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Disclaimer
Performance Measures (Measures) and related data specifications developed by the American Academy of
Neurology (AAN) are intended to facilitate quality improvement activities by providers.
AAN Measures: 1) are not clinical guidelines and do not establish a standard of medical care, and have not been
tested for all potential applications; 2) are not continually updated and may not reflect the most recent information;
and 3) are subject to review and may be revised or rescinded at any time by the AAN. The measures, while
copyrighted, can be reproduced and distributed, without modification, for noncommercial purposes (e.g., use by
health care providers in connection with their practices); they must not be altered without prior written approval
from the AAN. 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 the AAN. Neither the AAN nor
its members are responsible for any use of the measures.
AAN Measures and related data specifications do not mandate any particular course of medical care and are not
intended to substitute for the independent professional judgment of the treating provider, as the information does not
account for individual variation among patients. In all cases, the selected course of action should be considered by
the treating provider in the context of treating the individual patient. Use of the information is voluntary. AAN
provides this information on an “as is” basis, and makes no warranty, expressed or implied, regarding the
information. AAN specifically disclaims any warranties of merchantability or fitness for a particular use or purpose.
AAN assumes no responsibility for any injury or damage to persons or property arising out of or related to any use
of this information or for any errors or omissions.
©2014 American Academy of Neurology. All rights reserved.
Limited proprietary coding is contained in the measure specifications for convenience. Users of the proprietary
coding sets should obtain all necessary licenses from the owners of these code sets. The AAN and its members
disclaim all liability for use or accuracy of any Current Procedural Terminology (CPT®) or other coding contained
in the specifications. ICD-10 copyright 2012 International Health Terminology Standards Development
Organization
CPT ® is a registered trademark of the American Medical Association and is copyright 2015. CPT® codes
contained in the Measure specifications are copyright 2004-2015 American Medical Association.
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Purpose of Measures
In 2014, the American Academy of Neurology (AAN) formed a leadership team to review the
existing Parkinson’s disease Quality Measurement Set which was published in 2010.i A
recommendation was made to reaffirm multiple measures with minor refinements, retire select
measures, and develop select new measures. In 2015, a Parkinson’s Disease Quality
Measurement Set Update Work Group (Work Group) was formed to develop an updated
measurement set for Parkinson’s disease (PD) to promote quality improvement and drive
improved outcomes for patients with PD.
The AAN develops quality measures based on the belief that neurologists should play a major
role in selecting and creating measures that will drive performance improvement and possibly be
used in accountability programs. The AAN formed the Work Group that included
representatives from professional associations and patient advocacy organizations to ensure
measures developed include input from all members of the healthcare team. All members of the
Work Group were required to disclose relationships with industry and other entities to avoid
actual, potential, or perceived conflicts of interest.
Topic Importance
Approximately 630,000 people in the United States carried a diagnosis of Parkinson’s disease in
2010ii, and worldwide estimates indicate that up to 10 million individuals may be diagnosed with
Parkinson’s disease.iii The national economic burden of PD was estimated to exceed $14.4
billion in 2010.iv PD is a heterogeneous disorder with motor and non-motor features that are
often under diagnosed and provided limited treatment options.
Opportunities for Improvement
Additional data on opportunities for improvement and gaps in care specific to the PD measures
can be located in the quality measurement set that follows. Several of the original PD measures
were incorporated into PQRS as a group reporting option starting in 2012. Unfortunately,
eligible provider compliance rates for 2012 have not been made available.
Baek conducted a study in 2013 reviewing compliance with the original PD measures, and
measure specific compliance rates from this study are incorporated into measure specifications
below.vAn assessment of general practitioners found scores of 51% on average of basic PD care
knowledge.vi Following education, scores improved to 71.5% with reported increased confidence
in dealing with PD.vii
Clinical Evidence Base
The Parkinson’s Disease Work Group reviewed existing literature, specifically evaluating
evidence published since the release of the original measurement set supporting and refuting
original measures. Over 35 clinical practice guidelines and systematic reviews were consulted,
but the following were chosen to support evidence base for measures:
1. 2015. National Guideline System (SNLG). SNLG Regions – Dementia: Diagnosis and
Treatment.viii
2. 2013. NICE. Falls: assessment and prevention of falls in older people.ix
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3. 2013. Progressive resistance exercise improves strength and physical performance in
people with mild to moderate Parkinson’s disease: a systematic review.x
4. 2013. EFNS/MDS-ES recommendations for the diagnosis of Parkinson’s disease.xi
5. 2013. Palliative care for adults. Institute for Clinical Systems Improvement (ICSI).xii
6. 2012. EFNS-ENS Guidelines on the diagnosis and management of disorders associated
with dementia.xiii
7. 2011. EFNS Early (uncomplicated) Parkinson’s disease.xiv
8. 2011. The Movement Disorder Society Evidence-Based Medicine Review Update:
Treatments for the Non-Motor Symptoms of Parkinson's Disease.xv
9. 2011. Management of the hospitalized patient with Parkinson's disease: Current state of
the field and need for guidelines.xvi
10. 2011. EFNS Sleep disorders in neurodegenerative disorders and stroke.xvii
11. 2010. Scottish Intercollegiate Guidelines Network. Diagnosis of pharmacological
management of Parkinson’s disease.xviii
12. 2006. National Institute for Health and Clinical Excellence (NICE) Parkinson’s disease:
Diagnosis and management in primary and secondary care.xix
13. 2006 Reaffirmed 2013. Practice parameter: diagnosis and prognosis of new onset
Parkinson disease (an evidence-based review): Report of the Quality Standards
Subcommittee of the American Academy of Neurology.xx
14. 2006. Quality Standards Subcommittee of the American Academy of Neurology. Practice
parameter: evaluation and treatment of depression, psychosis, and dementia in Parkinson
disease (an evidence-based review): report of the Quality Standards Subcommittee of the
American Academy of Neurology.xxi
15. American Heart Association. American Heart Association Recommendations for Physical
Activity in Adults.xxii
Common Abbreviations in the Measurement Set
Below is a list of acronyms utilized in this document. The AAN has a Quality Improvement
Glossary, which provides more in depth explanations and is available at
aan.com/practice/quality-measures/quality-resources.
 CMS: Centers for Medicare & Medicaid Services
 NQF: National Quality Forum
 PD: Parkinson’s disease
 PQRS: Physician Quality Reporting System
Desired Outcomes
The Work Group reviewed desired outcomes for patients with Parkinson’s disease and noted that
it is impossible to identify and address all optimal outcomes through measure development.
However, it is helpful to identify what are desired outcomes for patients with Parkinson’s
Disease as a starting point to developing outcome measures. The work group identified the
following desired outcomes:
 Neurology care should be provided to patients throughout the course of illness.
 A point of care neurologist should be identified to minimize complications that may
occur across the continuum of care
 Confirmation of PD diagnosis should be made as soon as possible and reduction of PD
disability is a focus
©2015. American Academy of Neurology. All Rights Reserved.
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Appropriate extended care facility (ECF) referrals and minimizing complications of late
stage disease (e.g., bedsores, delirium, psychosis, reduced mobility, incontinence
garments) that arise from ECF admissions
Appropriate medical and surgical treatment options provided
Reduction of medication errors and the use of neuroleptics (with a few exceptions)
should be avoided
Improvement of quality of care should be the focus of a coordinated treatment team
Address all patient needs and engage all patients on a personal level
Improve adherence to PD therapies
Increase patient engagement in treatment decision process
Increase patient satisfaction with the care provided
Increase availability of PD education, increase patient participation and incorporate this
information into treatment plans
Reduction of mortality directly related to PD
Act to assure that psychiatric symptoms do not interfere with functioning levels
Work to maintain or increase existing cognitive functioning levels
Work to decrease rates of sleep disturbance in patient population
Work to decrease fall rate in patient population
Help patients maintain or increase physical functioning levels
Work to decrease rates of urinary incontinence and constipation
Decreased rates of comorbidities (i.e., HTN, Diabetes, Obesity, etc.)
Work to reduce number of medication-related motor complications in patient population
Work to reduce number of injuries in patient population
Reduce hospitalizations
Act to assure that patient end of life wishes are addressed
Act to reduce care giver burden

Work Group Recommendations and Other Potential Measures
The work group reviewed the 10 previously developed measures and recommended 3 measures
be retired. Seven measures were reviewed and additional specificity added. Four new measures
were created.
2015 Parkinson’s Disease Measurement Set Update
Annual Parkinson’s Disease Diagnosis Review*
Avoidance of Dopamine-Blocking Medications in Patients with Parkinson’s Disease
Psychiatric Symptoms Assessment for Patients with Parkinson’s Disease*
Cognitive Impairment or Dysfunction Assessment for Patients with Parkinson’s Disease*
Querying about Symptoms of Autonomic Dysfunction for Patients with Parkinson’s Disease*
Querying about Sleep Disturbances for Patients with Parkinson’s Disease*
Fall Rate for Patients with Parkinson’s Disease
Parkinson’s Disease Rehabilitative Therapy Options*
Counseling Patients with Parkinson’s Disease About Regular Exercise Regimen
Querying about Parkinson’s Disease Medication-related Motor Complications*
Advanced Care Planning for Patients with Parkinson’s Disease
* 2009 measure updated with additional specificity
©2015. American Academy of Neurology. All Rights Reserved.
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The measure development work group process involves creating draft measure concepts, rating
those draft concepts, discussing select concepts during a meeting series, and voting on the
approval of individual concepts following discussion. Through the rating process, measure
concepts that have a strong evidence base, address a demonstrated gap in care, are actionable by
providers, and validly specified are prioritized for discussion.

