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Complete Summary

TITLE

Chronic stable coronary artery disease: percentage of patients with prior
myocardial infarction who were prescribed beta-blocker therapy.

SOURCE(S)

American College of Cardiology, American Heart Association, Physician Consortium
for Performance Improvement. Clinical performance measures. Chronic stable
coronary artery disease. Chicago (IL): American Medical Association (AMA); 2003.
8 p.

DESCRIPTION

This measure assesses the percentage of chronic stable coronary artery disease
(CAD) patients with a prior myocardial infarction (MI) who were prescribed beta-
blocker therapy.

RATIONALE

Beta-blocker therapy is recommended for all patients with prior myocardial
infarction (MI) in the absence of contraindications (ACC/AHA/ACP-ASIM, 1999;
ACC/AHA, 2000; ACC/AHA, 1999).

PRIMARY CLINICAL COMPONENT
Coronary artery disease; beta-blocker therapy
DENOMINATOR DESCRIPTION

All patients with coronary artery disease (CAD) who also have prior myocardial
infarction (MI)

NUMERATOR DESCRIPTION

The number of patients from the denominator who were prescribed beta-blocker
therapy

PRIMARY MEASURE DOMAIN
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Process
SECONDARY MEASURE DOMAIN
Not applicable
EVIDENCE SUPPORTING THE MEASURE

A clinical practice guideline or other peer-reviewed synthesis of the clinical
evidence

One or more research studies published in a National Library of Medicine (NLM)
indexed, peer-reviewed journal

NATIONAL GUIDELINE CLEARINGHOUSE LINK

NEED FOR THE MEASURE

Overall poor quality for the performance measured
Wide variation in quality for the performance measured

EVIDENCE SUPPORTING NEED FOR THE MEASURE

Braunwald E, Antman EM, Beasley JW, Califf RM, Cheitlin MD, Hochman JS, Jones
RH, Kereiakes D, Kupersmith J, Levin TN, Pepine CJ, Schaeffer JW, Smith EE 3d,
Steward DE, Theroux P, Alpert JS, Eagle KA, Faxon DP, Fuster V, Gardner TJ,
Gregoratos G, Russell RO, Smith SC Jr. ACC/AHA guidelines for the management
of patients with unstable angina and non-ST-segment elevation myocardial
infarction. J Am Coll Cardiol 2000 Sep;36(3):970-1062. [515 references]

Gibbons RJ, Chatterjee K, Daley J, Douglas JS, Fihn SD, Gardin JM, Grunwald MA,
Levy D, Lytle BW, O'Rourke RA, Schafer WP, Williams SV, Ritchie JL, Cheitlin MD,
Eagle KA, Gardner TJ, Garson A Jr, Russell RO, Ryan TJ, Smith SC Jr.
ACC/AHA/ACP-ASIM guidelines for the management of patients with chronic stable
angina: a report of the American College of Cardiology/American Heart
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http://www.guideline.gov/summary/summary.aspx?ss=14&doc_id=2006
http://www.guideline.gov/summary/summary.aspx?ss=14&doc_id=3190
http://www.guideline.gov/summary/summary.aspx?ss=14&doc_id=3588
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=10987629

Association Task Force on Practice Guidelines. J Am Coll Cardiol 1999
Jun;33(7):2092-197. [891 references]

Jencks SF, Huff ED, Cuerdon T. Change in the quality of care delivered to
Medicare beneficiaries, 1998-1999 to 2000-2001. JAMA 2003 Jan 15;289(3):305-
12.

Ryan TJ, Antman EM, Brooks NH, Califf RM, Hillis LD, Hiratzka LF, Rapaport E,
Riegel B, Russell RO, Smith EE 111, Weaver WD. 1999 update: ACC/AHA guidelines
for the management of patients with acute myocardial infarction. A report of the
American College of Cardiology/American Heart Association Task Force on Practice
Guidelines. J Am Coll Cardiol 1999 Sep;34(3):890-911. [849 references]

STATE OF USE
Pilot testing
CURRENT USE

Internal quality improvement

CARE SETTING
Ambulatory Care
PROFESSIONALS RESPONSIBLE FOR HEALTH CARE
Physicians
LOWEST LEVEL OF HEALTH CARE DELIVERY ADDRESSED
Individual Clinicians
TARGET POPULATION AGE
Patients of all ages with the diagnosis of chronic stable coronary artery disease.
TARGET POPULATION GENDER
Either male or female
STRATIFICATION BY VULNERABLE POPULATIONS

Not applicable
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http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=10362225
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=12525231
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=10483976

INCIDENCE/PREVALENCE
Approximately 13 million Americans are living with coronary artery disease
(CAD).
More than 1 million Americans had a new or recurrent coronary attack in
2001.

