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1.0 New or Maintenance

New

1.3 Electronic Clinical Quality Measure (eCQM)

Yes

1.6 Measure Description

Percentage of patients aged 18-85 years with a diagnosis of diabetes who received a kidney health
evaluation defined by an Estimated Glomerular Filtration Rate (eGFR) AND Urine Albumin-

Creatinine Ratio (UACR) within the 12-month measurement period

1.7 Composite Measure
No

1.7 Measure Type
Process

1.8 Level of Analysis

Clinician: Individual
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1.9 Care Setting
Clinician Office/Clinic

1.10 Measure Rationale

Chronic Kidney Disease (CKD) is a major driver of morbidity, mortality and high healthcare costs
in the United States. Currently, 37 million American adults have CKD and millions of others are at
increased risk (National Kidney Foundation [NKF], 2022), with an estimated population
prevalence growing to nearly 17% among Americans aged 30 years and older by the year 2030
(Saran et al., 2019; Hoerger et al., 2015). Total Medicare spending in 2016 on both CKD and End-
Stage Renal Disease (ESRD) was over $114 billion, comprising 23% of total Medicare fee-for-
service spending overall with costs increasing exponentially with advancing CKD (Saran et al.,
2019; Nichols et al., 2020). In the US from 2002-2016, the burden of CKD, defined as years of life
lost, years living with disability, disability-adjusted life years, and deaths, outpaced changes in the
burden of disease for other conditions (Bowe et al., 2018). Patients with CKD are readmitted to
the hospital more frequently than those without diagnosed CKD (Saran et al., 2019). CKD is the
9th leading cause of death in the US and is the fastest growing non-communicable disease in
terms of in burden largely due to death (Hoerger et al., 2015; Bowe et al., 2018). This public
health issue is driven largely by the impact of diabetes—the most common comorbid risk factor for
CKD (Saran et al., 2019; Bowe et al., 2018).

The intent of this process measure is to improve rates of guideline-concordant kidney health
evaluation in patients with diabetes to more consistently identify and potentially treat or delay
progression of CKD in this high-risk population. Annual kidney health evaluation in patients with
diabetes to determine risk of CKD using estimated glomerular filtration rate (¢GFR) and urine
albumin creatinine ratio (1ACR) is recommended by clinical practice guidelines (American
Diabetes Association, 2023; de Boer, 2022; NKF, 2007; NKF, 2012) and has been a focus of
various local and national health care quality improvement initiatives, including Healthy People
2030 (Healthy People 2030, 2023). However, performance of these tests in patients with diabetes
remains low, with rates that vary across Medicare (41.8%) and private insurers (49.0%) (Saran et
al., 2019; Alfego et al., 2021; Stempneiwicz et al., 2021). Low rates of detection of CKD in a
population of patients with diabetes have been demonstrated to be associated with low patient
awareness of their own kidney health status (Szczech et al., 2014). Indeed, 90% of individuals with
CKD are unaware of their condition due to under-recognition and under-diagnosis (Saran, et al.,
2019; Centers for Disease Control and Prevention, 2023). Currently, an individual’s lifetime
probability of developing CKD is relatively high, reaching 54% for someone currently aged 30-49
years (Hoerger et al., 2015). Regular kidney health evaluations, utilizing both eGFR and uACR,
provide an opportunity to improve identification and potential reversal of worsening kidney
function, particularly in high risk populations, such as those with diabetes.

This measure replaces and improves upon the previous Merit-Based Incentive Program (MIPS)
medical attention for nephropathy measure. This measure is more specific as it requires utilizing
the eGFR and uACR tests to assess a patient’s kidney health.
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1.11 Measure Webpage
https://ecqi.healthit.gov/ecqm/ec/2023/cms0951v1
1.12a Attach MADIE Output
CMS951v3 - Specifications.zip

1.13 Data Dictionary
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https://doi.org/10.1681/asn.2019121308
https://doi.org/10.1053/j.ajkd.2019.01.001
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Not attached. I attest that all information will be provided where codes and/or value sets are
needed (1.14a - 1.15¢).

1.13a Attach Data Dictionary
NKF Kidney Health Evaluation Value Sets 20240502 CMS951v3.xlsx

1.14 Numerator

Patients who received a kidney health evaluation defined by an Estimated Glomerular Filtration
Rate (eGFR) AND Urine Albumin-Creatinine Ratio (WACR) within the 12-month measurement
period

1.14a Numerator Details

The numerator is the number of patients who received a kidney health evaluation within the 12-
month measurement period.

Kidney health evaluation is defined by an:

¢ Estimated Glomerular Filtration Rate (eGFR) and
e Urine Albumin-Creatinine Ratio (WUACR).

All data elements necessary to calculate this numerator are defined in the eCQM specifications
and associated value sets are available in the Value Set Authority Center (VSAC):

¢ valueset "Estimated Glomerular Filtration Rate" (2.16.840.1.113883.3.6929.3.1000)
¢ valueset "Urine Albumin Creatinine Ratio" (2.16.840.1.113883.3.6929.3.1007)

To access the value sets for the measure, please visit the Value Set Authority Center (VSAC),
sponsored by the National Library of Medicine, at https://vsac.nlm.nih.gov/.

