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Abstract
Background—The metrics used to assess quality of care and pay for performance are
increasingly important. Medicare established the Physician Quality Reporting System (PQRS) that
allowed physicians to report performance measures for many conditions including osteoporosis
and rheumatoid arthritis (RA). We described the frequency and nature of physician-reported
reasons why recommended care for individual osteoporosis and RA patients was not provided.

Methods—Using national data on Medicare fee-for-service beneficiaries (2007-2009), we
identified healthcare providers reporting on quality of care for any of 3 osteoporosis or 3 RA
measures. PQRS reason codes allowed physicians to submit explanations why recommended care
was not given.

Results—In 2009, 1775 physicians reported on >= 1 osteoporosis PQRS measure, and 630
physicians reported on >= 1 RA measure. For patients for whom their physician reported via
PQRS on lifetime DXA screening since age 60, 76% of older women had received such screening.
Among patients with physician-diagnosed osteoporosis reported via PQRS, 82% received
prescription osteoporosis medication in the preceding year. For RA medication use reported via
PQRS, 89% of patients received a DMARD or a biologic. For the remaining 11-24% of
osteoporosis and RA patients, their physicians reported medical, patient, system, or other reasons
why care was considered but not provided.

Conclusions—A substantial fraction of Medicare enrollees who did not receive recommended
osteoporosis or RA care had physician-documented reasons for why care was not provided. For
Medicare and other health plans that implement penalties for apparent nonperformance (or
delivery of suboptimal care), it will be important for allow physicians to provide reasons that care
was considered medically inappropriate, refused, or otherwise not feasible.
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Introduction
Controversies around the best methods to measure, benchmark, and reimburse for high
quality care continue to spur debate at a national level[1, 2]. In 2004, the Centers for
Medicare and Medicaid Services (CMS) implemented the Physician Quality Reporting
Initiative, subsequently named the Physician Quality Reporting System (PQRS). This pilot
program tested a system to allow healthcare providers to report on the quality of care they
were delivering to patients enrolled in the Medicare program. PQRS was designed as “a first
step toward linking Medicare health professionals’ payments to quality, which is consistent
with Medicare’s ongoing transformation from passive payer to active purchaser of high-
value healthcare.”[3]. Physicians who participated in the program could receive an annual
incentive bonus equal to 2% of their annual revenues for all fees billed for their fee-for-
service Medicare patients. This initially voluntary, pay for reporting program was intended
to transition from an incentive-based program to improve quality to a mechanism by which
physicians not meeting certain quality performance measures will receive reduced Medicare
payments[4].

The number and breadth of PQRS measures have continued to grow over time. In 2007,
quality measures relevant for musculoskeletal care were added in the form of 5 new quality
measures for osteoporosis screening and treatment. The osteoporosis measures have changed
over time, and new measures were added in 2008 for patients with rheumatoid arthritis
(RA). While administrative databases from large health plans have long been used to assess
quality of care in osteoporosis [5-9] and in RA [10-13], a unique feature of the PQRS
program is that it allows providers to report care that was considered but not actually
provided for one of several reasons, including those beyond the physicians’ control (e.g. cost
of medication, patient refusal, non-adherence, etc.). This provides an important advantage
over alternate reporting systems that do not allow the provider to document potentially
legitimate reasons why quality indicator-recommend care was not provided.

To date, evaluation of the PQRS program has provided only limited results to inform the
quality of care reported and delivered by participating healthcare providers. We therefore
used national Medicare data to evaluate the physician-reported care provided for quality
measures in osteoporosis and RA, with a particular focus on circumstances where the
physician reported that they did NOT provide the recommended care for a reason beyond
the physician’s control.

