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Disclaimer Notice 
 
Physician Performance Measures or Quality Measures (measure) and related measure specifications developed by 
the American Urological Association (AUA) are intended to facilitate quality improvement activities by physicians. 
 
These measures are intended to assist physicians in enhancing quality of care.  These measures are not clinical 
guidelines and do not establish a standard of medical care, and have not been tested for all potential applications.  
AUA encourages testing and evaluation of its measures. 
 
Measures are subject to review and may be revised or retired at any time by AUA.  The measures may not be 
altered without prior written approval by AUA.  The measures, while copyrighted, can be reproduced and 
distributed, without modification, for noncommercial purposes.  Commercial use is defined as the sale, license or 
distribution of the measures for commercial gain, or incorporation of the measures into a product or service that is 
sold, licensed, or distributed for commercial gain.  Commercial uses of the measures require a license agreement 
between the user and AUA.  Neither AUA nor its members shall be responsible for any use of the measures. 
 
THESE MEASURES AND MEASURE SPECIFICATIONS ARE PROVIDED “AS IS” WITHOUT 
WARRANTY OF ANY KIND. 
 
Limited proprietary coding is contained in the Measure specifications for convenience. Users of the proprietary 
coding sets should obtain all necessary licenses from the owners of these code sets. The AUA and its members 
disclaim all liability for use or accuracy of any Current Procedural Terminology (CPT®) or other coding contained 
in the specifications.   
 
© 2017 American Urological Association.  All Rights Reserved. Applicable FARS/DFARS Restrictions Apply to 
Government Use.   
 
 CPT® contained in the Measure specifications is copyright 2016 American Medical Association.  All rights 
reserved. CPT® is a registered trademark of the American Medical Association.  ICD-10 contained in the 
Measures specifications is copyright 2017 World Health Organization.  All rights reserved.    
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PURPOSE OF MEASUREMENT SET 
The American Urological Association (AUA) convened a technical expert panel (TEP) to identify and define new 

measures for quality improvement, use in the AUA’s qualified clinical data registry (QCDR) AUA Quality Registry 

(AQUA), and to be considered for use in the Centers for Medicare and Medicaid Services (CMS) quality payment 

program (QPP) under the Merit-Based Incentive Payment System (MIPS). 

The TEP was charged with the development of measures that reflect the clinical evidence and meet areas most in 

need of performance improvement.  The TEP evaluated opportunities for the development of outcome or process 

measures with a focus on shared decision making (SDM) with regards to prostate cancer screening. 

There are several different measures proposed that focus on the urologist’s, primary care physician’s or other 

responsible clinician’s role in engaging or educating the patient about PSA screening risks and benefits, patient 

values and preferences and making a mutual decision based upon the two preceding factors.  The three different 

measures in this set are focused on men of different age ranges with or without increased risk for the development 

of prostate cancer.  The measures were purposefully kept as three separate measures rather than one 

comprehensive measure to better understand the gap in care with SDM for the separate populations.  This data will 

be used to support and target applicable quality improvement tools for the applicable age range/risk level.   

The measures in this measurement set represent a new stage in AUA’s efforts to develop quality measures that 

actively engage patients in their care and decision making.  Future efforts in this area may focus on different 

treatment or screening modalities relevant to the practice of urology. 

 
INTRODUCTION 
The TEP took into thoughtful consideration the impact of SDM for PSA Screening on physician/clinician 
workflow.   The measures are designed to work with claims data, electronic health record (EHR) data, and clinical 
data registries.  The AQUA registry uses a data pull from the EHR application, in most cases, that would 
seamlessly allow the clinician to connect their EHR with the Registry.  The issue of the impact or ability to do 
SDM given the visit timing constraints is a valid one.   The TEP would welcome your comments on burden 
on clinician workflow for these draft measures. 
 
The definition utilized for SDM in the measures was purposely kept very inclusive of any indication that SDM 
regarding PSA Screening took place between the patient and the clinician before the PSA Screening.  There is no 
universal definition of SDM so the TEP felt strongly that for the first iteration of the measure it was important that 
any documentation of SDM would meet this measure.  The TEP suggested that SDM include at minimum a 
discussion of the risks benefits, patient values and preferences and indication of a mutually agreed upon decision 
regarding PSA screening.  This suggestion was not mandatory but recommended. This also allows for easier 
documentation needed to meet the measures.  The TEP would welcome your comments on how SDM was 
defined in this measurement set. 
 
The TEP considered the motivations of clinicians at extrinsic level and intrinsic levels to participate in SDM and 
utilize these measures. Intrinsic motivation involves people doing an activity because they find it interesting and 
derive spontaneous satisfaction from the activity itself (e.g. focus on increasing communication with patients, 
improving patient outcomes including morbidity and mortality, etc.)  Extrinsic motivation, in contrast, requires an 
instrumentality between the activity and some separate consequences such as tangible or verbal rewards, so 
satisfaction comes not from the activity itself but rather from the extrinsic consequences to which the activity 
leads. (e.g. decreased reimbursement in MIPs, physician profiling or benchmarking, physician board recertification, 
etc.). 
 