Measure 1
Measure 2
Measure 3
Measure 4
Measure 5
Measure 6
Measure 7
Measure 8
Measure 9
Measure 10

2009 Parkinson’s Disease Measurement Set
Annual Parkinson’s Disease Diagnosis Reviewed
Psychiatric Disorders or Disturbances Assessment
Cognitive Impairment or Dysfunction assessment
Querying about Symptoms of Autonomic Dysfunction
Querying about Sleep Disturbances
Querying about Falls Retired
Parkinson’s Disease Rehabilitative Therapy Options
Parkinson’s Disease Related Safety Issues and Counseling Retired
Querying about Medication-related Motor Complications
Parkinson’s Disease Medical and Surgical Treatment Options Reviewed Retired

Retired Measures
The work group leadership reviewed evidence in advance of the meeting series and
recommended the falls querying and safety counseling measures be retired due to duplicative
existing measures and lack of specificity and actionability for a provider respectively. The work
group supported these recommendations, and a vote to retire each measure was held. The work
group discussed how best to specify the medical and surgical treatment option measure to
include non-surgical options before reaching a consensus that the measure should be retired.
Measure Concepts Proposed
The work group reviewed and rated eighteen draft measure concepts, each represents an aspect
of care that warrants attention and detail. However, it is impossible for one measurement set to
incorporate and address all aspects of care. The work group reviewed measures that would have
assessed treatment of sleep disturbances specifically from wearing off and the presence of
nocturnal motor features, physical therapy referrals, driving capabilities, vision impairment,
caregiver burden, and social support system. These measure concepts were not developed further
following work group rating. Eleven measures were ultimately selected and discussed.
Intended Audience, Care Setting, and Patient Population
The AAN encourages the use of these measures by physicians, other health care professionals,
practices, and health care systems, where appropriate, to achieve improved performance and as
steps towards optimized clinical outcomes for patients with PD. Measures are created to assist in
establishing threshold performance rates and through continued data gathering can be used to
drive quality improvement. Measures may be submitted for use in accountability programs as
well. For purposes of this document, accountability programs refer to pay for reporting, pay for
performance, and public reporting programs.
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2015 Parkinson’s Disease Measurement
Set Update
Annual Parkinson’s Disease Diagnosis
Review*
Avoidance of Dopamine-Blocking
Medications in Patients with Parkinson’s
Disease
Psychiatric Symptoms Assessment for
Patients with Parkinson’s Disease*
Cognitive Impairment or Dysfunction
Assessment for Patients with Parkinson’s
Disease*
Querying About Symptoms of Autonomic
Dysfunction for Patients with Parkinson’s
Disease*
Querying About Sleep Disturbances for
Patients with Parkinson’s Disease*
Fall Rate for Patients with Parkinson’s
Disease
Parkinson’s Disease Rehabilitative Therapy
Options*
Counseling Patients with Parkinson’s Disease
About Regular Exercise Regimen
Querying About Parkinson’s Disease
Medication-related Motor Complications*
Advanced Care Planning for Patients with
Parkinson’s Disease

Applicable Care Settings
Outpatient Inpatient Skilled
Emergency
Nursing Department
X
X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

Technical Specifications Overview
The AAN develops technical specifications for measures that may include:
 Electronic Health Record (EHR) Data
 Electronic Administrative Data (Claims)
 Chart Review (for select measures where EHR data cannot be gathered)
 Registry
Administrative claims specifications are provided for measures when applicable. The AAN will
create code value sets and the logic required for electronic capture of the quality measures with
EHRs, when possible. A listing of the quality data model elements, code value sets, and measure
logic (through the CMS Measure Authoring Tool) for each of the measures will be made
available at a later date. These technical specifications will be updated as warranted.
The measurement set includes measures that require the use of validated screening tools. The
Work Group discussed and determined that multiple tools should be offered to allow providers to
©2015. American Academy of Neurology. All Rights Reserved.
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determine which tool best meets their individual practice needs. Tools may be subject to
copyright and require licensing fees.
Measure Exceptions
A denominator exclusion is a factor supported by the clinical evidence that removes a patient
from inclusion in the measure population. For example, if the denominator indicates the measure
is for all patients aged 0 to 18 years of age, a patient who is 19 years of age is excluded.
A denominator exception is a condition that should remove the patient, procedure or unit of
measurement from the denominator only if the numerator criteria are not met. The AAN
includes three possible types of exceptions for reasons why a patient should not be included in a
measure denominator: medical (e.g., contraindication), patient (e.g., declination or religious
belief), or system (e.g., resource limitation) reasons. For each measure, there must be a clear
rationale to permit an exception for a medical, patient, or system reason. The Work Group
provided explicit exceptions when applicable for ease of use in eMeasure development.
Testing and Implementation of the Measurement Set
The measures in this set are being made available without any prior testing. The AAN
encourages testing of this measurement set for feasibility and reliability by organizations or
individuals positioned to do so. Select measures will be beta tested once the set has been
released, prior to submission to the National Quality Forum for possible endorsement.
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Work Group Recommendations
Annual Parkinson’s Disease Diagnosis Review
Measure Description
Percentage of all patients with a diagnosis of PD who had their diagnosis reviewed* in the past
12 months.
Measure Components
Percentage of all patients with a diagnosis of PD who had their diagnosis
Numerator
reviewed* in the past 12 months.
Statement

Denominator
Statement
Denominator
Exceptions
Supporting
Guideline &
Other
References

*Reviewed is defined as an evaluation of the UK Parkinson’s Disease
Society Brain Bank Clinical Diagnostic Criteria available at
http://www.ncbi.nlm.nih.gov/projects/gap/cgibin/GetPdf.cgi?id=phd000042 Accessed on April 8, 2015.
All patients with a diagnosis of PD.
None

The following clinical recommendation statements are quoted verbatim
from the referenced clinical guidelines and represent the evidence base
for the measure:
 The diagnosis of PD should be reviewed regularly (6-12 month
intervals seen to review diagnosis) and re-considered if atypical
clinical features develop.) Level D (DS) (1)
 Determining the presence of the following clinical features in early
stages of disease should be considered to distinguish PD from other
parkinsonian syndromes: 1) falls at presentation and early in the
disease course, 2) poor response to levodopa, 3) symmetry at onset,
4) rapid progression (to Hoehn and Yahr stage 3 in 3 years), 5) lack
of tremor, and 6) dysautonomia (urinary urgency/incontinence and
fecal incontinence, urinary retention requiring catheterization,
persistent erectile failure, or symptomatic orthostatic hypotension).
(Level B) (2)
 Clinicians should be aware of the poor specificity of a clinical
diagnosis of Parkinson’s disease in the early stages of the disease,
and consider this uncertainty when giving information to the patient
and planning management. (Level C) (3)
 Only the QSBB clinical diagnostic criteria have been validated by
Hughes et al. and are therefore recommended as probably effective
(Level B) for clinical practice. (4)
Measure Importance
Relationship to Literature has shown that the PD clinical diagnosis can be elusive, even
after 5 years.(5) Confirmation of PD diagnosis on a yearly basis should
Desired
enhance our ability to make a proper diagnosis and provide appropriate
Outcome
prognostic information and therapeutic approaches.
©2015. American Academy of Neurology. All Rights Reserved.
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Opportunity
for
Improvement

National
Quality
Strategy
Domains

In a 2013 study by Baek et al. reviewing compliance with quality measure
recommendations, it was noted provider compliance rate for annual review
of Parkinson’s medications was 97.2% while the annual review of atypical
features was 14.3%.(6) This measure was adopted into the PQRS reporting
system as measure #289 in 2012. Eligible provider compliance rates for
2012 are not available.
PD diagnosis was confirmed in 53% with probable PD cases with <5 years
of disease duration and 88% with ≥5 years of disease duration. Using final
diagnosis at time of death, 85% of probable PD cases had confirmed PD.(5)
Change in diagnosis would result in change in prognosis, more information
for the family and potentially result in changes in treatment regimen.
☐ Patient and Family Engagement
☐ Patient Safety
☐ Care Coordination
☐ Population/Public Health
☐ Efficient Use of Healthcare Resources
☒ Clinical Process/Effectiveness
Not Applicable

Exception
Justification
Harmonization Not Applicable
with Existing
Measures
Measure Designation
Measure
☒ Quality improvement
Purpose
☒ Accountability
(Check all that
apply)
Type of
☒Process
Measure
☐ Outcome
(Check all that
☐ Structure
apply)
Level of
☒ Individual Provider
Measurement
☒ Practice
(Check all that
☒ System
apply)
Care Setting
☒ Outpatient
(Check all that
☐ Inpatient
apply)
☐ Skilled Nursing Home
☐ Emergency Departments and Urgent Care
Data Source
☒ Electronic health record (EHR) data
(Check all that
☒Administrative Data/Claims
apply)
☐ Chart Review
☒ Registry
References
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1.

2.

3.
4.
5.
6.

National Institute for Health and Clinical Excellence (NICE) Parkinson’s disease: Diagnosis and
management in primary and secondary care. NICE clinical guideline 35. June 2006. (Still a current
guideline; revision anticipated in October 2016).
Suchowersky O, Reich S, Perlmutter J, et al. Practice parameter: diagnosis and prognosis of new onset
Parkinson disease (an evidence-based review): Report of the Quality Standards Subcommittee of the
American Academy of Neurology. Neurology 2006;66(7):968-975. Reaffirmed July 13, 2013.
Scottish Intercollegiate Guidelines Network. Diagnosis of pharmacological management of
Parkinson’s disease. 2010.
EFNS/MDS-ES recommendations for the diagnosis of Parkinson’s disease. European Journal of
Neurology 2013; 20:16-34.
Adler GH, Beach TB, Hentz JG, et al. Low clinical diagnostic accuracy of early vs advanced
Parkinson disease: clinicopathologic study. Neurology 2014;83(5):406-412.
Baek WS, Swenseid SS, Poon KT. Quality Care Assessment of Parkinson’s Disease at a Tertiary
Medical Center. International Journal of Neuroscience 2013; 123(4): 221-225.