Methods
Data sources and patient eligibility

Study population and data source—After Institutional Review Board approval, we
used the national Medicare data from CMS from 2007-2009 to identify enrollees in
traditional fee-for-service Medicare with Part A and Part B coverage who were not enrolled
in a Medicare Advantage plan. Analyses of medication use also required enrollment in a Part
D prescription drug benefit plan. Characteristics of the 2009 source Medicare population in
Supplemental Table 1 showed that patients eligible for this analysis had slightly lower
income and were more likely to live in rural areas and to have a higher one year mortality
compared to those with Medicare and non-part D drug plans or to those enrolled in Medicare
Advantage. For the osteoporosis PQRS measures of interest, the Medicare random 5%
sample data were available. For the RA measures, the full 100% Medicare population of RA
patients was available. Physicians are identified in CMS data by unique physician
identification numbers (UPIN) and national provider identifier (NPI) numbers. Patients were
clustered within physician practices using UPIN and NPI numbers.
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Identification and validation of claims-based PQRS measures for
osteoporosis and RA—We used person-level Medicare claims that contained the
relevant Healthcare Common Procedure Coding System (HCPCS) level II codes relevant for
each PQRS measure. Some PQRS measures are appropriate on an ongoing, periodic basis
(e.g. percentage of patients with an assessment and classification of RA disease activity
within 12 months), some are relevant only once (e.g. any DXA or osteoporosis medication
since the age of 60, tuberculosis testing prior to the first use of any biologic for RA), and
some might never be relevant (e.g. counseling for glucocorticoid use among RA patients
with documentation of a management plan, a measure irrelevant for patients not treated with
glucocorticoids). We selected and evaluated the three osteoporosis and three RA PQRS
measures, described in Table 1, based upon clinical interest and the expectation of the
broadest applicability to a diverse osteoporosis and RA patient population.

The HCPCS II codes that allow for PQRS reporting are submitted to CMS at the time when
a physician has a face-to-face encounter with a patient with a qualifying diagnosis (e.g.
osteoporosis, RA). If a patient had the same PQRS measure reported more than once in each
calendar year, the last claim in each calendar year that applied to the PQRS measure was
used. Modifier codes to the HCPCS II codes allow the physician to designate whether the
patient actually received the recommended care, or whether there were medical (care not
indicated or contraindicated), patient-related (e.g. patient declined, economic, religious, non-
adherence), system (e.g. resources to perform service not available, insurance coverage/
payer related limits), or other unspecified reasons why the care was considered but was not
provided.

For two PQRS measures, we used Medicare prescription drug data and claims for
administration of parenteral medications to assess the validity of PQRS reporting. Measure
41 indicates that a patient received at least one prescription for an oral, infusion, or
injectable prescription osteoporosis medication [an oral or intravenous bisphosphonate,
raloxifene, teriparatide, calcitonin, or systemic hormone therapy]. Measure 108 indicates
that an RA patient received at least one oral, infused, or injected DMARD including
biologics [hydroxychloroquine, methotrexate, leflunomide, sulfasalazine, gold, azathioprine,
cyclosporin, cyclophosphomide, mycophenalate, minocycline, penacillamine, anti-tumor
necrosis factor (TNF) therapy, rituximab, abatacept, anakinra]. To assess drug utilization in
relation to the PQRS claim reported, we required that each patient have Part D coverage in
the 12 months prior to and the 2 months following the PQRS claim date. The purpose of this
14 month window was to assess whether the patient had filled any osteoporosis or RA
medication in the 12 months prior to the PQRS measure being reported, or 2 months into the
future for new prescriptions.

For these two drug-related PQRS measures, we then evaluated PQRS performance for
patients whose physicians reported the PQRS measure compared to that physicians’ patients
meeting the same eligibility criteria described in Table 1 (i.e. had osteoporosis or RA
physician encounters with the pre-specified diagnosis codes) yet did not have the PQRS
measure reported. Eligible patients of physicians who never reported on any osteoporosis or
RA PQRS measure were also examined in a similar fashion.

