:
§	

in
te

sti
na

l i
nf

ec
tio

n,
 p

er
tu

ss
is,

 b
ac

te
ria

l i
nf

ec
tio

n,
 Ly

m
e 

di
se

as
e,

 
oti

tis
 m

ed
ia

, a
cu

te
 si

nu
siti

s,
 a

cu
te

 p
ha

ry
ng

iti
s,

 a
cu

te
 to

ns
ill

iti
s,

 
ch

ro
ni

c 
sin

us
iti

s,
 in

fe
cti

on
 o

f t
he

 p
ha

ry
nx

/la
ry

nx
/t

on
sil

s/
ad

en
oi

ds
, p

ro
st

ati
tis

, c
el

lu
liti

s/
m

as
to

id
iti

s/
bo

ne
 in

fe
cti

on
s,

 a
cu

te
 

ly
m

ph
ad

en
iti

s,
 im

pe
tig

o,
 sk

in
 st

ap
h 

in
fe

cti
on

s,
 p

ne
um

on
ia

, 
go

no
co

cc
al

 in
fe

cti
on

s/
ve

ne
re

al
 d

ise
as

e 
(s

yp
hi

lis
, c

hl
am

yd
ia

, 
in

fla
m

m
at

or
y 

di
se

as
es

 [f
em

al
e 

re
pr

od
uc

tiv
e 

or
ga

ns
]),

 in
fe

cti
on

s o
f 

th
e 

ki
dn

ey
, c

ys
titi

s/
U

TI
, a

cn
e,

 H
IV

 d
ise

as
e/

as
ym

pt
om

ati
c 

HI
V,

 c
ys

tic
 

fib
ro

sis
, d

iso
rd

er
s o

f t
he

 im
m

un
e 

sy
st

em
, m

al
ig

na
nc

y 
ne

op
la

sm
s,

 
ch

ro
ni

c 
br

on
ch

iti
s,

 e
m

ph
ys

em
a,

 b
ro

nc
hi

ec
ta

sis
, e

xt
rin

sic
 a

lle
rg

ic
 

al
ve

ol
iti

s,
 c

hr
on

ic
 a

irw
ay

 o
bs

tr
uc

tio
n,

 c
hr

on
ic

 o
bs

tr
uc

tiv
e 

as
th

m
a,

 
pn

eu
m

oc
on

io
sis

 a
nd

 o
th

er
 lu

ng
 d

ise
as

e 
du

e 
to

 e
xt

er
na

l a
ge

nt
s,

 
ot

he
r d

ise
as

es
 o

f t
he

 re
sp

ira
to

ry
 sy

st
em

 a
nd

 tu
be

rc
ul

os
is)

 (4
12

0F
 

w
ith

 1
P)

O
R

o
 

Pe
rf

or
m

an
ce

 n
ot

 m
et

: A
nti

bi
oti

c 
pr

es
cr

ib
ed

 o
r d

isp
en

se
d 

(4
12

0F
)

A
D

U
LT

 A
CU

TE
 B

RO
N

CH
IT

IS
 C

O
N

TI
N

U
ED

A
D

U
LT

 A
CU

TE
 B

RO
N

CH
IT

IS
 C

O
N

TI
N

U
ED

M
EA

SU
RE

 F
LO

W
CH

A
RT

: E
ST

A
BL

IS
H

IN
G

 A
 N

U
M

ER
AT

O
R 

A
N

D
 

D
EN

O
M

IN
AT

O
R 

A
D

U
LT

 A
CU

TE
 B

RO
N

CH
IT

IS
   

De
no

m
in

at
or

   
   

   
   

   
   

 
   

   
N

um
er

at
or

            