The TEP and AUA will focus on finding clinicians that are willing to become champions and early adopters of the 
measures and utilize the AQUA registry to study the feasibility, reliability and validity of the draft measures.  The 
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AUA will also provide resources, training and education to support the utilization and maturation of the draft 
measures by clinicians. These educational resources will be critical to overcoming barriers for these 
measures.  AUA will also analyze the data to show physicians where they are doing well or where they 
need to improve with the measures.  This will be of value to participating physicians as they may be able 
to gain credit for using the measures under MIPS, for other quality reporting programs and for quality 
improvement purposes such as benchmarking, maintenance of certification or other uses.  
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MEASURE #1: 
Promoting Shared Decision Making before PSA Screening for Men Age 55-69 

 
 
Measure Description 

This measure is used to assess the percentage of male patients aged 55 to 69 years old (or their caregiver, if 
appropriate) who participated in shared decision making regarding prostate cancer screening options BEFORE the 
prostate specific antigen (PSA) screening was performed during the measurement period.   
 
To meet the measure, there must be documentation in the patient record that the patient participated in shared 
decision making with regards to prostate cancer screening before the PSA screening took place.  This may include 
the use of a shared decision-making tool.  The Technical Expert Panel recommended that at minimum shared 
decision making should include a discussion between the clinician and the patient of the risks and benefits, 
elicitation of patient values and preferences, and notation of arriving at a mutually agreed upon decision regarding 
prostate cancer screening.  However, the measure is designed to be very inclusive and a clinician can meet this 
measure with any commonly used shared decision making for prostate cancer screening terminology, 
decision aids or other indications in the medical record that shared decision making regarding PSA 
Screening took place.    
 
Percentage of men between the age of 55-69 who had PSA Screening* performed in the measurement period who 
(or their caregiver, if appropriate) participated in shared decision making regarding prostate cancer screening 
options** before the PSA screening was performed. 
 

Measure Components 

Numerator 
Statement 

Patients (or their caregiver, if appropriate) who participated in shared decision 
making regarding prostate cancer** screening options before the prostate specific 
antigen (PSA) screening* was performed. 
 
*PSA Screening: Prostate-specific antigen, or PSA, measures the level of PSA in a 
man’s blood. For this test, a blood sample is sent to a laboratory for analysis. The 
results are usually reported as nanograms of PSA per milliliter (ng/mL) of blood.  
There is no specific normal or abnormal level of PSA in the blood. 
 
** Shared decision making: There is no universal definition for “shared decision 
making”.  Therefore, the TEP felt strongly that the definition of shared decision 
making used in this should be broad. It is recommended at minimum that SDM 
include a discussion between the clinician and the patient of the risks and benefits, 
elicitation patient values and preferences, and notation of arriving at a mutually 
agreed upon decision.  Nonetheless, the measure should be very inclusive of any 
commonly used shared decision making for prostate cancer screening 
terminology, decision aids or other indications in the medical record that 
shared decision making took place.    
 
The provider may choose to use any decision aids, SDM steps/definitions or 
processes to demonstrate that SDM about prostate cancer screening took place.  A 
non-exhaustive list includes: AUA SDM paper (2013), United States Preventive 
Services Task Force recommendations, Agency for Healthcare Research and Quality 
definitions, recommendations and tools, Ottawa Decision Aid, Mayo Decision Aid, 
or others. 

https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000044214&version=Patient&language=English
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Denominator 
Statement 

All men between the ages of 55 to 69 years old who had prostate specific antigen 
(PSA) screening performed in the measurement period. 

Denominator 
Exclusions 

 Men with a past or current diagnosis of prostate cancer. 

 Men with an active diagnosis or history of diagnosis benign prostatic 
hyperplasia (BPH) or lower urinary tract symptoms.  