Statistical analysis—Descriptive statistics compared the characteristics of physicians
reporting on any of the osteoporosis or RA PQRS measures to those of physicians who did
not report. Physician characteristics, such as specialty, age, and rural/urban practice setting
were obtained from the American Medical Association Masterfile and provided information
even for doctors who did not report on any PQRS measure.
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We performed a validity check on the legitimacy of the reasons given on PQRS claims as to
why patients were not treated with osteoporosis or RA medications (PQRS measures 41 and
108). Alternating logistic regression [14] was used to account for the clustering of patients
within physician practices and to identify factors associated with patients having reason(s)
given on a PQRS claim as to why recommended care was not provided referent to patients
with PQRS claims treated by those same physicians and for whom no reason codes were
given (indicating that the recommended care was provided). Age and comorbidities were the
key independent factors of interest and were selected based upon content knowledge
regarding conditions for which a physician might deem that a patient might be
contraindicated to receive a prescription osteoporosis or RA medication. Comorbidities
included chronic kidney disease, hepatitis C, liver disease, chronic obstructive pulmonary
disease (COPD), diabetes, HIV, malignancy, and heart failure. We also included in
statistical models gender, race/ethnicity, dual eligible status, low income subsidy,
geographic region of the U.S., and household income defined by census block group. All
analyses were performed in SAS version 9.3 (SAS Institute, Cary, NC).

Results
PQRS reporting was examined to inform the quality of care provided in both RA and
osteoporosis across the entire Medicare program. Using data from the random 5% sample, a
total of 1,775 physicians reported on any of the 3 listed osteoporosis PQRS measures in
2009 (Table 2). This number represented a minority of physicians treating osteoporosis and
fracture patients, as 373,780 additional physicians treating these kinds of patients did not
report on an osteoporosis PQRS measure. The median age of the physicians reporting was
50 years, and 71% were male. The majority of physicians (91%) reported on DXA screening
(PQRS Measure 39), few (8%) reported on post-fracture care (Measure 40), and 60%
reported on prescription medication use for osteoporosis patients (Measure 41).

For RA patients using the 100% CMS data, 630 physicians reported on PQRS measures in
2009; most were rheumatologists. The majority reported on DMARD use (Measure 108,
96%); approximately one-third reported on RA disease activity and/or functional status.
Physicians reporting PQRS measures generally were similar in age to those not reporting
PQRS measures, and a slightly greater proportion of women physicians reported. In 2009,
11.6% of all U.S. rheumatologists reported on DMARD use for their patients through the
PQRS program, which was a higher proportion than in 2008 (6.4% of rheumatologists) [data
not shown].

Table 3 describes the patients and reason codes (if present) that physicians used to report
whether osteoporosis and RA care was provided, and if not, to provide further
explanation(s). For Measure 39 (DXA screening, 4,179 patients) 76% of physicians reported
that the patient received a DXA at least once since the age of 60, or were prescribed an
osteoporosis medication. The remaining 24% had one or more reason why DXA was not
provided. For Measure 40 (osteoporosis management post fracture, 172 patients), only
37.8% of providers reported that the patient received recommended care. Reasons were
given for the remaining patients, the most common of which was “other” i.e. “reason not
otherwise categorized”. Among 2,351 patients with osteoporosis, their physicians reported
that they provided prescription medication for 81.9%.; medical (e.g. comorbidities) and
patient-related reasons (e.g. refusal) were less common explanations than non-specific
‘other’ reasons for not providing medication.

For RA, physicians reported on DMARD use for 26,408 of their RA patients. A total of
88.8% of patients were described as having received recommended care. Medical reasons
(e.g. patient in remission, medical contraindication) were the most common reason given for
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why care was not provided. A smaller group of RA patients had their RA disease activity or
functional status measured. Among the 6,563 patients who had their RA disease activity
measured and reported, 14.1% were measured using a non-standardized instrument (e.g.
physician gestalt). For the remaining patients, 44.0% of patients were reported by their
physicians as being in low disease activity, 32.0% as moderate disease activity, and 9.9% as
having high disease activity.