1.15 Denominator

All patients aged 18-85 years with a diagnosis of diabetes with at least one visit during the
measurement period.

1.15a Denominator Details

The denominator includes all patients:

e Aged 18-85 years and
e A diagnosis of diabetes at the start of the measurement period and


https://www.p4qm.org/sites/default/files/2024-05/NKF%20Kidney%20Health%20Evaluation%20Value%20Sets_20240502_CMS951v3.xlsx
https://vsac.nlm.nih.gov/
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e Has at least one visit during the measurement period

All data elements necessary to calculate this numerator are defined in the eCQM specifications
and associated value sets are available in the Value Set Authority Center (VSAC):

¢ valueset "Annual Wellness Visit" (2.16.840.1.113883.3.526.3.1240)

¢ valueset "Diabetes" (2.16.840.1.113883.3.464.1003.103.12.1001)

¢ valueset "Encounter Inpatient" (2.16.840.1.113883.3.666.5.307)

e valueset "Home Healthcare Services" (2.16.840.1.113883.3.464.1003.101.12.1016)

« valueset "Office Visit" (2.16.840.1.113883.3.464.1003.101.12.1001)

e valueset "Outpatient Consultation" (2.16.840.1.113883.3.464.1003.101.12.1008)

 valueset "Preventive Care Services Established Office Visit, 18 and Up"
(2.16.840.1.113883.3.464.1003.101.12.1025)

e valueset "Preventive Care Services Initial Office Visit, 18 and Up"
(2.16.840.1.113883.3.464.1003.101.12.1023)

e valueset "Telephone Visits" (2.16.840.1.113883.3.464.1003.101.12.1080)

To access the value sets for the measure, please visit the Value Set Authority Center (VSAC),
sponsored by the National Library of Medicine, at https://vsac.nlm.nih.gov/.

1.15b Denominator Exclusions

Patients with a diagnosis of ESRD active during the measurement period.
Patients with a diagnosis of CKD Stage 5 active during the measurement period.

Patients who have an order for or are receiving hospice or palliative care.

1.15¢c Denominator Exclusions Details

The denominator exclusions are patients who meet the following criteria during the measurement
period:

» Patients with a diagnosis of ESRD active during the measurement period
 Patients with a diagnosis of CKD Stage 5 active during the measurement period
e Patients who have an order for or are receiving hospice or palliative care

All data elements necessary to calculate this numerator are defined in the eCQM specifications
and associated value sets are available in the Value Set Authority Center (VSAC):

e valueset "Chronic Kidney Disease, Stage 5" (2.16.840.1.113883.3.526.3.1002)


https://vsac.nlm.nih.gov/
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e valueset "End Stage Renal Disease" (2.16.840.1.113883.3.526.3.353)

e valueset "Hospice Care Ambulatory" (2.16.840.1.113883.3.526.3.1584)

e valueset "Hospice Diagnosis" (2.16.840.1.113883.3.464.1003.1165)

e valueset "Hospice Encounter” (2.16.840.1.113883.3.464.1003.1003)

e valueset "Palliative Care Diagnosis" (2.16.840.1.113883.3.464.1003.1167)

¢ valueset "Palliative Care Encounter" (2.16.840.1.113883.3.464.1003.101.12.1090)

¢ valueset "Palliative Care Intervention" (2.16.840.1.113883.3.464.1003.198.12.1135)

e code "Discharge to healthcare facility for hospice care (procedure)" ("SNOMEDCT Code
(428371000124100)")

¢ code "Discharge to home for hospice care (procedure)" ("SNOMEDCT Code
(428361000124107)")

¢ code "Functional Assessment of Chronic Illness Therapy - Palliative Care Questionnaire
(FACIT-Pal)" ("LOINC Code (71007-9)")

e code "Hospice care [Minimum Data Set]" ("LOINC Code (45755-6)")

e code "Yes (qualifier value)" ("SNOMEDCT Code (373066001)")

To access the value sets for the measure, please visit the Value Set Authority Center (VSAC),
sponsored by the National Library of Medicine, at https://vsac.nlm.nih.gov/.

1.16 Type of Score
Rate/proportion

1.17 Measure Score Interpretation
Better performance = Higher score

1.18 Calculation of Measure Score

The measure calculation diagram is attached to this submission.

Performance Rate = (Numerator)/ (Denominator - Exclusions)

1. Find the patient visits that qualify for the denominator (i.e., the patients who meet the age,
diagnosis and encounter requirements).

2. Remove those patients who meet the exclusion criteria from the denominator.

3. Identify whether the patients received both the eGFR and uACR tests during the
measurement period.

4. If both tests were not performed (i.e., does not meet the numerator), this case represents a
quality failure.

1.18a Attach measure score calculation diagram

NKF Kidney Health Evaluation Measure Calculation.pdf

1.19 Measure Stratification Details


https://vsac.nlm.nih.gov/
https://www.p4qm.org/sites/default/files/2024-04/NKF%20Kidney%20Health%20Evaluation%20Measure%20Calculation.pdf
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N/A: this measure is not stratified.