CLIN
ICAL Q

UALITY M
EASU

RE SPECIFICATIO
N

 G
U

IDEBO
O

K
CLIN

ICAL Q
UALITY M

EASU
RE SPECIFICATIO

N
 G

U
IDEBO

O
K

8
9

IN
D

IVID
U

A
L M

EA
SU

RE FLO
W

 FO
R A

D
U

LT A
CU

TE BRO
N

CH
ITIS

1. Start w
ith denom

inator
2. Check patient age:
 

a.  If patient is N
O

T 18 through 64 years of age on date of service during the 
m

easurem
ent period, do N

O
T include in eligible patient population and stop 

processing
 

b.   If patient IS 18 through 64 years of age on date of service during the m
easurem

ent 
period, proceed to check patient diagnosis

3. Check patient diagnosis:
 

a.   If diagnosis of acute bronchitis listed in the denom
inator is N

O
, do not include in 

eligible patient population and stop processing
 

b.   If diagnosis of acute bronchitis listed in the denom
inator is YES, proceed to check 

encounter perform
ed

4. Check encounter perform
ed:

 
a.  If encounter listed in the denom

inator is N
O

, do not include in eligible patient 
population and stop processing

 
b. If encounter listed in the denom

inator is YES, include in the eligible  
 

 
 

population
5. Denom

inator population:
 

a. Denom
inator population is all eligible patients in the denom

inator
6. Start num

erator
7. Check antibiotic neither prescribed nor dispensed:
 

a.  If antibiotic neither prescribed nor dispensed is YES, include in reporting m
et and 

perform
ance m

et
 

b.  If antibiotic neither prescribed nor dispensed is N
O

, proceed to docum
entation of 

m
edical reason(s) for prescribing or dispensing antibiotic

8. Check docum
entation of m

edical reason(s) for prescribing or dispensing antibiotic:
 

 a.  If docum
entation of m

edical reason(s) for prescribing or dispensing antibiotic is 
YES, include in reporting m

et and perform
ance exclusion

 
b.  If docum

entation of m
edical reason(s) for prescribing or dispensing antibiotic is 

N
O

, proceed to antibiotic prescribed or dispensed
9. Check antibiotic prescribed or dispensed:
 

a.  If antibiotic prescribed or dispensed is YES, include in the reporting m
et and 

perform
ance not m

et
 

b. If antibiotic prescribed or dispensed is N
O

, proceed to reporting not m
et

10. Check reporting not m
et:

 
a. If reporting not m

et is N
O

, quality data code or equivalent is not reported

A
D

U
LT SIN

U
SITIS (O

VERU
SE)

A
D

U
LT A

CU
TE BRO

N
CH

ITIS CO
N

TIN
U

ED

M
EA

SU
RE SPECIFICATIO

N
S

M
easure title: Adult Sinusitis: Antibiotic Prescribed for Acute Sinusitis (O

veruse)
M

easure description: Percentage of patients, 18 years of age and older, w
ith a diagnosis of 

acute sinusitis w
ho w

ere prescribed an antibiotic w
ithin 10 days after onset of sym

ptom
s

Q
uality ID: 331

N
Q

F num
ber: N

/A
N

ational Q
uality Strategy dom

ain: Effi
ciency and Cost Reduction  

Denom
inator: All patients 18 years of age and older w

ith a diagnosis of acute sinusitis
•    Definition: 

o
 

Acute sinusitis/rhinosinusitis- U
p to four w

eeks of purulent nasal drainage 
- anterior, posterior or both - accom

panied by nasal obstruction, facial pain/
pressure/fullness or both:
§	

Purulent nasal discharge is cloudy or colored, in contrast to the clear 
secretions that typically accom

pany viral upper respiratory infection, 
and m

ay be reported by the patient or observed on physical 
exam

ination
§	

N
asal obstruction m

ay be reported by the patient as nasal 
obstruction, congestion, blockage or stuffi

ness, or m
ay be diagnosed 

by physical exam
ination

§	
Facial pain/pressure/fullness m

ay involve the anterior face, 
periorbital region or m

anifest w
ith headache that is localized or 

diffuse

•     Denom
inator criteria (eligible cases): Patients ≥ 18 years of age on date of 

encounter
AN

D 
Diagnosis for acute sinusitis (ICD-10-CM

): J01.00, J01.01, J01.10, J01.11, J01.20, 
J01.21, J01.30, J01.31, J01.40, J01.41, J01.80, J01.90
AN

D 
Patient encounter during perform

ance period (CPT®): 99201, 99202, 99203, 99204, 
99205, 99212, 99213, 99214, 99215, 99281, 99282, 99283, 99284, 99285, 99304, 
99305, 99306, 99307, 99308, 99309, 99310, 99324, 99325, 99326, 99327, 99328, 
99334, 99335, 99336, 99337, 99341, 99342, 99343, 99344, 99345, 99347, 99348, 
99349, 99350
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1. Start w