Technical Specifications: Electronic Health Record (EHR) Data
The AAN is in the process of creating code value sets and the logic required for electronic
capture of the quality measures with EHRs. A listing of the quality data model elements, code
value sets, and measure logic (through the CMS Measure Authoring Tool) for each of the PD
measures will be made available at a later date.
Technical Specifications: Administrative Data (Claims)
Administrative claims data collection requires users to identify the eligible population
(denominator) and numerator using codes recorded on claims or billing forms (electronic or
paper). Users report a rate based on all patients in a given practice for whom data are
available and who meet the eligible population/ denominator criteria.
ICD-9 Code
ICD-10 Code
Denominator
(Eligible
332.0 (Paralysis agitans)
G20 Parkinson’s Disease
Hemiparkinsonism
Population)
Idiopathic Parkinsonism or Parkinson’s Disease
Paralysis agitans
Parkinsonims or Parkinson’s disease NOS
Primary Parkinsonism or Parkinson’s disease

AND
CPT E/M Service Code:
99201, 99202, 99203, 99204, 99205 (Office or other outpatient visit-New Patient);
99211, 99212, 99213, 99214, 99215 (Office or other outpatient visit-Established
Patient);
99241, 99242, 99243, 99244, 99245 (Office or Other Outpatient Consultation-New or
Established Patient)
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Avoidance of Dopamine-Blocking Medications in Patients with Parkinson’s Disease
Measure Description
Percentage of patients with PD prescribed a contraindicated dopamine-blocking agent* (i.e.,
anti-psychotic, anti-nausea, anti-Gastroesophageal Reflux Disease (GERD)).
Note: A lower score is desirable.
Measure Components
Patients with PD prescribed a contraindicated dopamine blocking agent*
Numerator
(i.e., anti-psychotic, anti-nausea, anti-GERD).
Statement
*Dopamine blocking agents are:
Acepromazine, amisulpride, amoxapine, asenapine, azaperone,
aripiprazole, benperidol, bromopride, butaclamol, chlorpromazine,
chloprothixene, clomipramine, clopenthixol, droperidol, eticlopride,
flupenthixol, fluphenazine, haloperidol, hydroxyzine, iodobenzamide,
levomepromazine, loxapine, mesoridazine, metoclopramide,
nafadotride, nemonapride, olanzapine, paliperidone, penfluridol,
perazine, perphenazine, pimozide, prochlorperazine, promazine,
promethazine, raclopride, remoxipride, reserpine, risperidone,
spipersone, spiroxatrine, stepholidine, sulpride, sultopride,
tetrabenazine, tetrahydropalmatine, thiethylperazine, thioridazine,
thiothixene, tiapride, trifluoperazine, trifluperidol, triflupromazine,
trimipramine, and ziprasidone.
Exceptions: clozapine, quetiapine
Denominator
Statement
Denominator
Exceptions
Supporting
Guideline &
Other
References

All patients with a diagnosis of PD.
None
The following clinical recommendation statements are quoted verbatim
from the referenced clinical guidelines and represent the evidence base
for the measure:
 For patients with PD and psychosis, olanzapine should not be
routinely considered (Level B).(1)
 When encountering a psychotic PD patient it is critical that the
treating healthcare providers be aware that only two medications
have been shown in double-blind placebo-controlled trials to not
worsen motor dysfunction in PD; quetiapine and clozapine.(2)
 Randomized Clinical Trials support the previous designation of
clozapine as being efficacious for the treatment of psychosis in
PD.(3)
 The use of olanzapine has an unacceptable risk of motor
deterioration. Furthermore, atypical and conventional antipsychotics
are associated with a similarly increased risk for all-cause mortality
and cerebrovascular events in elderly patients with dementia.

©2015. American Academy of Neurology. All Rights Reserved.
CPT Copyright 2004-2013 American Medical Association.

14

Olanzapine therefore has an unacceptable risk for the treatment of
psychosis in PD.(3)
Measure Importance
Relationship to Dopamine-blocking agents are often given to PD patients with psychotic,
gastrointestinal, or sleep symptoms. Measuring how many patients with PD
Desired
were prescribed these medications will result in reduced inappropriate
Outcome
prescriptions thereby preventing worsening of motor features of PD and
avoiding medical errors and shortening the length of inpatient admissions.
Clozapine and quetiapine have been shown to be effective without
Opportunity
significant worsening of motor symptoms.(1)
for
Improvement
Appropriate high dopamine levels are needed to adequately control PD
symptoms, but elevated dopamine levels can trigger a worsening of some
symptoms including psychosis and dyskinesia. Antipsychotics are
commonly prescribed for patients with PD despite potential to worsen
motor symptoms.(4) Noyes noted that taking neuroleptic drugs increased an
individual’s chances of a diagnosis of PD within a year by 94%.(5)
Hallucinations occur in approximately 1/3 of patients with PD treated
chronically with dopaminergic drugs.(6) Using VA data, Weintraub found
50% of patients with PD having a diagnosis of psychosis were prescribed an
antipsychotic.(7) Quetiapine was most frequently prescribed, but
approximately 30% received a high dose antipsychotic (fluphenazine,
haloperidol, perphenazine, trifluperazine, or thiothixene.)(7)
National
☐ Patient and Family Engagement
Quality
☒ Patient Safety
Strategy
☐Care Coordination
Domains
☐ Population/Public Health
☒ Efficient Use of Healthcare Resources
☒ Clinical Process/Effectiveness
Not applicable
Exception
Justification
Harmonization Not applicable
with Existing
Measures
Measure Designation
Measure
☒ Quality improvement
Purpose
☒ Accountability
(Check all that
apply)
Type of
☒Process
Measure
☐ Outcome
(Check all that
☐ Structure
apply)
Level of
☒ Individual Provider
Measurement
☒ Practice
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(Check all that
apply)
Care Setting
(Check all that
apply)
Data Source
(Check all that
apply)

☒ System
☒ Outpatient
☒ Inpatient
☒ Skilled Nursing Home
☒ Emergency Departments and Urgent Care
☒ Electronic health record (EHR) data
☒Administrative Data/Claims
☐ Chart Review
☒ Registry
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neuroleptic use? Neurology 2006;66:941-943.
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Technical Specifications: Electronic Health Record (EHR) Data
The AAN is in the process of creating code value sets and the logic required for electronic
capture of the quality measures with EHRs. A listing of the quality data model elements, code
value sets, and measure logic (through the CMS Measure Authoring Tool) for each of the PD
measures will be made available at a later date.
Technical Specifications: Administrative Data (Claims)
Administrative claims data collection requires users to identify the eligible population
(denominator) and numerator using codes recorded on claims or billing forms (electronic or
paper). Users report a rate based on all patients in a given practice for whom data are
available and who meet the eligible population/ denominator criteria.
ICD-9 Code
ICD-10 Code
Denominator
(Eligible
332.0 (Paralysis agitans)
G20 Parkinson’s Disease
Hemiparkinsonism
Population)
Idiopathic Parkinsonism or Parkinson’s Disease
Paralysis agitans
Parkinsonims or Parkinson’s disease NOS
Primary Parkinsonism or Parkinson’s disease

AND
CPT E/M Service Code:
99201, 99202, 99203, 99204, 99205 (Office or other outpatient visit-New Patient);
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99211, 99212, 99213, 99214, 99215 (Office or other outpatient visit-Established
Patient);
99241, 99242, 99243, 99244, 99245 (Office or Other Outpatient Consultation-New or
Established Patient);
99304, 99305, 99306, 99307, 99308, 99309, 99310 (Nursing Home Consultation)
99221-99223 (Initial Hospital Care);
99231-99233 (Subsequent Hospital Care);
99238-99239 (Hospital Discharge);
99251-99255 (Initial Inpatient Consultation);
99281-99285(Emergency Department);
99201-99205 or 99211-99215 (Urgent Care).
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Psychiatric Symptoms Assessment for Patients with Parkinson’s Disease
Measure Description
Percentage of all patients with a diagnosis of PD who were assessed* for psychiatric
symptoms** in the past 12 months.
Measure Components
Patients with a diagnosis of PD who were assessed* for psychiatric
Numerator
symptoms** in the past 12 months.
Statement
*Assessed is a verbal discussion. Please see “Opportunity for
Improvement” section below for suggestions on possible screening tools.

Denominator
Statement
Denominator
Exceptions
Supporting
Guideline &
Other
References

**Psychiatric symptoms defined as: psychosis (i.e., hallucinations and
delusions), depression, anxiety disorder, apathy, AND Impulse Control
Disorder (i.e., gambling, hypersexual activity, binge eating, increased
spending)
All patients with a diagnosis of PD.
None

The following clinical recommendation statements are quoted verbatim
from the referenced clinical guidelines and represent the evidence base
for the measure:
 Clinicians should be aware of dopamine dysregulation syndrome, an
uncommon disorder in which dopaminergic medication misuse is
associated with abnormal behaviors, including hypersexuality,
pathological gambling and stereotypic motor acts. This syndrome
may be difficult to manage. (Level D) (1)
 Clinicians should have a low threshold for diagnosing depression in
PD. (Level D) (1)
 All people with PD and psychosis should receive a general medical
evaluation and treatment for any precipitating condition. (Level D)
(1)
 Patients should be warned about the potential for dopamine agonists
to cause impulse control disorders and excessive daytime
somnolence and be informed of the implications for
driving/operating machinery. (Level A) (2)
 Self-rating or clinician-rated scales may be used to screen for
depression in patients with Parkinson’s disease. (Level C) (2)
Measure Importance
Relationship to Psychiatric symptoms are often under diagnosed and under treated. Using
appropriate measures will assure that psychiatric symptoms are properly
Desired
diagnosed and treated so as to not interfere with functioning levels.
Outcome
Major depressive disorder occurs to some degree in 40%– 50% of patients
Opportunity
with Parkinson’s disease.(3) Psychotic symptoms are noted to affect up to
for
50% of patients with PD.(4) Anxiety syndromes are estimated to affect up
Improvement
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to 30% of patients with PD.(5) Impulse control disorders including
pathological gambling, compulsive shopping, compulsive sexual behaviors,
and binge eating occur in approximately 13.6% of patients with PD.(6)
In a 2013 study by Baek et al. reviewing compliance with quality measure
recommendations, it was noted that provider compliance rate for annual
review of psychiatric disorders (psychosis, depression, etc.) was 36.9%.(7)
This measure was adopted into the PQRS reporting system as measure #290
in 2012. Eligible provider compliance rates for 2012 are not available.

National
Quality
Strategy
Domains

The following screening tools may be helpful for use in practice:
For depression (8):
Geriatric Depression scale
Beck Depression
Hamilton Depression scale
For Anxiety (5):
Beck Anxiety Inventory
Hospital Anxiety and Depression Scale
Self-rating Anxiety Scale
Anxiety Status Inventory
Strait Trait Anxiety Inventory
Hamilton Anxiety Rating Scale
For Psychosis (4):
Parkinson psychosis rating scale
Rush hallucination inventory
Baylor hallucination questionnaire
Neuropsychiatric inventory (NPI or NPI-Q)
Brief psychiatric rating scale
Positive and negative syndrome scale
Schedule for assessment of positive symptoms
Unified Parkinson disease rating scale Part I
For Impulse Control Disorder (9):
Questionnaire for Impulsive-Compulsive Disorders in
Parkinson’s Disease-Rating Scale (QUIP-RS)
Minnesota Impulsive Disorders Interview
☐ Patient and Family Engagement
☐ Patient Safety
☐ Care Coordination
☐ Population/Public Health
☐ Efficient Use of Healthcare Resources
☒ Clinical Process/Effectiveness
Not Applicable

Exception
Justification
Harmonization Several NQF endorsed measures exist that address depression and treatment
adherence. These measures include Antidepressant Medication
with Existing
Management, Adult Major Depressive Disorder: Suicide Risk Assessment,
Measures
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and Depression Response at Six and Twelve Months (NQF #1884 & 1885),
Depression Utilization of the PHQ-9 Tool (NQF #0712), and Depression
Remission at Six and Twelve Months (NQF #0710 & 711).
The work group recommended continued use of this measure given the
unique needs of the population. Individuals with PD may experience a
variety of psychiatric symptoms all of which should be assessed. Further,
the work group did not want to limit data collection to the PHQ-9 utilized in
NQF endorsed measures.
Measure Designation
Measure
☒ Quality improvement
Purpose
☒ Accountability
(Check all that
apply)
Type of
☒Process
Measure
☐ Outcome
(Check all that
☐ Structure
apply)
Level of
☒ Individual Provider
Measurement
☒ Practice
(Check all that
☒ System
apply)
Care Setting
☒ Outpatient
(Check all that
☒ Inpatient
apply)
☒ Skilled Nursing Home
☐ Emergency Departments and Urgent Care
Data Source
☒ Electronic health record (EHR) data
(Check all that
☒Administrative Data/Claims
apply)
☐ Chart Review
☒ Registry
References
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9. Weintraub D, Mamikonyan E, Papay K, et al. Questionnaire for Impulsive-Compulsive Disorders in
Parkinson’s Disease-Rating Scale. Mov Disord. 2012;27(2):242-247.