1.20 Types of Data Sources
Electronic Health Records

1.25 Data Source Details

Practices collect EHR data using certified electronic health record technology (CEHRT). The MAT
output, which includes the human readable and XML artifacts of the clinical quality language
(CQL) for the measure are contained in the eCQM specifications attached. No additional tools are
used for data collection for eCQMs.

1.26 Minimum Sample Size
No minimum sample size is required.

2.1 Attach Logic Model
NKF Kidney Health Evaluation Measure Logic Model Gaps and Testing 5-3-24.pdf

2.2 Evidence of Measure Importance

This clinical quality measure is based on two evidence-based clinical guidelines from the National
Kidney Foundation (NKF), from 2007 and 2012, and the American Diabetes Association (ADA),
from 2023. These guidelines explicitly recommended eGFR and uACR laboratory testing in
patients with a diagnosis of diabetes. Kidney health evaluations, utilizing both eGFR and uACR
tests, among patients with a diagnosis of diabetes provide an opportunity to improve identification
and potential reversal of worsening kidney function.

The following evidence statements are quoted verbatim from the referenced clinical guidelines
and other sources, where applicable:

American Diabetes Association Professional Practice Committee, 2023

At least annually, urinary albumin (e.g., spot urinary albumin-to-creatinine ratio) and estimated
glomerular filtration rate should be assessed in people with type 1 diabetes with duration of =5
years and in all people with type 2 diabetes regardless of treatment. Level of Evidence: B

National Kidney Foundation, 2007 and 2012


https://www.p4qm.org/sites/default/files/2024-05/NKF%20Kidney%20Health%20Evaluation%20Measure%20Logic%20Model%20Gaps%20and%20Testing%205-3-24.pdf

RM Partnership for
Quality Measurement

Powered by Battelle

Patients with diabetes should be screened annually for Diabetic Kidney Disease (DKD). Initial
screening should commence:

¢ 5 years after the diagnosis of type 1 diabetes; (Quality of Evidence: A) or
e From diagnosis of type 2 diabetes. (Quality of Evidence: B)

Screening should include:

e Measurements of urinary albumin-creatinine ratio (ACR) in a spot urine sample; (Quality of
Evidence: B)
e Measurement of serum creatinine and estimation of GFR. (Quality of Evidence: B)

References:

American Diabetes Association Professional Practice Committee. (2023). Chronic kidney disease
and risk management: Standards of medical care in diabetes—2023.Diabetes Care,
46(Supplement 1), S191-S202. https://doi.org/10.2337/dc23-S011&nbsp;

National Kidney Foundation. (2007). KDOQI Clinical practice guidelines and clinical practice
recommendations for diabetes and chronic kidney disease. Retrieved
from: https://www.kidney.org/sites/default/files/docs/diabetes_ajkd febsuppl ...

National Kidney Foundation. (2012). KDOQI Clinical practice guideline for diabetes and CKD:
2012 Update. Retrieved
from: http://www.kidney.org/sites/default/files/docs/diabetes-ckd-update-2012...

2.3 Anticipated Impact

CKD is asymptomatic at onset. Clinicians and patients can only learn about the presence of CKD
through routine testing for CKD among people who are at risk.

At this writing, 90% of people living with chronic kidney disease remain undetected in primary
care settings, including as many as 40% of people whose kidney have already failed.(Centers for
Disease Control and Prevention, 2023; Szczech et al., 2014) Overarching care for people with a
CKD diagnosis is also suboptimal as most people do not receive guideline directed medical
therapy (GDMT).(Tummalapalli et al., 2019) Approximately 50% of people with advanced CKD
receive nephrology care.(United States Renal Data System)


https://doi.org/10.2337/dc23-S011&nbsp
https://www.kidney.org/sites/default/files/docs/diabetes_ajkd_febsuppl_07.pdf
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Recent publications suggest that improvements in CKD testing, particularly the use of urine
albumin-creatinine ratio, impacts the probability of people with CKD receiving GDMT in primary
care settings.(Chu et al., 2023) Studies regarding the impact of new interventions, such as
sodium-glucose transporter 2 inhibitors (SGLT2i)(Heerspink et al., 2020; Herrington et al., 2023;
Perkovic et al., 2019) or non-steroidal mineralocorticoid receptor agonists (nsMRA)(Bakris et al.,
2020), have demonstrated significant reductions in CKD progression, associated cardiovascular
events, and related utilization. A recent retrospective cohort study illustrated that good CKD
disease management in CKD Stage 3 and Stage 4 (defined as CKD testing, diagnosis, risk factor
management, and use of basic interventions to address proteinuria) could yield as much as a 40%
reduction in inpatient hospitalization, a 30% reduction in emergency room visits, and an decrease
in monthly healthcare costs by as much as 17%.(Li et al., 2023)

While the opportunity to slow CKD progression, reduce the rising cardiovascular risk associated
with it, and reduce utilization are opportunities that arise from improved CKD testing, there are
few adverse events that are associated with the use of the two widely available, inexpensive tests
associated with this measure.