ith denom
inator

2. Check patient age:
 

a.  If patient is N
O

T 18 years of age or older on date of service during the 
m

easurem
ent period, do not include in eligible patient population, and stop 

processing
 

b.  If patient IS 18 years of age or older on date of service during the m
easurem

ent 
period, proceed to check patient diagnosis

3. Check patient diagnosis:
 

a.  If diagnosis of acute sinusitis listed in the denom
inator is N

O
, do not include in 

eligible patient population, and stop processing
 

b.  If diagnosis of acute sinusitis in the denom
inator is YES, proceed to check 

encounter perform
ed

4. Check encounter perform
ed:

 
a.  If encounter listed in the denom

inator is N
O

, do not include in eligible patient 
population, and stop processing

 
b. If encounter listed in the denom

inator is YES, proceed to check telehealth m
odifier

5. Check telehealth m
odifier:

 
a.  If telehealth m

odifier is YES, do not include in eligible patient population, and stop 
processing

 
b. If telehealth m

odifier is N
O

, include in the eligible population

6. Denom
inator population

 
a. Denom

inator population is all eligible patients in the denom
inator

7. Start num
erator

8. Check antibiotic regim
en prescribed w

ithin 10 Days after onset of sym
ptom

s:
 

a.  If antibiotic regim
e prescribed w

ithin 10 Days after onset of sym
ptom

s is YES, 
include in data com

pleteness m
et and perform

ance m
et

 
b.  If antibiotic regim

en prescribed w
ithin 10 Days after onset of sym

ptom
s is 

N
O

, proceed to antibiotic regim
en w

ithin 10 days after onset of sym
ptom

s for 
docum

ented m
edical reason

A
D

U
LT SIN

U
SITIS (O

VERU
SE) CO

N
TIN

U
ED

A
D

U
LT SIN

U
SITIS (O

VERU
SE) CO

N
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U
ED

9.  Check antibiotic regim
en w

ithin 10 days after onset of sym
ptom

s for docum
ented 

m
edical reason:

 
a.  If antibiotic regim

en w
ithin 10 Days after onset of sym

ptom
s for docum

ented 
m

edical reason is YES, include in the data com
pleteness m

et and denom
inator 

exception
 

b.  If antibiotic regim
en w

ithin 10 Days after onset of sym
ptom

s for docum
ented 

m
edical reason is N

O
, proceed to antibiotic regim

en not prescribed w
ithin 10 days 

after onset of sym
ptom

s

10. Check antibiotic regim
en not prescribed w

ithin 10 days after onset of sym
ptom

s:
 

a.  If antibiotic regim
en not prescribed w

ithin 10 Days after onset of sym
ptom

s is YES, 
include in the data com

pleteness m
et and perform

ance not m
et

 
b.  If antibiotic regim

en not prescribed w
ithin 10 Days after onset of sym

ptom
s is N

O
, 

proceed to data com
pleteness not m

et

11. Check data com
pleteness not m

et:
 

a.  If data com
pleteness not m

et is N
O

, and quality data code or equivalent is N
O

T 
reported

 
 

i.  N
ote: O

ne episode has been subtracted from
 the data com

pleteness 
num

erator in the sam
ple calculation
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1. Start w

ith denom
inator

2. Check patient age:
 

a.  If patient is N
O

T 18 years of age or older on date of service during the 
m

easurem
ent period, do not include in eligible patient population, and stop 

processing
 

b.  If patient IS 18 years of age or older on date of service during the m
easurem

ent 
period, proceed to check patient diagnosis

3. Check patient diagnosis:
 

a.  If diagnosis of acute bacterial sinusitis listed in the denom
inator is N

O
, do not 

include in eligible patient population, and stop processing
 

b.  If diagnosis of acute bacterial sinusitis listed in the denom
inator is YES, check 

encounter perform
ed

4. Check encounter perform
ed:

 
a.  If encounter listed in the denom

inator is N
O

, do not include in eligible patient 
population, and stop processing

 
b.  If encounter listed in the denom

inator is YES, proceed to check sinusitis caused by, 
or presum

ed to be caused by, bacterial infection: G9364.
5. Check sinusitis caused by, or presum

ed to be caused by, bacterial infection:
 

a.  If sinusitis caused by, or presum
ed to be caused by, bacterial infection is N