Technical Specifications: Electronic Health Record (EHR) Data
The AAN is in the process of creating code value sets and the logic required for electronic
capture of the quality measures with EHRs. A listing of the quality data model elements, code
value sets, and measure logic (through the CMS Measure Authoring Tool) for each of the PD
measures will be made available at a later date.
Technical Specifications: Administrative Data (Claims)
Administrative claims data collection requires users to identify the eligible population
(denominator) and numerator using codes recorded on claims or billing forms (electronic or
paper). Users report a rate based on all patients in a given practice for whom data are
available and who meet the eligible population/ denominator criteria.
ICD-9 Code
ICD-10 Code
Denominator
(Eligible
332.0 (Paralysis agitans)
G20 Parkinson’s Disease
Hemiparkinsonism
Population)
Idiopathic Parkinsonism or Parkinson’s Disease
Paralysis agitans
Parkinsonims or Parkinson’s disease NOS
Primary Parkinsonism or Parkinson’s disease

AND
CPT E/M Service Code:
99201, 99202, 99203, 99204, 99205 (Office or other outpatient visit-New Patient);
99211, 99212, 99213, 99214, 99215 (Office or other outpatient visit-Established
Patient);
99241, 99242, 99243, 99244, 99245 (Office or Other Outpatient Consultation-New or
Established Patient);
99304, 99305, 99306, 99307, 99308, 99309, 99310 (Nursing Home Consultation)
99221-99223 (Initial Hospital Care);
99231-99233 (Subsequent Hospital Care);
99238-99239 (Hospital Discharge);
99251-99255 (Initial Inpatient Consultation).
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Cognitive Impairment or Dysfunction Assessment for Patients with Parkinson’s Disease
Measure Description
Percentage of all patients with a diagnosis of PD who were assessed* for cognitive impairment
or dysfunction in the past 12 months.
Measure Components
All patients with a diagnosis of PD who were assessed* for cognitive
Numerator
impairment or dysfunction in the past 12 months.
Statement

Denominator
Statement
Denominator
Exceptions
Supporting
Guideline &
Other
References

*Assessed is defined as use of a screening tool or referral to
neuropsychologist for testing. Screening tools approved for use in this
measure include:(1)
 Mini-Mental Status Examination (MMSE)(2,3)
 Montreal Cognitive Assessment (MoCA)(2,3)
 Dementia Rating Scale (DRS-2)
 Parkinson’s Disease Dementia – Short Screen (PDD-SS)
 Parkinson Neuropsychiatric Dementia Assessment (PANDA)
 Parkinson’s Disease- Cognitive Rating Scale (PD-CRS)
 Scales for Outcomes of Parkinson’s Disease – Cognition (SCOPACog)
All patients with a diagnosis of PD.
None
The following clinical recommendation statements are quoted verbatim
from the referenced clinical guidelines and represent the evidence base
for the measure:
 The Mini-Mental State Examination (MMSE) and the Cambridge
Cognitive Examination (CAM Cog) should be considered as
screening tools for dementia in patients with PD (Level B).(4)
 An assessment of neuropsychological functioning in a person
presenting with parkinsonism suspected of being PD is
recommended (Level A) and should include: (I) A collateral history
from a reliable carer (II) A brief assessment of cognition (III)
Screening for a rapid eye movement (REM) sleep behavior disorder
(RBD), psychotic manifestations and severe depression.(5)
 Clinical history should be supplemented by an informant (GPP). A
neurological and general physical examination should be performed
in all patients with dementia (GPP).(6)
 Cognitive assessment is central to diagnosis and management of
dementias and should be performed in all patients (Level A).
Screening tests are available of good accuracy in the general
diagnosis of dementia or have been proposed specifically for the
differential diagnosis between the different forms of dementia
(GPP). Neuropsychological assessment should be performed in all
patients in the early stages of the disease (Level B) when the
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cognitive impairment reflects the disruption of specific brain
structures. The neuropsychological assessment should include a
global cognitive measure and, in addition, more detailed testing of
the main cognitive domains including memory, executive functions
and instrumental functions (Level C).(6)
The general practitioner knows the cognitive-behavioral profile of
his/her patients and can identify the clinical signs of cognitive decay
at their onset, taking also into account the observation of relatives
(I/A).(7)
General practitioners should assess all pathological conditions that
could cause cognitive disorders (VI/A).(7)
In raising the diagnostic hypothesis of dementia, general
practitioners should assess the presence of co-morbidities and
identify risk factors due to social isolation (VI/A).(7)

Measure Importance
Relationship to Cognitive functioning impacts life satisfaction and health-related quality of
life. It is anticipated that if assessed on an ongoing basis, cognitive deficits
Desired
may be identified and addressed in a timely manner. Once identified, such
Outcome
deficits could be treated (or patients referred to appropriate resources) and
thereby improve individuals quality of life.
Patients with PD were found to have an incidence rate of dementia that
Opportunity
increased 4-6 times compared to age-matched controls.(6) Dementia was
for
found to be present in 83% of 20-year survivors of PD.(7)
Improvement

National
Quality
Strategy
Domains

In a 2013 study by Baek et al. reviewing compliance with quality measure
recommendations, it was noted provider compliance rate for annual review
of cognitive dysfunction was 32%.(8) This measure was adopted into the
PQRS reporting system as measure #291 in 2012. Eligible provider
compliance rates for 2012 are not available.
☐ Patient and Family Engagement
☐ Patient Safety
☐Care Coordination
☐ Population/Public Health
☐ Efficient Use of Healthcare Resources
☒ Clinical Process/Effectiveness
Not Applicable

Exception
Justification
Harmonization Not Applicable
with Existing
Measures
Measure Designation
Measure
☒ Quality improvement
Purpose
☒ Accountability
(Check all that
apply)
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Type of
Measure
(Check all that
apply)
Level of
Measurement
(Check all that
apply)
Care Setting
(Check all that
apply)
Data Source
(Check all that
apply)

☒Process
☐ Outcome
☐ Structure
☒ Individual Provider
☒ Practice
☒ System
☒ Outpatient
☒ Inpatient
☒ Skilled Nursing Home
☐ Emergency Departments and Urgent Care
☒ Electronic health record (EHR) data
☒Administrative Data/Claims
☐ Chart Review
☒ Registry
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Technical Specifications: Electronic Health Record (EHR) Data
The AAN is in the process of creating code value sets and the logic required for electronic
capture of the quality measures with EHRs. A listing of the quality data model elements, code
value sets, and measure logic (through the CMS Measure Authoring Tool) for each of the PD
measures will be made available at a later date.
Technical Specifications: Administrative Data (Claims)
Administrative claims data collection requires users to identify the eligible population
(denominator) and numerator using codes recorded on claims or billing forms (electronic or
paper). Users report a rate based on all patients in a given practice for whom data are
available and who meet the eligible population/ denominator criteria.
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Denominator
(Eligible
Population)

ICD-9 Code

ICD-10 Code

332.0 (Paralysis agitans)

G20 Parkinson’s Disease
Hemiparkinsonism
Idiopathic Parkinsonism or Parkinson’s Disease
Paralysis agitans
Parkinsonims or Parkinson’s disease NOS
Primary Parkinsonism or Parkinson’s disease

AND
CPT E/M Service Code:
99201, 99202, 99203, 99204, 99205 (Office or other outpatient visit-New Patient);
99211, 99212, 99213, 99214, 99215 (Office or other outpatient visit-Established
Patient);
99241, 99242, 99243, 99244, 99245 (Office or Other Outpatient Consultation-New or
Established Patient);
99304, 99305, 99306, 99307, 99308, 99309, 99310 (Nursing Home Consultation);
99221-99223 (Initial Hospital Care);
99231-99233 (Subsequent Hospital Care);
99238-99239 (Hospital Discharge);
99251-99255 (Initial Inpatient Consultation).
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Querying About Symptoms of Autonomic Dysfunction for Patients with Parkinson’s
Disease
Measure Description
Percentage of all patients with a diagnosis of PD (or caregivers, as appropriate) who were
queried about symptoms of autonomic dysfunction* in the past 12 months.
Measure Components
Percentage of all patients with a diagnosis of PD (or caregivers, as
Numerator
appropriate) who were queried about symptoms of autonomic dysfunction*
Statement
in the past 12 months.