Denominator 
Exceptions 

 Medical reason for the patient (or their caregiver, if appropriate) not 
participating in shared decision making regarding prostate cancer screening 
before the PSA screening (e.g. significantly cognitive impaired and no 
caregiver available)  

 Patient reason for the patient (or their caregiver, if appropriate) not 
participating in shared decision making regarding prostate cancer screening 
before the PSA screening (e.g. patient refuses to participate in shared decision 
making) 

Supporting  
Guideline(s) &  
Evidence 

 The USPSTF recommends that clinicians inform men ages 55 to 69 years about 
the potential benefits and harms of prostate-specific antigen (PSA)–based 
screening for prostate cancer. (Level C) (DRAFT)1 

 For men ages 55 to 69 years the Panel recognizes that the decision to undergo 
PSA screening involves weighing the benefits of preventing prostate cancer 
mortality in one man for every 1,000 men screened over a decade against the 
known potential harms associated with screening and treatment. For this reason, 
the Panel strongly recommends shared decision-making for men age 55 to 69 
years that are considering PSA screening, and proceeding based on men's values 
and preferences. (Standard; Evidence Strength Grade B) (Guideline targets men of 
average risk, defined as a man without risk factors, such as a family history of 
prostate cancer in multiple generations and/or family history of early onset below 
age 55 years, or African American race.)2 

 Before initiating or continuing prostate cancer screening, Kaiser Foundation Health 
Plan of Washington recommends that all men engage in explicit and informed 
decision making with their providers. Providers and patients should thoroughly 
review the limited benefits and significant harms of prostate cancer screening in the 
context of the patients’ own values and preferences.3  

 For average risk men, offer prostate cancer screening with PSA and DRE in 
context of a shared decision-making approach to men starting at age 50.3 

 American Cancer Society 2016: Adopted detailed screening recommendations 
that highlight the importance of shared decision making and the need for 
informed discussion of the uncertainties, risks, and potential benefits of screening.  
It recommends conversations about screening beginning at age 50 years and 
earlier for African American men and men with a father or brother with a history 
of prostate cancer before age 65 years.4    

 ACP recommends that clinicians inform men between the age of 50 and 69 years 
about the limited potential benefits and substantial harms of screening for 
prostate cancer. ACP recommends that clinicians base the decision to screen for 
prostate cancer using the prostate-specific antigen test on the risk for prostate 

                                                      
1 U.S. Preventive Services Task Force.  2017 Draft Recommendations for Prostate Cancer Screening.  Available at: 
https://screeningforprostatecancer.org/.  Accessed 7.7.2017 
2 Carter HB, Albertsen PC, Barry MJ, et al. Early detection of prostate cancer: AUA guideline. Linthicum (MD): American Urological 

Association Education and Research, Inc.; 2013 Apr. 28 p. 
3 Kaiser Permanente Medical Care Program.  Prostate Cancer Screening Clinical Practice Guideline. 2012 
4 Smith RA, Andrews K, Brooks D. et al. Cancer screening in the United States, 2016: A review of current American Cancer Society 
guidelines and current issues in cancer screening.  CA: A Cancer J for Clinicians 2016; Vol. 66 (2): 95–114 

https://screeningforprostatecancer.org/
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cancer, a discussion of the benefits and harms of screening, the patient's general 
health and life expectancy, and patient preferences. ACP recommends that 
clinicians should not screen for prostate cancer using the prostate-specific antigen 
test in patients who do not express a clear preference for screening (Level of 
Evidence?).5 

 If prostate cancer screening is considered, an informed decision-making process 
should precede a decision to perform screening [IA]. Clinicians should share 
decision making with men, giving information about the uncertainties, risks, and 
potential benefits of prostate cancer screening. 6 

 For men ages 50-74 with a life expectancy >10 years, clinicians may choose to 
initiate or not to initiate a shared decision-making discussion about routine 
screening with patients [IIC]. 6 

Measure Importance 

Relationship to 
the Desired 
Outcome: 
 

Shared decision making can ensure that treatment decisions better align with patient’s 
preferences and values for many preference-sensitive conditions that have no clearly superior 
course of treatment.  The desired outcome for this measure is to increase the percentage of 
men who participated in shared decision making regarding Prostate Cancer Screening before 
PSA test.  This measure is focused on ensuring that each patient (or their caregiver) is 
engaged as partners in their care. 
 
This measure is designed to strengthen the patient (and/or caregiver) involvement in their 
care and shared decision making. This measure is designed to promote patient-centered care 
delivery with a focus on improved experience, patient self-management and structured 
shared decision making.   
 
The Centers for Medicare & Medicaid Services (CMS) identifies strengthening beneficiary 
(patient) engagement as one of the agency’s goals to help transform the U.S. health care 
system into one that delivers better care, smarter spending, healthier people, and puts 
individuals at the center. This measure aligns with the Centers for Medicare and Medicaid 
Services (CMS) Quality Strategy that envisions health and care that is person-centered, 
provides incentives for the right outcomes, is sustainable, emphasizes coordinated care and 
shared decision making, and relies on transparency of quality and cost information.7  
 
We do not expect to see the number of PSA Screenings to go up or down with the use of 
this Measure.  The goal of this Measure is to ensure that the patient voice is heard in the 
decision whether or not PSA screening is desired or wanted by the patient after reviewing the 
risks and benefits of the PSA Screening, discussion patient values and preferences and 
documenting a mutual decision about PSA Screening or not. 
 