O
, do 

not include in eligible patient population, and stop processing
 

b.  If sinusitis caused by, or presum
ed to be caused by, bacterial infection is YES, 

proceed to antibiotic regim
en prescribed

6. Check antibiotic regim
en prescribed:

 
a.  If antibiotic regim

en prescribed is N
O

, do not include in eligible patient population, 
and stop processing

 
b. If antibiotic regim

en prescribed is YES, include in the eligible population
7. Denom

inator population:
 

a. Denom
inator population is all eligible patients in the denom

inator
8. Start num

erator
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N
um

erator: Patients w
ho w

ere prescribed topical preparations

•    Definition: Prescribed – M
ay include:

o
 

Prescription given to the patient for topical preparations at one or m
ore 

visits during the episode of AO
E

O
R

o
 

Patient already receiving topical preparations as docum
ented in the current 

m
edication list

•    N
um

erator options:
o
 

Perform
ance m

et: Topical preparations, including over-the-counter (O
TC), 

prescribed for acute otitis externa (4130F)
O

R
o
 

M
edical perform

ance exclusion: Docum
entation of m

edical reason(s) for 
not prescribing topical preparations, including O

TC for acute otitis externa, 
for exam

ple,coexisting acute otitis m
edia or tym

panic m
em

brane perforation 
(4130F w

ith 1P)
O

R
o
 

Patient perform
ance exclusion: Docum

entation of patient reason(s) for 
not prescribing topical preparations, including O

TC, for acute otitis externa 
(4130F w

ith 2P)
O

R
o
 

Perform
ance not m

et: Topical preparations, including O
TC, for acute otitis 

externa not prescribed, reason not otherw
ise specified (4130F w

ith 8P)

M
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N
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TITIS EXTERN

A (AO
E) TO
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IN
D
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U
A
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M

EA
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O
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A
CU

TE
 O

TI
TI

S 
EX

TE
RN

A 
(A

O
E)

 T
O

PI
CA

L 
TH

ER
A

PY
1.

 S
ta

rt
 w

ith
 d

en
om

in
at

or
2.

 C
he

ck
 p

ati
en

t a
ge

:
 

a.
  If

 th
e 

pa
tie

nt
 is

 N
O

T 
tw

o 
ye

ar
s o

f a
ge

 o
r o

ld
er

 a
t d

at
e 

of
 se

rv
ic

e 
du

rin
g 

th
e 

m
ea

su
re

m
en

t p
er

io
d,

 d
o 

no
t i

nc
lu

de
 in

 e
lig

ib
le

 p
ati

en
t p

op
ul

ati
on

, a
nd

 st
op

 
pr

oc
es

sin
g

 
b.

  If
 th

e 
pa

tie
nt

 IS
 tw

o 
ye

ar
s o

f a
ge

 o
r o

ld
er

 a
t d

at
e 

of
 se

rv
ic

e 
du

rin
g 

th
e 

m
ea

su
re

m
en

t p
er

io
d,

 p
ro

ce
ed

 to
 c

he
ck

 p
ati

en
t d

ia
gn

os
is

3.
 C

he
ck

 p
ati

en
t d

ia
gn

os
is

:
 

a.
  If

 d
ia

gn
os

is 
fo

r A
O

E 
lis

te
d 

in
 th

e 
de

no
m

in
at

or
 is

 N
O

, d
o 

no
t i

nc
lu

de
 in

 e
lig

ib
le

 
pa

tie
nt

 p
op

ul
ati

on
, a

nd
 st

op
 p

ro
ce

ss
in

g
 

b.
  If

 d
ia

gn
os

is 
fo

r A
O

E 
lis

te
d 

in
 th

e 
de

no
m

in
at

or
 is

 Y
ES

, p
ro

ce
ed

 to
 c

he
ck

 e
nc

ou
nt

er
 

pe
rf

or
m

ed
4.