Denominator
Statement
Denominator
Exceptions
Supporting
Guideline &
Other
References

*autonomic dysfunction is defined as: orthostatic hypotension or
intolerance, constipation, urinary urgency, incontinence, and nocturia, fecal
incontinence, urinary retention requiring catheterization, delayed gastric
emptying, dysphagia, drooling, hyperhidrosis, or sexual dysfunction.
All patients with a diagnosis of PD.
None

The following clinical recommendation statements are quoted verbatim
from the referenced clinical guidelines and represent the evidence base
for the measure:
 Determining the presence of the following clinical features in early
stages of disease should be considered to distinguish PD from other
parkinsonian syndromes: 1) falls at presentation and early in the
disease course, 2) poor response to levodopa, 3) symmetry at onset,
4) rapid progression (to Hoehn and Yahr stage 3 in 3 years), 5) lack
of tremor, and 6) dysautonomia (urinary urgency/incontinence and
fecal incontinence, urinary retention requiring catheterization,
persistent erectile failure, or symptomatic orthostatic hypotension).
(Level B)(1)
 People with PD should be treated appropriately for the following
autonomic disturbances:
-urinary dysfunction; weight loss; dysphagia; constipation; erectile
dysfunction; orthostatic hypotension; excessive sweating;
sialorrhoea. (Level D)(2)
Measure Importance
Relationship to Autonomic dysfunction is directly related to the quality of life of patients
with PD. The desired outcome is to address and eliminate autonomic
Desired
dysfunction in patients with PD. This measure will provide an incentive for
Outcome
providers to identify autonomic dysfunction and offer available treatments
to improve quality of life.
Autonomic dysfunction was found to be the most prevalent non-motor
Opportunity
symptom of PD, affecting more than 70% of patients in all stages of PD.(3)
for
Non-motor challenges may become the chief therapeutic challenge in
Improvement
advanced stages of PD, and many may not have effective treatment
options.(4) In a two year study development of symptoms in the
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cardiovascular, apathy, urinary, psychiatric, and fatigue domains was
associated with significant life-quality worsening.(5)

National
Quality
Strategy
Domains

In a 2013 study by Baek et al. reviewing compliance with quality measure
recommendations, it was noted provider compliance rate for annual review
of autonomic dysfunction was 22.8%.(6)
☐ Patient and Family Engagement
☐ Patient Safety
☐Care Coordination
☐ Population/Public Health
☐ Efficient Use of Healthcare Resources
☒ Clinical Process/Effectiveness
Not Applicable

Exception
Justification
Harmonization The work group recommended continued use of this measure given the
specific assessment needs of the population. A general functional outcomes
with Existing
measure exists, but does not address disease staging. PQRS Measure #182
Measures
assesses Functional Outcomes. Individuals aged 18 years and older with
documentation of a current functional outcome assessment using a
standardized functional outcome assessment tool on the date of the
encounter and documentation of a care plan based on identified functional
outcome deficiencies on the date of the identified deficiencies.
Measure Designation
Measure
☒ Quality improvement
Purpose
☒ Accountability
(Check all that
apply)
Type of
☒Process
Measure
☐ Outcome
(Check all that
☐ Structure
apply)
Level of
☒ Individual Provider
Measurement
☒ Practice
(Check all that
☒ System
apply)
Care Setting
☒ Outpatient
(Check all that
☒ Inpatient
apply)
☒ Skilled Nursing Home
☒ Emergency Departments and Urgent Care
Data Source
☒ Electronic health record (EHR) data
(Check all that
☒Administrative Data/Claims
apply)
☐ Chart Review
☒ Registry
References
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Technical Specifications: Electronic Health Record (EHR) Data
The AAN is in the process of creating code value sets and the logic required for electronic
capture of the quality measures with EHRs. A listing of the quality data model elements, code
value sets, and measure logic (through the CMS Measure Authoring Tool) for each of the PD
measures will be made available at a later date.
Technical Specifications: Administrative Data (Claims)
Administrative claims data collection requires users to identify the eligible population
(denominator) and numerator using codes recorded on claims or billing forms (electronic or
paper). Users report a rate based on all patients in a given practice for whom data are
available and who meet the eligible population/ denominator criteria.
ICD-9 Code
ICD-10 Code
Denominator
(Eligible
332.0 (Paralysis agitans)
G20 Parkinson’s Disease
Hemiparkinsonism
Population)
Idiopathic Parkinsonism or Parkinson’s Disease
Paralysis agitans
Parkinsonims or Parkinson’s disease NOS
Primary Parkinsonism or Parkinson’s disease

AND
CPT E/M Service Code:
99201, 99202, 99203, 99204, 99205 (Office or other outpatient visit-New Patient);
99211, 99212, 99213, 99214, 99215 (Office or other outpatient visit-Established
Patient);
99241, 99242, 99243, 99244, 99245 (Office or Other Outpatient Consultation-New or
Established Patient);
99304, 99305, 99306, 99307, 99308, 99309, 99310 (Nursing Home Consultation)
99221-99223 (Initial Hospital Care);
99231-99233 (Subsequent Hospital Care);
99238-99239 (Hospital Discharge);
99251-99255 (Initial Inpatient Consultation).
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Querying About Sleep Disturbances for Patients with Parkinson’s Disease
Measure Description
Percentage of all patients with a diagnosis of PD (or caregivers, as appropriate) who were
queried about sleep disturbances* in the past 12 months.
Measure Components
Patients with a diagnosis of PD (or caregivers, as appropriate) who were
Numerator
queried about sleep disturbances* in the past 12 months.
Statement

Denominator
Statement
Denominator
Exceptions
Supporting
Guideline &
Other
References

*Sleep disturbances are defined as excessive daytime sleepiness,
insomnia/fragmentation (including nocturnal motor features), dream
enactment/REM Sleep behavior symptoms, Restless Leg Syndrome, or
sleep disorder breathing (obstructive sleep apnea).
All patients with a diagnosis of PD.
None
The following clinical recommendation statements are quoted verbatim
from the referenced clinical guidelines and represent the evidence base
for the measure:
 A full sleep history should be taken from people with PD who report
sleep disturbance (Level D) (1)
 Good sleep hygiene should be advised in people with PD with any
sleep disturbance and includes:
o avoidance of stimulants (for example, coffee, tea, caffeine)
in the evening; establishment of a regular pattern of sleep;
comfortable bedding and temperature; provision of assistive
devices, such as a bed lever or rails to aid with moving and
turning, allowing the person to get more comfortable;
restriction of daytime siestas; advice about taking regular
and appropriate exercise to induce better sleep; a review of
all medication and avoidance of any drugs that may affect
sleep or alertness, or may interact with other medication (for
example, selegiline, antihistamines, H2 antagonists,
antipsychotics and sedatives) (1)
 The majority of patients with synucleinopathies experience one or
more sleep disorders. It is recommended to perform a detailed
medical history…and SDB PSG recording, preferably with
audiovisual recording…(Level B).(2)
 Patients with neurological diseases often have significant sleep
disorders that affect sleep and daytime function, with increased
morbidity and even mortality. Many of these disorders are treatable.
Therefore, increased awareness should be directed toward sleep
disorders in patients with neurodegenerative, cerebrovascular, and
neuromuscular diseases. Despite this, there are limited number of
studies with a high evidence level.(2)
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An assessment of neuropsychological functioning in a person
presenting with parkinsonism suspected of being PD is
recommended (Level A) and should include: (I) A collateral history
from a reliable carer (II) A brief assessment of cognition (III)
Screening for a rapid eye movement (REM) sleep behavior disorder
(RBD), psychotic manifestations and severe depression.(3)

Measure Importance
Relationship to Sleep disorders are quite common in PD and impact on Quality of Life.(4)
Screening for sleep disturbances increases recognition, enhance likelihood
Desired
that treatment options will be discussed and offered, and ultimately decrease
Outcome
rates of sleep disturbance in this patient population.
Approximately 2/3 of all patients with PD report a sleep disorder.(5) A
Opportunity
guideline addressing nonmotor symptoms of PD, released in 2010,
for
addresses sleep disorders with recommendations on effective treatments for
Improvement
excessive daytime somnolence in PD.(6)

National
Quality
Strategy
Domains

In a 2013 study by Baek et al. reviewing compliance with quality measure
recommendations, it was noted provider compliance rate for annual review
of sleep disturbance was 29.6%.(7) This measure was adopted into the
PQRS reporting system as measure #292 in 2012. Eligible provider
compliance rates for 2012 are not yet available.
☐ Patient and Family Engagement
☐ Patient Safety
☐Care Coordination
☐ Population/Public Health
☐ Efficient Use of Healthcare Resources
☒ Clinical Process/Effectiveness
Not Applicable

Exception
Justification
Harmonization Not Applicable
with Existing
Measures
Measure Designation
Measure
☒ Quality improvement
Purpose
☒ Accountability
(Check all that
apply)
Type of
☒Process
Measure
☐ Outcome
(Check all that
☐ Structure
apply)
Level of
☒ Individual Provider
Measurement
☒ Practice
(Check all that
☒ System
apply)
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Care Setting
(Check all that
apply)
Data Source
(Check all that
apply)

☒ Outpatient
☒ Inpatient
☒ Skilled Nursing Home
☐ Emergency Departments and Urgent Care
☒ Electronic health record (EHR) data
☒Administrative Data/Claims
☐ Chart Review
☒ Registry
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Technical Specifications: Electronic Health Record (EHR) Data
The AAN is in the process of creating code value sets and the logic required for electronic
capture of the quality measures with EHRs. A listing of the quality data model elements, code
value sets, and measure logic (through the CMS Measure Authoring Tool) for each of the PD
measures will be made available at a later date.
Technical Specifications: Administrative Data (Claims)
Administrative claims data collection requires users to identify the eligible population
(denominator) and numerator using codes recorded on claims or billing forms (electronic or
paper). Users report a rate based on all patients in a given practice for whom data are
available and who meet the eligible population/ denominator criteria.
ICD-9 Code
ICD-10 Code
Denominator
(Eligible
332.0 (Paralysis agitans)
G20 Parkinson’s Disease
Hemiparkinsonism
Population)
Idiopathic Parkinsonism or Parkinson’s Disease
Paralysis agitans
Parkinsonims or Parkinson’s disease NOS
Primary Parkinsonism or Parkinson’s disease

AND
CPT E/M Service Code:
99201, 99202, 99203, 99204, 99205 (Office or other outpatient visit-New Patient);
99211, 99212, 99213, 99214, 99215 (Office or other outpatient visit-Established
Patient);
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99241, 99242, 99243, 99244, 99245 (Office or Other Outpatient Consultation-New or
Established Patient);
99304, 99305, 99306, 99307, 99308, 99309, 99310 (Nursing Home Consultation);
99221-99223 (Initial Hospital Care);
99231-99233 (Subsequent Hospital Care);
99238-99239 (Hospital Discharge);
99251-99255 (Initial Inpatient Consultation).
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Fall Rate for Patients with Parkinson’s Disease
Measure Description
Percentage of patients with PD who experienced at least one fall in the preceding six months.
Note: A lower score is desirable.
Measure Components
Patients with PD who experienced at least one fall in the preceding six
Numerator
Statement
months.
Denominator
Statement
Denominator
Exceptions
Risk
Adjustment
Model
Supporting
Guideline &
Other
References

All patients with a diagnosis of PD.
Patient is unable to communicate and caregiver/informant is unavailable to
provide information.
See AAN Statement on Comparing Outcomes of Patients in Appendix A.