EVIDENCE FOR INCIDENCE/PREVALENCE

American Heart Association. Heart disease and stroke statistics - 2003 update.
Dallas (TX): American Heart Association; 2002. 46 p.

ASSOCIATION WITH VULNERABLE POPULATIONS
Not applicable
BURDEN OF ILLNESS

Chronic stable coronary artery disease (CAD) is the leading cause of mortality
in the United States, accounting for almost 1 in 5 deaths.
For individuals with CAD, the risk of another heart attack, stroke, and other
serious complications is substantial.

EVIDENCE FOR BURDEN OF ILLNESS

American Heart Association. Heart disease and stroke statistics - 2003 update.
Dallas (TX): American Heart Association; 2002. 46 p.

UTILIZATION

Within the past 2 decades, the number of short-stay hospital discharges for
individuals with coronary artery disease (CAD) increased by almost 18%.

EVIDENCE FOR UTILIZATION

American Heart Association. Heart disease and stroke statistics - 2003 update.
Dallas (TX): American Heart Association; 2002. 46 p.

COSTS

The total annual cost of coronary artery disease (CAD) in the United States is
approximately $130 billion.

EVIDENCE FOR COSTS

American Heart Association. Heart disease and stroke statistics - 2003 update.
Dallas (TX): American Heart Association; 2002. 46 p.
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I0OM CARE NEED
Living with lllness
10M DOMAIN

Effectiveness

CASE FINDING
Users of care only
DESCRIPTION OF CASE FINDING

This performance measure is designed for prospective data collection in the office-
based practice only. The measurement period may begin with the date of the
most recent office visit, regardless of the diagnosis at that visit, and the data
collection continues until 12 months are completed.

DENOMINATOR SAMPLING FRAME

Patients associated with provider
DENOMINATOR (INDEX) EVENT

Clinical Condition
DENOMINATOR INCLUSIONS/EXCLUSIONS

Inclusions
All patients with coronary artery disease (CAD) who also have prior myocardial
infarction (MI)

Exclusions

Documentation that a beta-blocker was not indicated; documentation of medical
reason(s)* for not prescribing a beta-blocker; documentation of patient
reason(s)** for not prescribing a beta-blocker

*Medical reasons for not prescribing a beta-blocker: bradycardia (defined as heart
rate less than 50 bpm without beta-blocker therapy), history of Class IV
(congestive) heart failure, history of second- or third-degree atrioventricular (AC)
block without permanent pacemaker, etc.

**Patient reasons for not prescribing a beta-blocker: economic, social, and/or
religious, etc.
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NUMERATOR INCLUSIONS/EXCLUSIONS

Inclusions
All patients who were prescribed beta-blocker therapy

Exclusions
None

DENOMINATOR TIME WINDOW
Time window follows index event
NUMERATOR TIME WINDOW
Fixed time period
DATA SOURCE
Medical record
LEVEL OF DETERMINATION OF QUALITY
Individual Case
PRE-EXISTING INSTRUMENT USED

None

SCORING
Rate
INTERPRETATION OF SCORE
Better quality is associated with a higher score
ALLOWANCE FOR PATIENT FACTORS
Risk adjustment devised specifically for this measure/condition
DESCRIPTION OF ALLOWANCE FOR PATIENT FACTORS
Measure results may be calculated for both:

All patients with prior myocardial infarction (MI) who were prescribed beta-
blocker therapy
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Patients with prior Ml who were prescribed beta-blocker therapy, with all
denominator exclusions applied*

*Medical reasons for not prescribing a beta-blocker: bradycardia (defined as heart rate less than
50 bpm without beta-blocker therapy), history of Class IV (congestive) heart failure, history of
second- or third-degree atrioventricular (AC) block without permanent pacemaker, etc.