 C
he

ck
 e

nc
ou

nt
er

 p
er

fo
rm

ed
:

 
a.

  If
 e

nc
ou

nt
er

 li
st

ed
 in

 d
en

om
in

at
or

 is
 N

O
, d

o 
no

t i
nc

lu
de

 in
 e

lig
ib

le
 p

ati
en

t 
po

pu
la

tio
n,

 a
nd

 st
op

 p
ro

ce
ss

in
g

 
b.

 If
 e

nc
ou

nt
er

 in
 d

en
om

in
at

or
 is

 Y
ES

, i
nc

lu
de

 in
 th

e 
el

ig
ib

le
 p

op
ul

ati
on

5.
 D

en
om

in
at

or
 p

op
ul

ati
on

:
 

a.
 D

en
om

in
at

or
 p

op
ul

ati
on

 is
 a

ll 
el

ig
ib

le
 p

ati
en

ts
 in

 th
e 

de
no

m
in

at
or

6.
 S

ta
rt

 n
um

er
at

or
7.

 C
he

ck
 to

pi
ca

l p
re

pa
ra

tio
ns

 in
cl

ud
in

g 
ov

er
-t

he
-c

ou
nt

er
 (O

TC
) p

re
sc

rib
ed

 fo
r A

O
E:

 
a.

  If
 to

pi
ca

l p
re

pa
ra

tio
ns

 in
cl

ud
in

g 
O

TC
 p

re
sc

rib
ed

 fo
r A

O
E 

is 
YE

S,
 in

cl
ud

e 
in

 re
po

rti
ng

 
m

et
 a

nd
 p

er
fo

rm
an

ce
 m

et
 

b.
  If

 to
pi

ca
l p

re
pa

ra
tio

ns
 in

cl
ud

in
g 

O
TC

 p
re

sc
rib

ed
 fo

r A
O

E 
iis

 N
O

, p
ro

ce
ed

 to
 

do
cu

m
en

ta
tio

n 
of

 m
ed

ic
al

 re
as

on
 fo

r n
ot

 p
re

sc
rib

in
g 

to
pi

ca
l p

re
pa

ra
tio

ns
 

in
cl

ud
in

g 
O

TC
 fo

r A
O

E
8.

  C
he

ck
 d

oc
um

en
ta

tio
n 

of
 m

ed
ic

al
 re

as
on

 fo
r n

ot
 p

re
sc

rib
in

g 
to

pi
ca

l p
re

pa
ra

tio
ns

 
in

cl
ud

in
g 

O
TC

 fo
r A

O
E:

 
a.

  If
 d

oc
um

en
ta

tio
n 

of
 m

ed
ic

al
 re

as
on

 fo
r n

ot
 p

re
sc

rib
in

g 
to

pi
ca

l p
re

pa
ra

tio
ns

 fo
r 

AO
E 

is 
YE

S,
 in

cl
ud

e 
in

 th
e 

re
po

rti
ng

 m
et

 a
nd

 p
er

fo
rm

an
ce

 e
xc

lu
sio

n
 

b.
  If

 d
oc

um
en

ta
tio

n 
of

 m
ed

ic
al

 re
as

on
 fo

r n
ot

 p
re

sc
rib

in
g 

to
pi

ca
l p

re
pa

ra
tio

ns
 

in
cl

ud
in

g 
O

TC
 fo

r A
O

E 
is 

N
O

, p
ro

ce
ed

 to
 d

oc
um

en
ta

tio
n 

of
 p

ati
en

t r
ea

so
n 

fo
r n

ot
 

pr
es

cr
ib

in
g 

to
pi

ca
l p

re
pa

ra
tio

ns
 in

cl
ud

in
g 

O
TC

 fo
r A

O
E

A
CU

TE
 O

TI
TI

S 
EX

TE
RN

A 
(A

O
E)