We validated prescription medication use for patients with osteoporosis (Measure 41) and
DMARD/biologic use for RA patients (Measure 108) (Figure 1). The analysis was restricted
to patients who had 12 months of part D Medicare coverage prior to and 2 months’ coverage
after the relevant osteoporosis or RA physician visit. For patients whose physicians reported
that they had prescribed an osteoporosis drug (the majority of all that physicians’
osteoporosis patients), confirmation using pharmacy or infusion codes was obtained for 87%
in the previous 12 months or subsequent 2 months from the date of the PQRS claim (Figure
1a). Even for patients whose physicians reported that there was a reason for which care was
not provided, 49% had evidence of a filled prescription or infusion for an osteoporosis
medication. Overall, 77% of osteoporosis patients treated by physicians reporting on PQRS
Measure 41 had evidence that they received a prescription medication. Overall, 74% of
patients (across all nodes in the tree) received a prescription osteoporosis medication.

In RA, the trends were similar (Figure 1b). Among the patients whose physicians reported to
the PQRS program that they prescribed a DMARD or biologic in 2009 (Measure 108),
evidence of a DMARD or biologic was found for 91% of them. This was higher than for
patients of these same doctors when they did not report the PQRS measure (82%). Overall,
86% of patients of physicians who reported on measure 108 had evidence of a DMARD or a
biologic. This proportion was 10% higher than the prevalence of DMARD use among
patients of physicians not reporting Measure 108 (75.4%). Among all patients in this
analysis (i.e. across all nodes in the tree) the overall prevalence of DMARD use was 76%.
These results in 2009 were similar to the corresponding results in 2008 (data not shown).

Table 4 describes factors associated with the PQRS RA Measure 108 that physicians used to
describe medical reasons for the patient not receiving a DMARD or biologic. As shown,
older age, black race, and a number of comorbidities were significantly associated with
physicians reporting a medical reason why the patient was not treated for their RA. In
osteoporosis, all reason codes (medical, patient, system, and other) had to be combined
given the distribution of the PQRS reason codes. Considering all factors listed in the rows or
footnotes in Table 4, the only factors significantly associated with a physician reporting that
a patient did not receive osteoporosis medications was the presence of chronic kidney
disease (multivariable-adjusted odds ratio [OR] = 2.18, 95% CI 1.20 – 3.97) and female
gender (OR = 0.54, 95% CI 0.32 – 0.89).

Discussion
Overall, using nationally representative data from the U.S. Medicare fee for service program
through 2009, we found that only 74% of osteoporosis patients and 76% of RA patients
received recommended care in the form of a prescription medication to treat these
conditions. These estimates were obtained from administrative data via methods that are
commonly used to assess quality of care. However, the incremental data from physicians
participating in the Medicare PQRS program suggested that for 11 to 24% of osteoporosis
and rheumatoid arthritis patients of these physicians, care was considered yet was not
provided because it was not indicated, was refused, or could not be provided for another
reason. Our findings suggest that the osteoporosis and RA care gaps that have previously
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been identified on the basis of administrative claims data [10-12] may have overestimated
the magnitude of the actual care gap.

Our overall estimate of DMARD use in 2009 for RA patients (76%) is comparable to, albeit
somewhat higher than, the previously reported prevalence of DMARD use (67%) for older
RA patients enrolled in Medicare Advantage in 2008[12]. It was also consistent with 2009
results from the Health Employer Data Information Set (HEDIS) where the prevalence of
DMARD use for RA patients enrolled in HEDIS-reporting managed care plans was
approximately 74% [15]. Numerous factors may account for these modest differences
including better access to rheumatology care, specificity of the criteria used to identify RA
patients within health plans, and differences in patient populations (e.g. Medicare Advantage
versus traditional fee for service Medicare)[16-18]. We also provide physician-reported
information on the reasons why care was considered but not provided. The most common
reason why a DMARD was not provided was a medical reason (e.g. RA was in remission,
medical contraindication). Even after controlling for these factors, and consistent with other
reports [19], we found that African Americans with RA were more likely to have their
physician provide a medical reason as to why they were not prescribed DMARDs or
biologics.