Patient reasons for not prescribing a beta-blocker: economic, social, and/or religious, etc.
STANDARD OF COMPARISON

Internal time comparison

Evaluation of Measure Properties

EXTENT OF MEASURE TESTING

Unspecified

Identifying Information

ORIGINAL TITLE
Beta-blocker therapy--prior myocardial infarction (MI).
MEASURE COLLECTION

The Physician Consortium for Performance Improvement Measurement Sets

MEASURE SET NAME

American College of Cardiology, American Heart Association, and Physician
Consortium for Performance Improvement: Chronic Stable Coronary Artery
Disease Core Physician Performance Measurement Set

SUBMITTER
American Medical Association on behalf of the American College of Cardiology, the
American Heart Association, and the Physician Consortium for Performance
Improvement

DEVELOPER
American College of Cardiology
American Heart Association
Physician Consortium for Performance Improvement

ADAPTATION

Measure was not adapted from another source.
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RELEASE DATE
2001 Aug
REVISION DATE
2003 Jan
MEASURE STATUS
This is the current release of the measure.
SOURCE(S)

American College of Cardiology, American Heart Association, Physician Consortium
for Performance Improvement. Clinical performance measures. Chronic stable
coronary artery disease. Chicago (IL): American Medical Association (AMA); 2003.

8 p.
MEASURE AVAILABILITY

The individual measure, "Beta-Blocker Therapy--Prior Myocardial Infarction,” is
published in the "Chronic Stable Coronary Artery Disease Core Physician
Performance Measurement Set."” This document is available from the American
Medical Association (AMA) Division of Clinical Quality Improvement Unit Web site:

For further information, please contact AMA staff by e-mail at
COMPANION DOCUMENTS
The following are available:

Physician Consortium for Performance Improvement. Introduction to
physician performance measurement sets. Tools developed by physicians for
physicians. Chicago (IL): American Medical Association (AMA); 2001 Oct. 21
p. This document is available from the American Medical Association (AMA)
Clinical Quality Improvement Unit Web site:

Physician Consortium for Performance Improvement. Principles for
performance measurement in health care. A consensus statement. [online].
Chicago (IL): American Medical Association (AMA), Joint Commission on the
Accreditation of Healthcare Organizations (JCAHO), National Committee for
Quality Assurance (NCQA); [3 p]- This document is available from the AMA
Clinical Quality Improvement Unit Web site:

Physician Consortium for Performance Improvement. Desirable attributes of
performance measures. A consensus statement. [online]. American Medical
Association (AMA), Joint Commission on Accreditation of Healthcare
Organizations (JCAHO), National Committee for Quality Assurance (NCQA);
1999 Apr 19 [cited 2002 Jun 19]. [5 p]. This document is available from the
AMA Clinical Quality Improvement Unit Web site:
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http://www.ama-assn.org/ama/pub/category/2936.html

For further information, please contact AMA staff by e-mail at
NQMC STATUS

This NQMC summary was completed by ECRI on September 26, 2003.
COPYRIGHT STATEMENT

This Physician Performance Measurement Set (PPMS) was developed by the
Physician Consortium for Performance Improvement (The Consortium) to facilitate
quality improvement activities by physicians. The performance measures
contained in this PPMS are not clinical guidelines and do not establish a standard
of medical care. This PPMS is intended to assist physicians in enhancing quality of
care and is not intended for comparing individual physicians to each other or for
individual physician accountability by comparing physician performance against
the measure or guideline. The Consortium has not tested this PPMS.

This PPMS is subject to review and may be revised or rescinded at any time by
The Consortium. The PPMS may not be altered without the prior written approval
of The Consortium. A PPMS developed by The Consortium, while copyrighted, can
be reproduced and distributed without modification for noncommercial purposes.
Any other use is subject to the approval of The Consortium. Neither The
Consortium nor its members shall be responsible for any use of this PPMS.
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© 2004 National Quality Measures Clearinghouse
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