References:
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in Type 2 Diabetes. New England Journal of Medicine 2020;383(23):2219-2229. DOI:
doi:10.1056/NEJMoa2025845.

Centers for Disease Control and Prevention. Chronic Kidney Disease in the United States, 2023.
Retrieved from: https://www.cdc.gov/kidneydisease/publications-resources/ckd-national-f...

Chu CD, Xia F, Du Y, et al. Estimated Prevalence and Testing for Albuminuria in US Adults at Risk
for Chronic Kidney Disease. JAMA Netw Open 2023;6(7):€2326230. (In eng). DOI:
10.1001/jamanetworkopen.2023.26230.

Heerspink HJL, Stefansson BV, Correa-Rotter R, et al. Dapagliflozin in Patients with Chronic
Kidney Disease. N Engl ] Med 2020;383(15):1436-1446. (In eng). DOI: 10.1056/NE]JMo0a2024816.

Herrington WG, Staplin N, Wanner C, et al. Empagliflozin in Patients with Chronic Kidney
Disease. N Engl ] Med 2023;388(2):117-127. (In eng). DOI: 10.1056/NEJMo0a2204233.
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LiY, Barve K, Cockrell M, et al. Managing comorbidities in chronic kidney disease reduces
utilization and costs. BMC Health Serv Res 2023;23(1):1418. (In eng). DOL:
10.1186/s12913-023-10424-8.

Perkovic V, Jardine M]J, Neal B, et al. Canagliflozin and Renal Outcomes in Type 2 Diabetes and
Nephropathy. N Engl ] Med 2019;380(24):2295-2306. (In eng). DOI: 10.1056/NEJMoa1811744.

Szczech, L. A., Stewart, R. C., Su, H., Deloskey, R. ]., Astor, B. C., Fox, C. H., . . . Vassalotti, J. A.
(2014). Primary care detection of chronic kidney disease in adults with type-2 diabetes: The ADD-
CKD study (Awareness, detection and drug therapy in type 2 diabetes and chronic kidney disease).
PLoS ONE, 9(11). DOI: https://doi.org/10.1371/journal.pone.0110535

Tummalapalli SL, Powe NR, Keyhani S. Trends in Quality of Care for Patients with CKD in the
United States. Clinical Journal of the American Society of Nephrology 2019;14(8):1142-1150. DOI:
10.2215/¢jn.00060119.

United States Renal Data System. 2021 USRDS Annual Data Report: Epidemiology of kidney
disease in the United States. National Institutes of Health, National Institute of Diabetes and
Digestive and Kidney Diseases, Bethesda, MD:, 2021. (https://adr.usrds.org/2021)

2.4 Performance Gap

Two ambulatory test sites provided data with different electronic health record systems (EHRs)
(Allscripts and AthenaNet). Site 1 included 59 clinicians and 1 clinician provided care at Site 2.
Data on 2,950 patients from these two practices from January 1, 2019 to December 31, 2019 were
used to calculate the performance scores.

The performance score is measured by the percentage of patients aged 18-85 years with a
diagnosis of diabetes who received a kidney health evaluation defined by eGFR AND uACR within
the measurement period which is from January 1 to December 31, 2019. As shown in Table 1, the
mean performance score is 9.9% with the standard deviation (STD) of 14.8%; the median is 6.8%
with the interquartile range of 0.0-11.4%. In Table 2, we also provide mean performance score,
number of clinicians, and number of patients by different ranges of the score. For example, at the
low-end with the score range from minimum to 30™, the mean score is 0.0% measured with 84
patients across 19 entities; at the high-end with the score range from 90" (>23.3%) to 100™
(100.0%), the mean score is 40.7% measured with 512 patients across 6 entities.
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See Tables 1 and 2 in the NKF Kidney Health Evaluation Measure Logic, Gaps, and Testing
attachment for the distribution of performance scores across the 19 clinicians.

2.4a Attach Performance Gap Results
NKF Kidney Health Evaluation Measure Logic Model Gaps and Testing 5-3-24 0.pdf
2.5 Health Care Quality Landscape

This measure replaces and improves upon the previous Merit-Based Incentive Program (MIPS)
medical attention for nephropathy measure. The rationale provided in section 1.10 provides
additional context on why this measure is needed.

2.6 Meaningfulness to Target Population

This measure was developed with input from a technical expert panel (TEP), which included
patient and caregiver representation. These individuals were also trained in measure development
prior to participating on the TEP. Generally, patients express the wish to have been made aware
of their kidney health or diagnosed with CKD earlier as it would have allowed them opportunities
for better lifestyle choices and engage in decision-making.