The following clinical recommendation statements are quoted verbatim
from the referenced clinical guidelines and represent the evidence base
for the measure:
 For all people with PD at risk of falling, please refer to NICE
guideline 161.(1)
 Older people who present for medical attention because of a fall, or
report recurrent falls in the past year, or demonstrate abnormalities
of gait and/or balance should be offered a multifactorial falls risk
assessment. This assessment should be performed by a healthcare
professional with appropriate skills and experience, normally in the
setting of a specialist falls service. This assessment should be part of
an individualised, multifactorial intervention.(2)
 Multifactorial assessment may include the following:
- identification of falls history
- assessment of gait, balance and mobility, and muscle
weakness
- assessment of osteoporosis risk
- assessment of the older person's perceived functional ability
and fear relating to falling
- assessment of visual impairment
- assessment of cognitive impairment and neurological
examination
- assessment of urinary incontinence
- assessment of home hazards
- cardiovascular examination and medication review.(2)
 All older people with recurrent falls or assessed as being at
increased risk of falling should be considered for an individualised
multifactorial intervention. In successful multifactorial intervention
programmes the following specific components are common
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(against a background of the general diagnosis and management of
causes and recognised risk factors):
- strength and balance training
- home hazard assessment and intervention
- vision assessment and referral
- medication review with modification/withdrawal.(2)
Following treatment for an injurious fall, older people should be
offered a multidisciplinary assessment to identify and address future
risk and individualised intervention aimed at promoting
independence and improving physical and psychological
function.(2)

Measure Importance
Relationship to The desired outcome is to reduce and eliminate falls.
Desired
Outcome
Patients with PD are more likely to fall than their health age-matched peers,
Opportunity
and falls are often devastating for this population facing higher morbidity
for
and mortality.(3) Following a fall there is risk of increased costs of care,
Improvement
fear of future falls, repeated falls, and reduced health-related quality of
life.(4)
In a 2013 study by Baek reviewing compliance with quality measure
recommendations, it was noted provider compliance rate for assessing fall
risk at every visit was 34.6% indicating that providers could do more to
assess and treat falls in practice.(5)
This measure focuses on number of patients who fall, allowing provider
variance in how best to identify and treat fall risk in patient populations.
The work group recommends that when querying number of falls >0
patients should be referred for physical therapy, encouraged to exercise and
consider occupational or physiotherapy assessment for walking aids. Please
see the National Parkinson Foundation Task Force for detailed
recommendations.(3)
National
☐ Patient and Family Engagement
Quality
☒ Patient Safety
Strategy
☐Care Coordination
Domains
☐ Population/Public Health
☐ Efficient Use of Healthcare Resources
☒ Clinical Process/Effectiveness
Patient or informant must be able to provide information for assessment of
Exception
number of falls to be valid.
Justification
Harmonization This is an outcome measure, which differs from the existing fall risk
with Existing
screening measures:
Measures
 Patients aged 65 years and older who were screened for future fall
risk at least once within 12 months. (ACO#13/NQF#0101)
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Patients aged 65 years and older with a history of falls who had a
risk assessment for falls completed within 12 months. (PQRS #154)

Existing measures (e.g., ACO Measure #13/NQF #0101, PQRS Measure
#154) focus on screening individuals aged 65 and older. All patients with
PD should be assessed and offered interventions to reduce falls, not just
those aged 65 years and older, and as a result this measure was
recommended.
Measure Designation
Measure
☒ Quality improvement
Purpose
☒ Accountability
(Check all that
apply)
Type of
☐Process
Measure
☒ Outcome
(Check all that
☐ Structure
apply)
Level of
☒ Individual Provider
Measurement
☒ Practice
(Check all that
☒ System
apply)
Care Setting
☒ Outpatient
(Check all that
☒ Inpatient
apply)
☒ Skilled Nursing Home
☒ Emergency Departments and Urgent Care
Data Source
(Check all that
apply)

☒ Electronic health record (EHR) data
☒Administrative Data/Claims
☐ Chart Review
☒ Registry
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Technical Specifications: Electronic Health Record (EHR) Data
The AAN is in the process of creating code value sets and the logic required for electronic
capture of the quality measures with EHRs. A listing of the quality data model elements, code
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value sets, and measure logic (through the CMS Measure Authoring Tool) for each of the PD
measures will be made available at a later date.
Technical Specifications: Administrative Data (Claims)
Administrative claims data collection requires users to identify the eligible population
(denominator) and numerator using codes recorded on claims or billing forms (electronic or
paper). Users report a rate based on all patients in a given practice for whom data are
available and who meet the eligible population/ denominator criteria.
ICD-9 Code
ICD-10 Code
Denominator
(Eligible
332.0 (Paralysis agitans)
G20 Parkinson’s Disease
Hemiparkinsonism
Population)
Idiopathic Parkinsonism or Parkinson’s Disease
Paralysis agitans
Parkinsonims or Parkinson’s disease NOS
Primary Parkinsonism or Parkinson’s disease

AND
CPT E/M Service Code:
99201, 99202, 99203, 99204, 99205 (Office or other outpatient visit-New Patient);
99211, 99212, 99213, 99214, 99215 (Office or other outpatient visit-Established
Patient);
99241, 99242, 99243, 99244, 99245 (Office or Other Outpatient Consultation-New or
Established Patient);
99304, 99305, 99306, 99307, 99308, 99309, 99310 (Nursing Home Consultation);
99221-99223 (Initial Hospital Care);
99231-99233 (Subsequent Hospital Care);
99238-99239 (Hospital Discharge);
99251-99255 (Initial Inpatient Consultation);
99281-99285(Emergency Department);
99201-99205 or 99211-99215 (Urgent Care).
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Parkinson’s Disease Rehabilitative Therapy Options
Measure Description
Percentage of all patients with a diagnosis of PD (or caregiver(s), as appropriate) who had
rehabilitative therapy options (i.e., physical, occupational, and speech therapy) discussed in the
past 12 months.
Measure Components
All patients with a diagnosis of PD (or caregiver(s), as appropriate) who had
Numerator
rehabilitative therapy options (i.e., physical, occupational, and speech
Statement
therapy) discussed in the past 12 months.
All patients with a diagnosis of Parkinson’s disease.
Denominator
Statement
None
Denominator
Exceptions
Supporting
The following clinical recommendation statements are quoted verbatim
Guideline &
from the referenced clinical guidelines and represent the evidence base
Other
for the measure:
References
 Physiotherapy should be available for people with PD. Particular
consideration should be given to:
- gait re-education, improvement of balance and flexibility;
enhancement of aerobic capacity; improvement of movement
initiation; improvement of functional independence,
including mobility and activities of daily living;
- provision of advice regarding safety in the home
environment. (Level B)(1)
 Occupational therapy should be available for people with PD.
Particular consideration should be given to:
- maintenance of work and family roles, home care and leisure
activities; improvement and maintenance of transfers and
mobility; improvement of personal self-care activities, such
as eating, drinking, washing, and dressing; cognitive
assessment and appropriate intervention. (Level D)(1)
 Speech and language therapy should be available for people with
PD. Particular consideration should be given to: -Improvement of
vocal loudness and pitch range, including speech therapy programs
such as Lee Silverman Voice Treatment (LSVT) (Level B)(1)
 For patients with Parkinson’s disease complicated by dysarthria,
speech therapy may be considered to improve speech volume (Level
C). Different exercise modalities, including multidisciplinary
rehabilitation, active music therapy, treadmill training, balance
training, and "cued" exercise training are probably effective in
improving functional outcomes for patients with Parkinson’s
disease. For patients with Parkinson’s disease, exercise therapy may
be considered to improve function (Level C).(2)
 The results of this systematic review have suggested that progressive
resistance exercise can be effective and worthwhile in people with
mild to moderate Parkinson’s disease, but carryover of these
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benefits may not occur in all measures of physical performance. We
recommend that progressive resistance exercise should be
implemented into clinical practice as a therapy for Parkinson’s
disease, particularly when the aim is improving walking capacity in
such people.(3)
Measure Importance
Relationship to PD causes progressive motor impairment and non-motor impairment
affecting quality of life. Rehabilitative Therapy may positively influence the
Desired
quality of life of patients with Parkinson Disease addressing symptoms.
Outcome
There is growing evidence that rehabilitative therapy are effective in
Opportunity
improving motor impairment, activities of daily living, and quality of life in
for
PD throughout all stages.(4-7)
Improvement
As many as 89% of patients with PD suffer from speech disorders, but
studies suggest only 3-4% of people receive treatment.(8) A Cochrane
Review indicated that there was insufficient evidence to support the use of
one speech and language therapy over another treatment for speech
problems.(9)
In a 2013 study by Baek reviewing compliance with quality measure
recommendations, it was noted provider compliance rate for annual review
of rehabilitative therapy options was 7.5% indicating missed opportunities
to offer potentially positive interventions to this population.(10) This
measure was adopted into the PQRS reporting system as measure #293 in
2012. Eligible provider compliance rates for 2012 are not available.

National
Quality
Strategy
Domains

Patients should be referred to therapy programs specific to patients with PD
if available in their area.
☐ Patient and Family Engagement
☐ Patient Safety
☐Care Coordination
☐ Population/Public Health
☐ Efficient Use of Healthcare Resources
☒ Clinical Process/Effectiveness
Not Applicable

Exception
Justification
Harmonization Not Applicable
with Existing
Measures
Measure Designation
Measure
☒ Quality improvement
Purpose
☒ Accountability
(Check all that
apply)
Type of
☒Process
Measure
☐ Outcome
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(Check all that
apply)
Level of
Measurement
(Check all that
apply)
Care Setting
(Check all that
apply)
Data Source
(Check all that
apply)

☐ Structure
☒ Individual Provider
☒ Practice
☒ System
☒ Outpatient
☐ Inpatient
☒ Skilled Nursing Home
☐ Emergency Departments and Urgent Care
☒ Electronic health record (EHR) data
☒Administrative Data/Claims
☐ Chart Review
☒ Registry
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Technical Specifications: Electronic Health Record (EHR) Data
The AAN is in the process of creating code value sets and the logic required for electronic
capture of the quality measures with EHRs. A listing of the quality data model elements, code
value sets, and measure logic (through the CMS Measure Authoring Tool) for each of the PD
measures will be made available at a later date.
Technical Specifications: Administrative Data (Claims)
Administrative claims data collection requires users to identify the eligible population
(denominator) and numerator using codes recorded on claims or billing forms (electronic or
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paper). Users report a rate based on all patients in a given practice for whom data are
available and who meet the eligible population/ denominator criteria.
ICD-9 Code
ICD-10 Code
Denominator
(Eligible
332.0 (Paralysis agitans)
G20 Parkinson’s Disease
Hemiparkinsonism
Population)

Idiopathic Parkinsonism or Parkinson’s Disease
Paralysis agitans
Parkinsonims or Parkinson’s disease NOS
Primary Parkinsonism or Parkinson’s disease