 T
O

PI
CA

L 
TH

ER
A

PY
 C

O
N

TI
N

U
ED

A
CU

TE
 O

TI
TI

S 
EX

TE
RN

A 
(A

O
E)

 T
O

PI
CA

L 
TH

ER
A

PY
 C

O
N

TI
N

U
ED

9.
  C

he
ck

 d
oc

um
en

ta
tio

n 
of

 p
ati

en
t r

ea
so

n 
fo

r n
ot

 p
re

sc
rib

in
g 

to
pi

ca
l p

re
pa

ra
tio

ns
 

in
cl

ud
in

g 
O

TC
 fo

r A
O

E:
 

a.
  If

 d
oc

um
en

ta
tio

n 
of

 p
ati

en
t r

ea
so

n 
fo

r n
ot

 p
re

sc
rib

in
g 

to
pi

ca
l p

re
pa

ra
tio

ns
 

in
cl

ud
in

g 
O

TC
 fo

r A
O

E 
is 

YE
S,

 in
cl

ud
e 

in
 th

e 
re

po
rti

ng
 m

et
 a

nd
 p

er
fo

rm
an

ce
 

ex
cl

us
io

n
 

b.
  If

 d
oc

um
en

ta
tio

n 
of

 p
ati

en
t r

ea
so

n 
fo

r n
ot

 p
re

sc
rib

in
g 

to
pi

ca
l p

re
pa

ra
tio

ns
 

in
cl

ud
in

g 
O

TC
 fo

r A
O

E 
is 

N
O

, p
ro

ce
ed

 to
 to

pi
ca

l p
re

pa
ra

tio
ns

 fo
r A

O
E 

no
t 

pr
es

cr
ib

ed
, r

ea
so

n 
no

t s
pe

ci
fie

d
10

. C
he

ck
 to

pi
ca

l p
re

pa
ra

tio
ns

 in
cl

ud
in

g 
O

TC
 fo

r A
O

E 
no

t p
re

sc
rib

ed
, r

ea
so

n 
no

t s
pe

ci
fie

d:
 

a.
  If

 to
pi

ca
l p

re
pa

ra
tio

ns
 in

cl
ud

in
g 

O
TC

 fo
r A

O
E 

no
t p

re
sc

rib
ed

, r
ea

so
n 

no
t s

pe
ci

fie
d 

is 
YE

S,
 in

cl
ud

e 
in

 th
e 

re
po

rti
ng

 m
et

 a
nd

 p
er

fo
rm

an
ce

 n
ot

 m
et

 
b.

  If
 to

pi
ca

l p
re

pa
ra

tio
ns

 in
cl

ud
in

g 
O

TC
 fo

r A
O

E 
no

t p
re

sc
rib

ed
, r

ea
so

n 
no

t s
pe

ci
fie

d 
is 

N
O

, p
ro

ce
ed

 to
 re

po
rti

ng
 n

ot
 m

et
11

. C
he

ck
 re

po
rti

ng
 n

ot
 m

et
:

 
a.

 If
 re

po
rti

ng
 n

ot
 m

et
, t

he
 q

ua
lit

y 
da

ta
 c

od
e 

or
 e

qu
iv

al
en

t w
as

 n
ot

 re
po

rt
ed
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Q
U

A
LITY PAYM

EN
T PRO

G
RA

M
 (Q

PP) A
N

D
 A

N
TIBIO

TIC 
STEW

A
RD

SH
IP A

LIG
N

M
EN

T
Q

U
A

LITY PAYM
EN

T PRO
G

RA
M

 (Q
PP) A

N
D

 A
N

TIBIO
TIC 

STEW
A

RD
SH

IP A
LIG

N
M

EN
T CO

N
TIN

U
ED

Your outpatient antibiotic stew
ardship program

 can help you m
eet Centers for M

edicaid &
 

M
edicare Services (CM

S) Q
uality Paym

ent Program
 (Q

PP) requirem
ents.

•     You can select CM
S clinical quality m

easures related to antibiotic prescribing. These 
m

easures m
eet both the quality perform

ance category requirem
ents of Q

PP as w
ell 

as the tracking and reporting core elem
ent of the outpatient antibiotic stew

ardship 
initiative.