3.1 Contributions Towards Closing Care Gaps

As shown in above Table 4, Characteristics of denominators, there are differences in the patient
demographic distribution. Patients’ age ranged from 19 to 85 years old. More specifically, 10.4%
patients aged 18-45, 15.1% aged 46-55, 25.8% aged 56-65, 31.0% aged 66-75%, and 17.7% aged
76-85. Female patients are 50.7%; white race 85.5% and black race 7.6%; by Hispanic, N/HL is
91.7%. So, the demographic characteristics are representative.

We also performed analysis of performance score by each demographic variable, results are
presented in Table 9. The distributions of performance score by each variable’s category are
different. For example, among age groups, the patients with aged 56-65 and 66-75 have higher
performance score; there is no obvious difference between male and female; median score for
white is 7.5 and for black it is 0.0.

Two recent studies of Americans with diabetes demonstrated disparities for lower uACR testing
among Blacks or African Americans and socioeconomically disadvantaged groups (Medicare-


https://www.p4qm.org/sites/default/files/2024-05/NKF%20Kidney%20Health%20Evaluation%20Measure%20Logic%20Model%20Gaps%20and%20Testing%205-3-24_0.pdf
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Medicaid dually eligible, lower neighborhood income, lower education status). (Ferre et al,
2023)(Bhave et al, 2024) This incrementally contributes to kidney health inequities that include
higher rates of type 2 diabetes, more rapid CKD progression, lower access to kidney protective
therapies such as sodium glucose co-transporter-2 inhibitors (SGLT2i), reduced access to
nephrology services and kidney failure replacement inequities (default in-center hemodialysis and
lower access to patient-centric home dialysis and kidney transplant).

See Tables 4 & 9 found in the attachment labeled: NKF Kidney Health Evaluation Measure Logic
Model Gaps and Testing.
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10.1016/j.mayocpiqo.2023.07.002. eCollection 2023 Oct.

Bhave NM, Han Y, Steffick D, Bragg-Gresham ], Zivin K, Burrows NR, Pavkov ME, Tuot D, Powe
NR, Saran R. Assessing trends and variability in outpatient dual testing for chronic kidney disease
with urine albumin and serum creatinine, 2009-2018: a retrospective cohort study in the Veterans
Health Administration System. BM]J Open. 2024 Feb 12;14(2):e073136. doi:
10.1136/bmjopen-2023-073136.

4.1 Feasibility Assessment

All of the data used to calculate this measure are routinely generated and used during care
delivery. All data elements were assessed to determine the extent to which the data could be
collected using electronic health record systems from two ambulatory practices using the
feasibility scorecard. Findings and refinements to the measure based on this evaluation are
described in section 3.3.

4.2 Attach Feasibility Scorecard
NKF Kidney Health Evaluation Feasibility Scorecard rev.2 5-3-2024.xIsx

4.3 Feasibility Informed Final Measure

Each practice provided information about data availability, data accuracy, data standards,
workflow, and burden to collect and report data. All required data elements were able to be
collected, although some data elements were not currently able to be captured in structured
fields. Several data elements were captured via free text. Barriers to feasibility are primarily
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related to the ability to capture data elements for hospice and palliative care in an ambulatory
setting. Without the ability to capture all applicable denominator exclusion data elements, the
overall performance calculation may be impacted, as the denominator or eligible population would
not be reduced by the number of patients for whom the measure is not applicable. Therefore, it
could mean a lower calculated performance score. However, it is also possible that some patients
who would have met the elements not captured also possess one or more of the other exclusions
that are feasible, so they would be appropriately removed. Data elements critical to the
calculation of the measure score are feasible and the measure was considered feasible for
implementation. The measure was also tested in BONNIE in 2020 and the measure logic performs
as expected. The measure has 100% coverage and all 19 of the test cases are passing, within the
BONNIE system.

4.4 Proprietary Information
Proprietary measure or components (e.g., risk model, codes), without fees

4.4a Fees, Licensing, or Other Requirements

Physician Performance Measures (Measures) and related data specifications developed by the
National Kidney Foundation (NKF) are intended to facilitate quality improvement activities by
health care professionals.

These Measures are intended to assist health care professionals in enhancing quality of care.
These Measures are not clinical guidelines and do not establish a standard of medical care and
have not been tested for all potential applications. NKF encourages testing and evaluation of its
Measures.

Measures are subject to review and may be revised or rescinded at any time by NKF. The
measures may not be altered without prior written approval from NKF. The measures, while
copyrighted, can be reproduced and distributed, without modification, for noncommercial
purposes. Commercial use is defined as the sale, license, or distribution of the measures for
commercial gain, or incorporation of the measures into a product or service that is sold, licensed,
or distributed for commercial gain. Commercial uses of the measures require a license agreement
between the user and NKF. Neither NKF nor its members shall be responsible for any use of the
measures.

THESE MEASURES AND SPECIFICATIONS ARE PROVIDED "AS IS" WITHOUT WARRANTY OF
ANY KIND.