AND
CPT E/M Service Code:
99201, 99202, 99203, 99204, 99205 (Office or other outpatient visit-New Patient);
99211, 99212, 99213, 99214, 99215 (Office or other outpatient visit-Established
Patient);
99241, 99242, 99243, 99244, 99245 (Office or Other Outpatient Consultation-New or
Established Patient);
99304, 99305, 99306, 99307, 99308, 99309, 99310 (Nursing Home Consultation).
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Counseling Patients with Parkinson’s Disease About Regular Exercise Regimen
Measure Description
Percentage of patients with PD counseled on importance of and provided recommendations on
regular exercise regimen* in the past 12 months.
Measure Components
Percentage of patients with PD counseled on importance of and provided
Numerator
recommendations on regular exercise regimen* in the past 12 months.
Statement

Denominator
Statement
Denominator
Exceptions
Supporting
Guideline &
Other
References

*Regular exercise regimen is defined as at least 150 minutes of moderateintensity activity each week per the Department of Health and Human
Services (HHS).(1)
All patients with a diagnosis of PD.
None

The following clinical recommendation statements are quoted verbatim
from the referenced clinical guidelines and represent the evidence base
for the measure:
 The results of this systematic review have suggested that progressive
resistance exercise can be effective and worthwhile in people with
mild to moderate Parkinson’s disease, but carryover of these
benefits may not occur in all measures of physical performance. We
recommend that progressive resistance exercise should be
implemented into clinical practice as a therapy for Parkinson’s
disease, particularly when the aim is improving walking capacity in
such people.(2)
 For overall cardiovascular health: at least 30 minutes of moderateintensity aerobic activity at least 5 days per week for a total of 150.
For lowering blood pressure and cholesterol: an average 40 minutes
of moderate to vigorous intensity aerobic activity 3 or 4 times per
week.(3)
Measure Importance
Relationship to It is anticipated that by educating individuals on the benefits of exercise
regularly that the number of patients exercising will increase. Exercise
Desired
improves the physical and mental functioning levels and quality of life for
Outcome
patients with PD.(4-7)
An exercise program targeting balance, leg strength, and freezing of gait
Opportunity
demonstrated a reduction of falls in early PD, but did not reduce falls in
for
advance PD. It improved overall physical and psychological health for all
Improvement
patients with PD.(4-7) In a review of issues facing patients with PD at 10
years of disease 39.8% of respondents indicated they were not
exercising.(8)
Additional guidelines are needed to confirm what type of exercise should be
recommended. However, given the positive outcomes associated with
exercise it was agreed counseling on the benefits should be provided to all
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National
Quality
Strategy
Domains

patients with PD.(2,9) Patients should be engaged to perform any activity
that they are willing to perform. HHS has stated, “adults with chronic
conditions obtain important health benefits from regular physical activity
and when adults with chronic conditions do activity according to their
abilities, physical activity is safe.”(1)
☐ Patient and Family Engagement
☐ Patient Safety
☐ Care Coordination
☐ Population/Public Health
☐ Efficient Use of Healthcare Resources
☒ Clinical Process/Effectiveness
Not Applicable

Exception
Justification
Harmonization NQF has endorsed a Physical Activity in Older Adults measure developed
by National Committee for Quality Assurance (NCQA) #0029 that
with Existing
measures:
Measures
 Discussing Physical Activity: Percentage patients 65 years of age
and older who reported discussing their level of exercise or physical
activity with a doctor or other health provider in the last 12 months
 Advising Physical Activity: Percentage patients 65 years of age and
older who reported receiving advice to start, increase, or maintain
their level of exercise or physical activity from a doctor or other
health provider in the last 12 months
The work group determined a separate measure was required as all patients
with PD should have counseling on the benefits of exercise. Further
harmonization with this measure and the existing NCQA measure was not
possible given the varied exercise recommendations for patients with PD.
Measure Designation
Measure
☒ Quality improvement
Purpose
☒ Accountability
(Check all that
apply)
Type of
☒Process
Measure
☐ Outcome
(Check all that
☐ Structure
apply)
Level of
☒ Individual Provider
Measurement
☒ Practice
(Check all that
☒ System
apply)
Care Setting
☒ Outpatient
(Check all that
☐ Inpatient
apply)
☒ Skilled Nursing Home
☐ Emergency Departments and Urgent Care
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Data Source
(Check all that
apply)

☒ Electronic health record (EHR) data
☒Administrative Data/Claims
☐ Chart Review
☒ Registry
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Technical Specifications: Electronic Health Record (EHR) Data
The AAN is in the process of creating code value sets and the logic required for electronic
capture of the quality measures with EHRs. A listing of the quality data model elements, code
value sets, and measure logic (through the CMS Measure Authoring Tool) for each of the PD
measures will be made available at a later date.
Technical Specifications: Administrative Data (Claims)
Administrative claims data collection requires users to identify the eligible population
(denominator) and numerator using codes recorded on claims or billing forms (electronic or
paper). Users report a rate based on all patients in a given practice for whom data are
available and who meet the eligible population/ denominator criteria.
ICD-9 Code
ICD-10 Code
Denominator
(Eligible
332.0 (Paralysis agitans)
G20 Parkinson’s Disease
Hemiparkinsonism
Population)
Idiopathic Parkinsonism or Parkinson’s Disease
Paralysis agitans
Parkinsonims or Parkinson’s disease NOS
Primary Parkinsonism or Parkinson’s disease

AND
CPT E/M Service Code:
99201, 99202, 99203, 99204, 99205 (Office or other outpatient visit-New Patient);
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99211, 99212, 99213, 99214, 99215 (Office or other outpatient visit-Established
Patient);
99241, 99242, 99243, 99244, 99245 (Office or Other Outpatient Consultation-New or
Established Patient);
99304, 99305, 99306, 99307, 99308, 99309, 99310 (Nursing Home Consultation).
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Querying About Parkinson’s Disease Medication-Related Motor Complications
Measure Description
Percentage of all visits for patients with a diagnosis of PD where patients (or caregiver(s), as
appropriate) were queried about dopaminergic medication-related motor complications (i.e.,
wearing off, dyskinesia, dystonia, on-off phenomena, and amount of off time).
Measure Components
All visits for patients with a diagnosis of PD where patients (or caregiver(s),
Numerator
as appropriate) were queried about dopaminergic medication-related motor
Statement
complications (i.e., wearing off, dyskinesia, dystonia, on-off phenomena,
and amount of off time).
All visits for patients with a diagnosis of PD on a dopaminergic medication
Denominator
(i.e., levodopa, agonists, monomine oxidase (MAO) inhibitors, and
Statement
cathechol-O-methyl transferase (COMT) inhibitors).
Patient is unable to communicate and caregiver/informant is unavailable to
Denominator
provide information.
Exceptions
Dopamingeric medications are associated with motor-complications, and
Supporting
approximately 10% of patients per year develop these complications. (1).
Guideline &
Other
References
The following clinical recommendation statements and other references
represent the evidence base for the measure:
 From Table 1 Options for initial pharmacotherapy in early PD:
o Levodopa evidence of increased motor complications (2)
 The dose of levodopa should be kept as low as possible to maintain
good function in order to reduce the development of motor
complications.(2)
 “Levodopa, the most effective symptomatic antiparkinsonian drug
(Level A). After a few years of treatment, levodopa is frequently
associated with the development of motor complications. As older
patients are more sensitive to neuropsychiatric adverse reactions and
are less prone to developing motor complications, the early use of
levodopa is recommended in the older population (GPP). The early
use of controlled release levodopa formulations is not effective in
the prevention of motor complications. (Level A)”(3)
Measure Importance
Relationship to Motor complications are commonly associated with the medications
treating Parkinson Disease, and these complications are associated with
Desired
lowered quality of life.(1,4-6) Frequent adjustment may be needed to
Outcome
minimize the adverse effect. By measuring how frequently providers assess
these complications it is anticipated that earlier interventions will be
provided and quality of life will improve as routine assessment becomes
standard.
Medication-related motor complications that include wearing off,
Opportunity
dyskinesia, dystonia, on-off phenomena, and amount of off time impact
for
quality of life and mobility.(4-6)
Improvement
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Clinicians often fail to identify medication related motor complications.(1)
In a 2013 study by Baek et al. reviewing compliance with quality measure
recommendations, it was noted provider compliance rate for every visit
Parkinson’s disease medication-related motor complications (e.g., wearing
off, dyskinesia, or off-time) was 23.5%.(6)
National
☐ Patient and Family Engagement
Quality
☐ Patient Safety
Strategy
☐Care Coordination
Domains
☐ Population/Public Health
☐ Efficient Use of Healthcare Resources
☒ Clinical Process/Effectiveness
Patient or informant must be able to provide information for assessment of
Exception
complications to be valid.
Justification
Harmonization Not applicable
with Existing
Measures
Measure Designation
Measure
☒ Quality improvement
Purpose
☒ Accountability
(Check all that
apply)
Type of
☒Process
Measure
☐ Outcome
(Check all that
☐ Structure
apply)
Level of
☒ Individual Provider
Measurement
☒ Practice
(Check all that
☒ System
apply)
Care Setting
☒ Outpatient
(Check all that
☒ Inpatient
apply)
☒ Skilled Nursing Home
☐ Emergency Departments and Urgent Care
Data Source
☒ Electronic health record (EHR) data
(Check all that
☒Administrative Data/Claims
apply)
☐ Chart Review
☒ Registry
References
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Parkinson’s disease: Results of an Italian cohort study. Parkinsonism and Related Disorders.
2011;17(4):265-269.
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of Freezing of Gait in Parkinson Disease. JAMA Neurol. 2014;71(7):884-890.
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Technical Specifications: Electronic Health Record (EHR) Data
The AAN is in the process of creating code value sets and the logic required for electronic
capture of the quality measures with EHRs. A listing of the quality data model elements, code
value sets, and measure logic (through the CMS Measure Authoring Tool) for each of the PD
measures will be made available at a later date.
Technical Specifications: Administrative Data (Claims)
Administrative claims data collection requires users to identify the eligible population
(denominator) and numerator using codes recorded on claims or billing forms (electronic or
paper). Users report a rate based on all patients in a given practice for whom data are
available and who meet the eligible population/ denominator criteria.
ICD-9 Code
ICD-10 Code
Denominator
(Eligible
332.0 (Paralysis agitans)
G20 Parkinson’s Disease
Hemiparkinsonism
Population)
Idiopathic Parkinsonism or Parkinson’s Disease
Paralysis agitans
Parkinsonims or Parkinson’s disease NOS
Primary Parkinsonism or Parkinson’s disease