•     Im
plem

entation of an antibiotic stew
ardship program

 qualifies as an im
provem

ent 
activity for Q

PP.

Q
uality ID

N
Q

S 
Dom

ain
M

easure 
Type

 
High- 

Priority 
M

easure 

Data 
Subm

ission 
M

ethod
Specialty

 #116: Avoidance of Antibiotic 
Treatm

ent in Adults w
ith Acute 

Bronchitis 

 
Effi

ciency 
and Cost 

Reduction

 
Process

 Yes
 

Registry
 

Internal M
edicine, 

Em
ergency M

edicine, 
General Practice/Fam

ily

 #331: Adult Sinusitis: Antibiotic 
Prescribed for Acute Sinusitis 
(O

veruse) 

 
Effi

ciency 
and Cost 

Reduction

 
Process

 Yes
 

Registry
 

Allergy/Im
m

unology, 
Internal M

edicine, 
O

tolaryngology, General 
Practice/Fam

ily M
edicine 

 #332: Adult Sinusitis: 
Appropriate choice of Antibiotic: 
Am

oxicillin, w
ith or w

ithout 
Calvulanate Prescribed for 
Patients w

ith Acute Bacterial 
Sinusitis (Appropriate U

se) 

 
Effi

ciency 
and Cost 

Reduction

 
Process

 Yes
Registry

 
Allergy/Im

m
unology, 

Internal M
edicine, 

O
tolaryngology, General 

Practice/Fam
ily M

edicine

 #93: Acute O
titis Externa (AO

E): 
System

ic Antim
icrobial Therapy-

Avoidance of Inappropriate U
se

 
Effi

ciency 
and Cost 

Reduction

 
Process

 Yes
 

Claim
s, 

Registry

 
Em

ergency M
edicine, 

O
tolaryngology, General 

Practice/Fam
ily M

edicine

 #91: Acute O
titis Externa (AO

E): 
Topical Therapy 

 
Effective 
Clinical 

Care 

 
Process

 Yes
 

Claim
s, 

Registry

 
Em

ergency M
edicine, 

O
tolaryngology, Pediatrics

FO
R M

O
RE IN

FO
RM

ATIO
N

 O
N

 CM
S Q

U
A

LITY PAYM
EN

T PRO
G

RA
M

:

Contact the Q
uality Paym

ent Program
 Service Center at 1-866-288-8292 or  

TTY: 1-877-715-6222 or Q
PP@

cm
s.hhs.gov

Visit the Q
uality Paym

ent Program
 w

ebsite: htt
ps://qpp.cm

s.gov/

RESO
U

RCES:

Adult Acute Bronchitis (Avoidance): htt
ps://m

dinteractive.com
/files/uploaded/file/

CM
S2017/2017_M

easure_116_Registry.pdf

Adult Sinusitis (O
veruse): htt

ps://m
dinteractive.com

/files/uploaded/file/
CM

S2017/2017_M
easure_331_Registry.pdf

Adult Sinusitis (Appropriate U
se): htt

ps://m
dinteractive.com

/files/uploaded/file/
CM

S2017/2017_M
easure_332_Registry.pdf

Acute O
titis Externa (AO

E): htt
p://w

w
w

.m
ipssuccess.com

/w
p-content/

uploads/2017/02/2017_M
easure_093_Claim

s.pdf

Acute O
titis Externa (AO

E): Topical Therapy: htt
ps://m

dinteractive.com
/files/uploaded/

file/CM
S2017/2017_M

easure_091_Registry.pdf

The Core Elem
ents of O

utpatient Antibiotic Stew
ardship booklet:  

htt
ps://w

w
w

.cdc.gov/antibiotic-use/com
m

unity/pdfs/16_268900-A_
CoreElem

entsO
utpatient_508.pdf

The Core Elem
ents of O

utpatient Antibiotic Stew
ardship inform

ation:  
htt

ps://w
w

w
.cdc.gov/getsm

art/com
m

unity/im
proving-prescribing/core-elem

ents/core-
outpatient-stew

ardship.htm
l

CPT® is a registered tradem
ark of the Am

erican M
edical Association.