Limited proprietary coding is contained in the Measure specifications for convenience. Users of
the proprietary code sets should obtain all necessary licenses from the owners of these code sets.
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CPT(R) contained in the Measure specifications is copyright 2004-2023 American Medical
Association. LOINC(R) is copyright 2004-2023 Regenstrief Institute, Inc. This material contains
SNOMED Clinical Terms(R) (SNOMED CT[R]) copyright 2004-2023 International Health
Terminology Standards Development Organisation. ICD-10 is copyright 2023 World Health
Organization. All Rights Reserved.

The PCPI's and American Medical Association (AMA)’s significant past efforts and contributions to
the development and updating of the measure are acknowledged.

Due to technical limitations, registered trademarks are indicated by (R) or [R].

5.1.1 Data Used for Testing

Two ambulatory test sites were selected with different electronic health record systems (EHRs)
(Allscripts and AthenaNet) in the Midwest. Site 1 included 59 clinicians and 1 clinician provided
care at Site 2. Data on 2,950 patients from these two practices from January 1, 2019 to December
31, 2019 were used for the reliability and validity testing.

5.1.2 Differences in Data

Data element validity testing used the same data described in section 4.1.1 but only a sample 85
patients randomly selected at each site, 170 patients total was used for the medical record
abstraction.

5.1.3 Characteristics of Measured Entities

There are total 60 entities, i.e., clinicians, included in the measure. As shown in Table 3, the
median size as measured by number of patients per clinician is 24, the interquartile ranges from 5
to 67; the minimum is only 1 patient and the maximum size is 306 patients.

See Table 3 found in the attachment labeled: NKF Kidney Health Evaluation Measure Logic
Model Gaps and Testing.
5.1.4 Characteristics of Units of the Eligible Population

There are total 2,950 patients included in the measure analysis. The mean (STD) age is 63.2 years
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(13.0 years); the median age is 65 years with the interquartile range from 55 to 72 years old; the
minimum and maximum age is 19 years old and 85 years old, respectively. The other
characteristics including age groups, sex, race, and Hispanic are presented in Table 4.

See Table 4 found in the attachment labeled: NKF Kidney Health Evaluation Measure Logic
Model Gaps and Testing.

5.2.1 Level(s) of Reliability Testing Conducted
Accountable entity level (i.e., measure score) (e.g., signal-to-noise analysis)

5.2.2 Method(s) of Reliability Testing

To assess signal-to-noise, we employed the beta-binomial model as described by JL. Adams in “The
Reliability of Provider Profiling” (Adams, JL. The reliability of provider profiling: A tutorial. RAND
Health, 2009). Using the techniques detailed in that document, we estimated the clinician-to-
clinician variance (the signal) and the within-clinician variance (the noise). The ratio of these
estimates then produced an estimate of the reliability at each clinician, where a reliability of 0
implies that all variability is due to measurement error, while a reliability of 1 indicates that all
variability is due to real differences in performance. Lower levels of reliability (0.7-0.8) are
considered acceptable for drawing conclusions about groups. Generally speaking, 0.8 is a very
good reliability. The distribution of reliability estimates across all clinicians was examined. The
equation of reliability is as below and results are presented in Table 5.

See Table 5 found in the attachment labeled: NKF Kidney Health Evaluation Measure Logic
Model Gaps and Testing.

5.2.3 Reliability Testing Results

As shown in Table 5, the mean reliability is 0.74 and STD is 0.27; the median reliability is 0.80
with the interquartile range from 0.64 to 1.0 across the 60 clinicians with at least one patient
meeting the denominator criteria. The distribution of the reliability score by deciles, total number
of entities and total patients in each decile range are also provided in the below Table 6.

See Tables 5 & 6 found in the attachment labeled: NKF Kidney Health Evaluation Measure Logic
Model Gaps and Testing.

5.2.3a Attach Additional Reliability Testing Results
NKF Kidney Health Evaluation Measure Logic Model Gaps and Testing 5-3-24 1.pdf
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5.2.4 Interpretation of Reliability Results

Reliability is the measure of whether you can tell one clinician from another. As discussed above,

a reliability of 1 indicates that all variability is due to real differences in performance. Our result
of median reliability of 0.8 allows us to draw conclusions about clinician performance. Also about
72% of clinicians (43 out of 60) had about reliability of >0.7; 18% of clinicians (11 out of 60) had
reliability between 0.54 -0.66; only 10% of clinicians (6 out of 60) had reliability < 0.3. The smaller
number of clinicians with lower reliability could be due to different reasons such as a small
practice with few patients or larger variances in performance scores.

5.3.1 Level(s) of Validity Testing Conducted
Person or encounter level (i.e., data element) (e.q., sensitivity and specificity)

5.3.3 Method(s) of Validity Testing

We conducted data element validity test for two practices with two EHR systems: Site 1
(Allscripts) and Site 2 (AthenaNet), respectively. Each practice were asked to implement the
eCQM specifications and produce an electronic report of the data elements required for the
measure. Trained abstractors then reviewed the medical record for the presence or absence of the
same data elements on a randomly selected set of patients and the results from the electronic
report were compared against the medical record (gold standard). The sample size for this
analysis was 85 patients randomly selected at each site, 170 patients total.

