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ALL HEART Clinical Measures Listing 

Participating ALL HEART clinics will be required to collect and report the following clinical measures. The 

Community Clinics Health Network will provide free data collection and report writing technical 

assistance for grant participants as needed. 

Measure Definition Comment 

Enrollment 

 

Goal: 10,000 by December 2012 

1. Diabetic patients age 50 and 

over. 

 

 

Exclude gestational or steroid- 

induced diabetes and polycystic 

ovaries. 

 

 

Enrollment  

 

CV Risk 

2.  Diagnosis AMI, 

CABG,PTCA,IVD  

Any age 

 Deactivator date 1. Documentation that the 

patient was  disenrolled from 

the ALL HEART program.   

(Disenrolled patients will not 

be included in reports.) 

 Disenrollment reasons: 

• Moved  - no longer 

seen at the clinic 

• Expired 

LDL 

Goal: * 65% 

 

Meaningful Use Optional Measure 

 

The percent  of ALL HEART 

enrollees whose most recent LDL-

C  level in measurement year is 

<100 mg/dL 

 

ALLHeart Medication Compliance 

ACE 

Statin 

Goal:  80% 

 

 

 

 

 

 

 

 

Note: Clinics that have pharmacy on 

site can document that patient 

picked up medications.  These will be 

a subset of data reporting. 

 

Meaningful Use Optional Measure 

 

 

 

1.  Percentage of ALLHEART 

enrollees on BOTH a 

Statin and an ACE/ARB 

2.  Percentage of ALL HEART 

enrollees who have been 

prescribed a statin only  

3. Percentage of ALL HEART 

enrollees who have been 

prescribed an ACE/ARB 

only during the 

measurement year 

 

Onsite pharmacy sites only: 

Percentage of ALL HEART 

enrollees who have received their 

prescription. 

Medications ordered. 

 

 

 

 

 

 

 

 

 

 

 

For onsite pharmacy sites: 

Documentation that patient 

picked up medication, 
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Measure Definition Comment 

Blood Pressure 

 

Goal: 65% 

 

Meaningful Use Core Measure 

UDS Measure 

 Percentage of ALL HEART 

enrollees whose most recent 

blood pressure reading during the 

measurement year was <140/90 

 

BMI 

 

Goal: 50% 

Meaningful Use Core Measure 

UDS 2011 Measure 

Percentage of ALL  HEART 

enrollees who had a BMI 

calculated in the past 6 months or 

during the current visit. 

 and, 

 if they are overweight (BMI>25),  

a follow-up plan is documented. 

BMI documented at each visit 

 

 

 

 

Follow up plan if overweight 

may be documented as self 

management goal. 

Preventive care:  

Tobacco screening 

 

Goal Screened: 50 % 

 

 

Goal if Positive: 50% 

 

Meaningful Use Core Measure 

UDS 2011 Measure 

Percentage of ALL  Heart 

enrollees who were screened for 

tobacco use at least once during 

the measurement year 

 And  

 

If positive received tobacco 

cessation counseling information. 

 

 

Need structured field in EHR 

 

 

 

 

May be documented as a self 

management goal. 

Lifestyle Goals 

 

Goal: 90% 

Diet 

Weight Management 

Increased Physical Exercise 

Smoking Counseling 

Percentage of ALL  HEART 

enrollees where there is 

documentation that the patient 

received education and/or set 

goals on lifestyle activities. 

Need structured field in EHR  

for both materials received and 

for which lifestyle activity. 

Examples: 

Physical exercise 

Diet 

Medication compliance 

Alcohol in moderation 

HbA1c 

Goal: 20% or less 

 

Meaningful Use Optional Measure 

UDS 2011 Measure 

Percentage of ALL HEART Diabetic 

enrollees whose HbA1c is >9 

 

 Note:  LDL Medi-Cal Managed Care 75
th

 percentile for 2010 benchmark 

             40.69% for diabetics             48.6% for CV  

Optional :   Hospital based clinic organizations or when there is health plan specific  data  available. 

Measure Definition Comment 

Hospital Admission  

 

 

Percent of ALL HEART enrollees 

who were admitted for a CV 

related diagnosis  

Structured fields needed for 

date of hospital admission and 

CV diagnosis. 
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ER Visit  

Percent of ALL HEART enrollees 

who  had a CV related ER visit 

 

Diagnosis codes: (to be added) 

 

Codes: Source- Kaiser Data presentation March 2011 

Codes to identify Diabetics   

 
Description  

 
ICD-9-CM Diagnosis 

Diabetes 250, 357.2, 362.0, 366.41 
 

Codes to identify  CV Risk 

 

 

Visit Type Codes 

   

 