Although national estimates of prescription medication use are not available for osteoporosis
patients, HEDIS does collect information regarding DXA use. HEDIS is a widely used
group of performance measures collected by the managed care industry, and these measures
are developed and maintained by the National Committee for Quality Assurance (NCQA).
The 2009 estimate of the lifetime receipt of DXA for women age 65 and older was
approximately 70% [15], which is consistent with our results shown in Table 3 that showed
that 76% of women had their physician report via PQRS they had received a DXA at least
once since age 60. These estimates are substantially higher than estimates using up to 7
years of administrative data [5], which have shown much lower rates (e.g.33% or less) of
DXA utilization among older women. Given that the optimal interval for repeat DXA testing
is not clear but may span many years if the first DXA test is normal [20] even five or more
years of administrative data may be insufficient to assess use of infrequently ordered tests
such as DXA. This under-ascertainment likely is due to the time horizon for assessment,
since administrative data does not cover patients across their life span. In the U.S., these data
are often left or right-censored at age 65 when most patients transition from commercial
insurance to Medicare. For that reason, systems such as PQRS that can query patients or
physicians about their health care for tests ordered infrequently, such as screening DXA or
colonoscopy, provide a valuable complement to administrative data sources.

A key strength of our analysis is the use of our national U.S. Medicare data. For
osteoporosis, we used the 5% random sample, which allowed us to make inference to the
entire Medicare traditional fee-for-service population of osteoporosis patients. For RA, we
had access to 100% of the relevant data, therefore, no extrapolation or inferences were
required. Additionally, and unlike most quality of care studies that only have access to
diagnoses on claims used for billing purposes, the PQRS measures we examined provide
greater certainty that the billing diagnoses accurately reflected the clinical conditions. For
example, the RA disease activity PQRS measure (measure 177) would likely not have been
reported by a physician for a patient who did not actually have RA. Thus, the patients and
their associated diagnoses on which the PQRS measure was reported could reasonably be
inferred to have greater validity given this ‘second level’ of diagnosis confirmation via
PQRS. Of note, it is possible that comparator patients for whom PQRS measures were not
reported were somewhat less likely to actually have osteoporosis or RA, despite validation
studies that have generally shown high validity of administrative data to accurately identify
the diseases of interest [21]. This misclassification of comparator patients could have
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modestly impacted the results in Figure 2 and presumably would have attenuated the
differences in treatment rates observed between patients for whom PQRS measures were
reported compared to those for whom they were not reported.

As a further limitation of our results, we recognize that there is more than one method to
report PQRS measures to the Medicare program. Our analyses focused only on claim-based
reporting, but reporting also may be done through a qualified registry. To our knowledge,
there are no large osteoporosis registries in the U.S. that are qualified to perform PQRS
reporting. However, a few arthritis registries collect information on RA patients. The
Consortium of Rheumatology Researchers of North America (CORRONA), for example,
provides the capability to report to PQRS; however, such reporting was not possible until
2010. In contrast, the American College of Rheumatology began PQRS reporting in June
2009 through the Rheumatology Clinical Registry (RCR), and reporting through this
mechanism was not captured within our data. In 2009, for example, 210 rheumatologists
reported on DMARD use (Measure 108) and on disease activity or functional status
(Measures 177 or 178) through the RCR [Itara Barnes, personal communication]. The only
other method of reporting, though a qualified electronic health record (EHR), began in 2010
and is limited to 20 measures focused on primary care and preventive services [22]. In 2012,
only 1 of these EHR measures is relevant to osteoporosis (measure 39), and none relevant to
RA.