First, we calculated percentage of agreement of data used in the analysis with data from golden
standard for each data element. We defined “agreement” if both are reported same. Second, we
calculated Kappa coefficient which is a measure of interrater agreement. When there is perfect
agreement between the two ratings, the kappa coefficient equals +1. When the observed
agreement exceeds chance agreement, the value of kappa is positive, and its magnitude reflects
the strength of agreement. The minimum value of kappa is between -1 and 0, depending on the
marginal proportions. A value of kappa higher than 0.75 can be considered (arbitrarily) as
"excellent" agreement, while lower than 0.4 will indicate "poor" agreement.

In addition, we also calculated sensitivity, specificity, positive predictive value (PPV) and negative
predictive value (NPV) for the individual data elements. Using the diabetes diagnosis data element
as an example, these analyses tell us the following:

e Sensitivity is the probability that a person is reported as having a diagnosis of diabetes
among those who are truly have that diagnosis documented in the “golden standard”.
 Specificity is the fraction of those reporting that they do not have the diabetes diagnosis

who actually do not have the diagnosis documented in the “golden standard”.
e PPV is the probability of true patients with a diagnosis of diabetes among those who
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reported diabetes.
e NPV is the probability of true patients without a diagnosis of diabetes among those who
reported that they did not have that diagnosis.

Overall agreement rates for the numerator, denominator, and exclusions were also calculated to
better demonstrate how the data elements collectively perform at those levels.

5.3.4 Validity Testing Results

The test results are presented in Table 7 for Site 1 and Site 2, respectively. Testing of the
denominator indicated an overall agreement rate of 94%, with an agreement rate of 91% at site 1
and 98% at site 2. Agreement is very high as expected.

Testing for the exclusions indicated an overall agreement rate of 87%, with an agreement rate of
84% at site 1 and 91% at site 2. There were 21 cases where data was available through
abstraction and not electronic reporting. Exclusions include indicators often reported in inpatient
settings such as palliative and/or hospice care. In many healthcare systems including ambulatory
only, these elements are available for electronic reporting and agreement is expected to be
higher. Agreement is high as expected.

Testing for the numerator indicated an overall agreement rate of 50%, with an agreement rate of
69% at site 1 and 31% at site 2. There were 78 cases where data was available through
abstraction and not electronic reporting. Of these 78 cases, 57 cases were attributed to site 2. The
overall agreement and agreement for site 1 is moderate.

Analysis of the individual data elements demonstrated that the range of percentage of agreement
is from 38.8% to 100% for Site 1 and is from 68.2% to 100% for Site 2. Most of these percentages
are great than 50% (only one element had an agreement rate of 38.8%). The range of Kappa is
from -0.018 to 1.00.

See Table 7 found in the attachment labeled: NKF Kidney Health Evaluation Measure Logic
Model Gaps and Testing.

5.3.4a Attach Additional Validity Testing Results
NKF Kidney Health Evaluation Measure Logic Model Gaps and Testing 5-3-24 2.pdf

5.3.5 Interpretation of Validity Results

Overall agreement rates for the data elements required for the denominator and exclusions were
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very high or high, respectively and agreement is considered moderate for those data elements
required for the numerator.

There are several factors that impacted the numerator agreement. One is that uACR results are
sometimes reported by the laboratory as “unable to calculate” because the urine albumin
concentration is below the analytic detectable threshold. Another is that the clinical sites are part
of a system that only provides ambulatory care and have more limitations in accessing laboratory
data in discrete fields than is typically seen in other healthcare systems. Much of the eGFR and
uACR testing is completed through smaller laboratories and results are often scanned into the
EHR or the availability of data in discrete fields as received from the laboratory data is limited.
These discrepancies do not highlight an issue with the data flow from the EHR to the measure, but
rather in the data transfer from the laboratory to the EHR where the level of granularity of the
data is less specific and thereby more challenging to capture.

A recent publication provided a solution for the “unable to calculate” laboratory reporting
problem by recommending rounding and a numerical value with a less than sign be reported to
allow for electronic data capture. (Miller et al, 2019) The NKF is collaborating with the NKF
Laboratory Engagement Initiative to implement this solution. (National Kidney Foundation, 2024)
To overcome the scanning issue, we have confidence that the data in most large healthcare
systems will be available in discrete fields and systems that have these barriers can develop
appropriate data workflows and implement appropriate mapping and labelling of laboratory tests
as specified in this measure. Many systems on implementation of existing eCQMs have
demonstrated the ability to make the necessary changes to enable electronic reporting.

References:

Miller WG, Bachmann LM, Fleming JK, Delanghe JR, Parsa A, Narva AS; Laboratory Working
Group of the National Kidney Disease Education Program and the IFCC Working Group for
Standardization of Albumin in Urine. Recommendations for Reporting Low and High Values for
Urine Albumin and Total Protein. Clin Chem. 2019 Feb;65(2):349-350. doi:
10.1373/clinchem.2018.297861. Epub 2018 Nov 20.