AND
CPT E/M Service Code:
99201, 99202, 99203, 99204, 99205 (Office or other outpatient visit-New Patient);
99211, 99212, 99213, 99214, 99215 (Office or other outpatient visit-Established
Patient);
99241, 99242, 99243, 99244, 99245 (Office or Other Outpatient Consultation-New or
Established Patient);
99304, 99305, 99306, 99307, 99308, 99309, 99310 (Nursing Home Consultation)
99221-99223 (Initial Hospital Care);
99231-99233 (Subsequent Hospital Care);
99238-99239 (Hospital Discharge);
99251-99255 (Initial Inpatient Consultation).
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Advanced Care Planning for Patients with Parkinson’s Disease
Measure Description
Percentage of patients with PD who have an Advance Care Directive completed or have a
designated Power of Attorney for Medical Decisions in the last 12 months.
Measure Components
Patients with PD who have an Advance Care Directive completed or have a
Numerator
designated Power of Attorney for Medical Decisions in the last 12 months.
Statement
All patients with a diagnosis of PD.
Denominator
Statement
Patient already has an Advance Care Directive that has been given to
Denominator
provider and information reviewed with provider.
Exceptions
Supporting
The following clinical recommendation statements are quoted verbatim
Guideline &
from the referenced clinical guidelines and represent the evidence base
Other
for the measure:
References
 People with PD and their caregivers should be given the opportunity
to discuss end-of life issues with appropriate healthcare
professionals. Level D (1)
 Clinicians should initiate or facilitate advance care planning for all
adult patients and their families with regular review as the patient’s
condition changes [Low Quality Evidence, Strong
Recommendation]. (2)
 Informed consent should be obtained for any treatment or plan of
care from either a patient with decision-making capacity, or an
appropriate surrogate decision maker [Low Quality Evidence,
Strong Recommendation]. (2)
The following Checklist for Provision of Information is quoted
verbatim:
 The following issues should be addressed:
o fear (for the person, their carer and family)
o guilt
o end of life issues, eg choice about where to live and die and
decisions about treatment. Consensus (3)
Measure Importance
Relationship to All Parkinson’s disease patients should have an Advanced Care Directive
Desired
completed. Advance care directives ensure that a patient’s treatment
Outcome
preferences and treatment goals are being considered and if these are
adhered to it is anticipated that increased satisfaction with care will result.
Opportunity
for
Improvement

By assessing yearly it is anticipated that discussions on advance care
planning will increase and more patients with PD will have directives
created and used. Kwak studied advance care planning in patients with PD
and found 95% of patients had an advanced care plan, but less than 38%
had shared these plans with their provider.(4)
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National
Quality
Strategy
Domains

The Institute for Clinical Systems Improvement has stated, “Many
clinicians believe it is not appropriate to begin advance directive planning
on an outpatient basis. In reality, multiple studies have shown that patients
want their clinicians to discuss advance care planning with them before
they become ill. Many others have shown a positive response from patients
when advance directive discussions are held during outpatient
visits.”(Original emphasis)(2) A survey of older people in the UK found
that a third of respondents were interested in engaging in a discussion on
advance care planning, but only 17% had done so.(5)
☒ Patient and Family Engagement
☐ Patient Safety
☐Care Coordination
☐ Population/Public Health
☐ Efficient Use of Healthcare Resources
☐ Clinical Process/Effectiveness
Not Applicable

Exception
Justification
Harmonization NQF has endorsed an Advance Care Plan measure developed by National
Committee for Quality Assurance (NCQA) #0326 that measures:
with Existing
Percentage patients 65 years of age and older who have an advance care
Measures
plan or surrogate decision maker documented in the medical record or
documentation in the medical record that an advance care plan was
discussed but the patient did not wish or was not able to name a surrogate
decision maker or provide an advance care plan.

A separate measure is required as all patients with PD should have
counseling on advance care planning, not just those 65 and older. Evidence
suggests that younger patients with PD want to engage in these
conversations with providers, but are not engaged to do so.
Measure Designation
Measure
☒ Quality improvement
Purpose
☒ Accountability
(Check all that
apply)
Type of
☒Process
Measure
☐ Outcome
(Check all that
☐ Structure
apply)
Level of
☒ Individual Provider
Measurement
☒ Practice
(Check all that
☒ System
apply)
Care Setting
☒ Outpatient
(Check all that
☒ Inpatient
apply)
☒ Skilled Nursing Home
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Data Source
(Check all that
apply)

☒ Emergency Departments and Urgent Care
☒ Electronic health record (EHR) data
☒Administrative Data/Claims
☐ Chart Review
☒ Registry
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Clinical Systems Improvement (ICSI). 2013 Nov. 81 p.
3. Scottish Intercollegiate Guidelines Network (SIGN). Diagnosis and pharmacological management of
Parkinson's disease. A national clinical guideline. Edinburgh (Scotland): Scottish Intercollegiate
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Technical Specifications: Electronic Health Record (EHR) Data
The AAN is in the process of creating code value sets and the logic required for electronic
capture of the quality measures with EHRs. A listing of the quality data model elements, code
value sets, and measure logic (through the CMS Measure Authoring Tool) for each of the PD
measures will be made available at a later date.
Technical Specifications: Administrative Data (Claims)
Administrative claims data collection requires users to identify the eligible population
(denominator) and numerator using codes recorded on claims or billing forms (electronic or
paper). Users report a rate based on all patients in a given practice for whom data are
available and who meet the eligible population/ denominator criteria.
ICD-9 Code
ICD-10 Code
Denominator
(Eligible
332.0 (Paralysis agitans)
G20 Parkinson’s Disease
Hemiparkinsonism
Population)
Idiopathic Parkinsonism or Parkinson’s Disease
Paralysis agitans
Parkinsonims or Parkinson’s disease NOS
Primary Parkinsonism or Parkinson’s disease

AND
CPT E/M Service Code:
99201, 99202, 99203, 99204, 99205 (Office or other outpatient visit-New Patient);
99211, 99212, 99213, 99214, 99215 (Office or other outpatient visit-Established
Patient);
99241, 99242, 99243, 99244, 99245 (Office or Other Outpatient Consultation-New or
Established Patient);
99304, 99305, 99306, 99307, 99308, 99309, 99310 (Nursing Home Consultation);
99221-99223 (Initial Hospital Care);
99231-99233 (Subsequent Hospital Care);
99238-99239 (Hospital Discharge);
99251-99255 (Initial Inpatient Consultation);
99281-99285(Emergency Department);
99201-99205 or 99211-99215 (Urgent Care).
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CONTACT INFORMATION
For more information about quality measures please contact:
American Academy of Neurology
201 Chicago Avenue
Minneapolis, MN 55415
Phone: (612) 928-6100
Fax: 612-454-2744
quality@aan.com
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Appendix A AAN Statement on Comparing Outcomes of Patients
Why this statement: Characteristics of patients can vary across practices and differences in those
characteristics may impact the differences in health outcomes among those patients. Some examples of
these characteristics are: demographics, co-morbidities, socioeconomic status, and disease severity.
Because these variables are typically not under the control of a clinician, it would be inappropriate to
compare outcomes of patients managed by different clinicians and practices without accounting for
those differences in characteristics among patients. There are many approaches and models to improve
comparability, but this statement will focus on risk adjustment. This area continues to evolve (1), and
the AAN will revisit this statement regularly to ensure accuracy, as well as address other comparability
methods (2) should they become more common.
AAN quality measures are used primarily to demonstrate compliance with evidence-based and
consensus-based best practices within a given practice as a component of a robust quality improvement
program. The AAN includes this statement to caution against using certain measures, particularly
outcome measures, for comparison to other individuals/practices/hospitals without the necessary and
appropriate risk adjustment.
What is Risk Adjustment: Risk adjustment is a statistical approach that can make populations more
comparable by controlling for patient characteristics (most commonly adjusted variable is a patient’s
age) that are associated with outcomes but are beyond the control of the clinician. By doing so, the
processes of care delivered and the outcomes of care can be more strongly linked.
Comparing measure results from practice to practice: For process measures, the characteristics of the
population are generally not a large factor in comparing one practice to another. Outcome measures,
however, may be influenced by characteristics of a patient that are beyond the control of a clinician.(3)
For example, demographic characteristics, socioeconomic status, or presence of comorbid conditions,
and disease severity may impact quality of life measurements. Unfortunately, for a particular outcome,
there may not be sufficient scientific literature to specify the variables that should be included in a
model of risk adjustment. When efforts to risk adjust are made, for example by adjusting socioeconomic
status and disease severity, values may not be documented in the medical record, leading to incomplete
risk adjustment.
When using outcome measures to compare one practice to another, a methodologist, such as a health
researcher, statistician, actuary or health economist, ought to ensure that the populations are
comparable, apply the appropriate methodology to account for differences or state that no methodology
exists or is needed.
Use of measures by other agencies for the purpose of pay-for-performance and public reporting
programs: AAN measures, as they are rigorously developed, may be endorsed by the National Quality
Forum or incorporated into Centers for Medicare & Medicaid Services (CMS) and private payer
programs.
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It is important when implementing outcomes measures in quality measurement programs that a
method be employed to account for differences in patients beyond a clinicians’ control such as risk
adjustment. References and Additional Reading for AAN Statement on Comparing Outcomes of Patients
1. Shahian DM, Wolf RE, Iezzoni LI, Kirle L, Normand SL. Variability in the measurement of hospital-wide
mortality rates. N Engl J Med 2010;363(26):2530-2539. Erratum in: N Engl J Med 2011;364(14):1382.
2. Psaty BM, Siscovick DS. Minimizing bias due to confounding by indication in comparative effectiveness
research: the importance of restriction. JAMA 2010;304(8):897-898.
3. National Quality Forum. Risk Adjustment for Socioeconomic Status or Other Sociodemographic
Factors. August 2014. Available at:
http://www.qualityforum.org/Publications/2014/08/Risk_Adjustment_for_Socioeconomic_Statu
s_or_Other_Sociodemographic_Factors.aspx Accessed on January 8, 2015.
 Sharabiani MT, Aylin P, Bottle A. Systematic review of comorbidity indices for administrative data. Med
Care. 2012;50(12):1109-1118.
 Pope GC, Kauter J, Ingber MJ, et al. for The Centers for Medicare & Medicaid Services’ Office of
Research, Development, and Information. Evaluation of the CMS-HCC Risk Adjustment Model. March
2011. Available at:
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adj_model_2011.pdf Accessed on January 8, 2015.
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