Physician practices voluntarily report on PQRS measures, and these practices and the
patients that they treat may be different than those choosing not to report. For example, most
RA patients for whom Measure 177 (RA disease activity measured using a validated
instrument) was reported were described as having had disease activity measured using a
validated instrument. In as much as a minority of physicians are typically observed to be
using standardized disease activity measures in routine clinical practice [23, 24], it is likely
that only a select group of physicians chose to report on this measure. Other factors may
affect the decision to report to PQRS. For example, reporting for many PQRS measures is
greatly facilitated by having an electronic medical record (EMR). Additionally, the
Medicare bonus paid for reporting (but not for actual performance) is slowly being phased
out; thus, the financial incentives for participation may be changing over time. The incentive
payment that was initially 2% has now decreased to 0.5% in 2012. This bonus eventually
will eventually become a penalty (e.g. a withheld amount of 2.0% based upon 2014
reporting).

Additionally, we recognize that the physician reported reasons why care was not provided
are not specific; physicians reported these reasons in broad groups (e.g. medical, patient,
system, other). We did find significant associations with a number of comorbidities that
would seem reasonable medical contraindications to receipt of some DMARDs and
biologics, supporting the face validity of these care exclusions. At a minimum, it is
reasonable to assume that the care was considered during the office visit and not overlooked
given that the PQRS reason codes were submitted at the time of the physician visit.
However, the reasons why care was not provided might not be considered legitimate by all
providers or health care plans. For example, data from a German study found that 13-19% of
patients did not receive a DMARD within a 12 month period [25]. Although 21-31% of
these patients were in remission and presumably did not need such treatment, others were
not in remission and were only on prednisone as monotherapy (4-8%). Ideally, care
exclusions for reasons such as high comorbidity burdens should conform to evidence-based
recommendations, and quality reporting systems like PQRS should allow physicians to
provide more precise reasons for such exclusions and avoid use of a non-specific ‘other’
category.
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Conclusion
These results suggest that the substantial care gaps previously identified in published
osteoporosis and RA studies using administrative data may have been somewhat
overestimated because of care that was not provided for a presumed valid reason. Allowing
physicians the opportunity to provide reasons why they considered but did not provide care
appears useful to inform measurement in quality of care and should be an integral part of
quality reporting systems in the future.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.
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Significance & Innovation

• Quality of care and pay for performance are becoming increasingly important in
evaluating and compensating physicians and health systems

• The national Medicare Physician Quality Reporting System (PQRS) was
established to allow physicians to describe care that was provided and care that
was considered but not provided.

• A systematic evaluation of results from PQRS related to 6 quality measures for
osteoporosis and rheumatoid arthritis patients was performed to examine the
frequency and reasons why recommended musculoskeletal care was not given.

• Some apparent gaps in quality of care for these two conditions were described
by physicians as having been considered but not provided for various reasons.
The implications of this finding suggest that care gaps traditionally measured
using health plan data may be somewhat overestimated when examined in light
of additional information provided by physicians.

Curtis et al. Page 10

Arthritis Care Res (Hoboken). Author manuscript; available in PMC 2013 October 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 1. Receipt of Osteoporosis and RA Prescription Medications in 2009 according to PQRS
Measure Reporting Status
a
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* all patients in this & subsequent branches had to have Medicare part A + B + part D
coverage as described in the text
** overall, 77% of the 1,277 patients of these physicians received a prescription
osteoporosis medication
*** care was reporting at a physician office visit as having not been provided. However, it
may have been provided at a previous point in time
b
* all patients in this & subsequent branches had to have Medicare part A + B + part D
coverage as described in the text
** overall, 86% of the 22,886 patients of these physicians received a prescription RA
medication
*** care was reporting at a physician office visit as having not been provided. However, it
may have been provided at a previous point in time.
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Table 1

Description of Medicare PQRS Osteoporosis and Rheumatoid Arthritis Quality Measures Relevant in 2009

PQRS Measure number and
construct

Criteria used to Define
Eligible Population

Care Recommended by CMS PQRS
Measure

Relevant HCPCS II
Codes

Measure #39: Screening or
Therapy for Osteoporosis for
Women Aged 65 Years and
Older