National Kidney Foundation. (2024). Laboratory Engagement Initiative. Retrieved from:

https://www.kidney.org/content/laboratory-engagement-initiative-lei

5.3.2 Type of Accountable Entity Level Validity Testing Conducted (derived)
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Not applicable/accountable entity level validity testing not conducted
5.4.1 Methods Used to Address Risk Factors
No risk adjustment or stratification
6.1.1 Current Status
In use
6.1.2 Current or Planned Use(s)
Payment Program
6.1.3 Program Details

Name of the program and sponsor

Center for Medicare & Medicaid Services (CMS) Merit-Based Incentive Payment System (MIPS)
URL of the program

https://qpp.cms.gov/

Purpose of the program

Clinician-level quality payment program where MIPS eligible clinicians may earn performance-
based payment adjustments for the services provided to Medicare patients in the United States.
Geographic area and percentage of accountable entities and patients included

National

Applicable level of analysis and care setting

Individual clinician and clinician group; outpatient/ambulatory care.
6.2.1 Actions of Measured Entities to Improve Performance

Two actions entities must take to ensure successful performance on this measure include
education of cross-functional clinical care teams and engagement with laboratory leadership to
ensure accurate calculation and reporting of kidney profile results.

Fulfilment of the KED measure for measured entities is approximately under 40% for the
population with diabetes who should be receiving annual eGFR and uACR testing according to
clinical practice guideline recommendations. (Ferre et al, 2023) To increase fulfilment, clinical
care team education on the importance of screening at risk populations and targeted albuminuria
testing is important. Once clinical care teams are engaged, collaboration with laboratory
leadership is essential to clarify measured values are being captured accurately as issues may
arise in the calculation of the uACR if urine albumin levels are below a detectable range.

Reference:

Ferre S, Storfer-Isser A, Kinderknecht K, et al. Fulfillment and Validity of the Kidney Health
Evaluation Measure for People with Diabetes. Mayo Clin Proc Innov Qual Outcomes.
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2023;7(5):382-391. Published 2023 Aug 29. do0i:10.1016/j.mayocpiqo.2023.07.002
6.2.2 Feedback on Measure Performance

Feedback on current measure performance and implementation are received through public
inquiries via the Jira-issue response process governed by Mathematica and the Centers for
Medicare & Medicaid Services (CMS) for measure stewards of eCQMs in the quality reporting
programs. Significant feedback obtained on the measure during past maintenance cycles have
focused on expansion of several value sets and expansion of the initial population age range to
increase alignment with the National Committee for Quality Assurance (NCQA) Healthcare
Effectiveness Data and Information Set (HEDIS) version of this measure and clarifying timing of
the denominator.

6.2.3 Consideration of Measure Feedback

Based on feedback received on measure specifications and implementation, we modified the
measure to increase the age range of the initial population from 18-75 to 18-85. We also included
several new LOINC codes to the eGFR value set.

6.2.4 Progress on Improvement

This measure was implemented in MIPS beginning in 2023 and we are not yet able to track
progress on improvement. NKF will continue to evaluate the degree to which clinicians are able to
demonstrate higher rates in future years.

6.2.5 Unexpected Findings

Unexpected findings during the implementation of this measure include differences in measure
application and testing ability in rural versus urban settings. Specifically, NKF received a request
to consider including urine protein testing since one practice in a rural area in Texas identified
that some laboratory services in their area did not include uACR; therefore, they were unable to
meet the measure. Because the evidence outlined in the Kidney Disease: Improving Global
Outcomes (KDIGO) clinical practice guidelines clearly shows that assays to measure albumin are
more precise and sensitive than assays to measure urine protein, NKF was unable to agree to this
expansion. (KDIGO, 2024) To date, there has only been one comment submitted through the CMS
processes voicing this concern and as a result we do not believe that the issue is widespread. NKF
will continue to monitor feedback and performance results to ensure that the measure continues
to perform as intended.

References:

Kidney Disease: Improving Global Outcomes (KDIGO) CKD Work Group. KDIGO 2024 Clinical
Practice Guideline for the Evaluation and Management of Chronic Kidney Disease. Kidney Int.
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7.1 Supplemental Attachment
NKF Kidney Health Evaluation Bonnie Testing Results.pdf

Developer POC email
Elizabeth.Montgomery@kidney.org
Measure Developer POC

Elizabeth Montgomery
National Kidney Foundation
30 East 33rd Street

New York , NY 10016
United States

Measured/accountable entity (reliability and/or validity) methodology and results
(if available)

Measured entity (reliability and validity) methodology and results (if available), Person or
encounter-level (reliability and validity) methodology and results (if available)

The measure developer is different from the measure steward
Yes

Steward Address
United States

Steward Organization
National Kidney Foundation

Steward Organization URL
https://www.kidney.org/

Steward POC email

info@kidney.org
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