Female patients aged 65 years
and older

Had a central dual-energy X-ray
absorptiometry (DXA) measurement ordered
or performed at least once since age 60 or
pharmacologic therapy prescribed within 12
months

3095F – DXA results
available, DXA not
ordered

3096F – DXA ordered

4005F – prescription
osteoporosis
medication ordered

Measure #40: Osteoporosis:
Management Following
Fracture

Patients aged 50 years and
older with fracture of the hip,
spine or distal radius

Central dual-energy X-ray absorptiometry
(DXA) measurement ordered or performed or
pharmacologic therapy prescribed

3095F – DXA results
available, DXA not
ordered

3096F – DXA ordered

4005F – prescription
osteoporosis
medication ordered

Measure #41: Osteoporosis:
Pharmacologic Therapy

Patients aged 50 years and
older with a diagnosis of
osteoporosis

Pharmacologic therapy (other than minerals/
vitamins) for osteoporosis prescribed

4005F – prescription
osteoporosis
medication ordered

#108: Disease Modifying Anti-
Rheumatic Drug Therapy in
Rheumatoid Arthritis

Patients 18 years and older
with a diagnosis of RA

Prescribed, dispensed, or administered a
disease modifying anti-rheumatic drug
(DMARD) or biologic (at least 1 prescription
or infusion)

4187 – DMARD
prescribed

Measure #177: Rheumatoid
Arthritis (RA): Periodic
Assessment of Disease Activity

Patients 18 years and older
with a diagnosis of RA

Assessment and classification of disease
activity within 12 months

3470F – RA disease
activity assessed

Measure #178: Rheumatoid
Arthritis (RA): Functional
Status Assessment

Patients 18 years and older
with a diagnosis of RA

Functional status assessment was performed
at least once within 12 months

1170F – RA functional
status assessed

DXA = dual x-ray energy absorptiometry; RA = rheumatoid arthritis; DMARD = disease modifying anti-rheumatic drug; HCPCS = Healthcare
Common Procedure Coding System
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Table 2

Characteristics of Physicians* Reporting at Least Once in 2009 for Any Osteoporosis or Rheumatoid Arthritis
PQRS Measure

PQRS Measure Group
Reported on at Least 1 Measure among any of the
3 OP or RA PQRS Measures

Did not Report on any of the 3 OP or
RA PQRS Measures

Osteoporosis Measures

 Physicians, n 1,775 373,780

 Median age, years (IQR)* 50 (44,56) 52 (45,59)

Male sex* 71.1% (981) 80.1% (246,797)

 Rural practice setting 12.8% (176) 12.6% (31,008)

 Specialty**

  Rheumatology 13.3% (184) N/A

  Internal Medicine 35.4% (488)

  Family Practice 25.9% (437)

 PQRS Measure Reported

  Measure 39 (DXA screening) 91.1% (1,617)

  Measure 40 (post fracture care) 7.9% (141)

  Measure 41 (OP medication use) 60.6% (1,076)

Rheumatoid Arthritis Measures

Physicians, n 630 83,849

Median age, years (IQR)* 52 (47,60) 53 (46, 60)

Male gender* 75.5% (360) 80.5% (50,630)

 Rural practice setting 5.8% (28) 18.8% (11,811)

 Specialty**

  Rheumatology 70.3% (336) N/A

  Internal Medicine 18.2% (87)

  Family Practice 3.5% (17)

Measure reported on

  Measure 108 (DMARD use) 95.8% (604)

  Measure 177 (RA disease activity) 29.0% (183)

  Measure 178 (functional status) 34.0% (215)

N/A = not applicable; IQR = inter-quartile range; OP = osteoporosis; RA = rheumatoid arthritis; DXA = dual xray absorptiometry

*
using information available in the American Medical Association Masterfile

**
specialty proportions listed do not sum to 100% as only the top 3 specialties reporting were shown
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