Men (and patients in general) engage in making health care decisions in multiple ways.  There 
may be different screening or treatment options each which have a different set of 
advantages and disadvantages dependent upon the individual.  Patients may not know which 
questions to ask their provider(s) or where to get relevant health information.  Additionally, 
patients may not feel that their personal values or preferences were considered or respected 
when the final decision about screening or treatment was made.  By empowering patients to 
take ownership of their health with the tools needed to navigate the healthcare system it 
makes healthcare information more accessible and ensures that the patient’s voice is heard. 

                                                      
5 Qaseem A, Barry MJ, Denberg TD et al. Screening for prostate cancer: a guidance statement from the Clinical Guidelines Committee of 
the American College of Physicians. Ann Intern Med. 2013 May 21;158(10):761-769 
6 University of Michigan Health System. Cancer Screening. Ann Arbor (MI): University of Michigan Health System; 2012 
Oct. 18 p. [21 references] 
7 Centers for Medicare & Medicaid Services. Quality Strategy, pp. 2. (2016). https://www.cms.gov/medicare/qualityinitiatives-patient-
assessment-instruments/qualityinitiativesgeninfo/downloads/cms-quality-strategy.pdf  

https://www.cms.gov/medicare/qualityinitiatives-patient-assessment-instruments/qualityinitiativesgeninfo/downloads/cms-quality-strategy.pdf
https://www.cms.gov/medicare/qualityinitiatives-patient-assessment-instruments/qualityinitiativesgeninfo/downloads/cms-quality-strategy.pdf
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Engagement of patients in their care will lead to an impact on cost, quality and patient 
satisfaction outcomes.8  
 

Gap in Care: 
 

 64.3% of men did not participate in shared decision-making advantages, disadvantages, 

and uncertainties.  88% non-screened and 39% of men high intensity screening had 

SDM: most men in US report little shared decision making.  RESULTS Nearly two-

thirds (64.3%) of men reported no past physician-patient discussion of advantages, 

disadvantages, or scientific uncertainty (no shared decision making); 27.8% reported 

discussion of 1 to 2 elements only (partial shared decision making); 8.0% reported 

discussion of all 3 elements (full shared decision making). Nearly one-half (44.2%) 

reported no PSA screening, 27.8% reported low-intensity (less-than-annual) screening, 

and 25.1% reported high-intensity (nearly annual) screening. Absence of shared decision 

making was more prevalent in men who were not screened; 88% (95% CI, 86.2%-

90.1%) of non-screened men reported no shared decision making compared with 39% 

(95% CI, 35.0%43.3%) of men undergoing high-intensity screening. Extent of shared 

decision making was associated with black race, Hispanic ethnicity, higher education, 

health insurance, and physician recommendation. Screening intensity was associated with 

older age, higher education, usual source of medical care, and physician 

recommendation, as well as with partial vs. no or full shared decision making. 

CONCLUSIONS Most US men report little shared decision making in PSA screening, 

and the lack of shared decision making is more prevalent in non-screened than in 

screened men. Screening intensity is greatest with partial shared decision making, and 

different elements of shared decision making are associated with distinct patient 

characteristics. Shared decision-making needs to be improved in decisions for and 

against PSA screening.9 

 Despite the prevalence of preference-sensitive conditions encountered in urologic 
practice, there are few data regarding the frequency with which SDM is employed in 
practice. A large, cross-specialty physician survey suggested that over 70 percent of 
physicians across primary care and surgical subspecialties identify SDM as their preferred 
style of clinical decision making over paternalism or consumerism.10  

 However, studies assessing the use of SDM in practice find that fewer than 10 percent of 
providers utilize SDM correctly.11 

 Despite wanting to play a more active role in their health care decision making, many 
patients report not being sufficiently involved in the decision process.12,13  

 Previous reports of decision aids for prostate cancer screening have shown improvement 
in patient knowledge and in decisional conflict as well as satisfaction with the decision.14  

 It is not known to what extent shared decision making contributed to the decreased 

screening rates observed, whether shared decision making is occurring more frequently 

                                                      
8 Conway P, Bindman A. Improving the Quality of Care for Medicare Beneficiaries by Increasing Patient Engagement 
https://www.pcpcc.org/2016/12/09/improving-quality-care-medicare-beneficiaries-increasing-patient-engagement   Accessed 7.7.2017 
9 Han PKJ, Kobrin S, Breen N et al. National Evidence on the Use of Shared Decision Making in Prostate-Specific Antigen Screening Ann 
Fam Med 2013;306-314 
10 Murray E., Pollack L., White M., and Lo B. Clinical decision-making: physicians' preferences and experiences. BMC Fam Pract. 2007 
8:10 
11 O'Connor, A. M., Stacey, D., Entwistle, V. et al. Decision aids for people facing health treatment or screening decisions. Cochrane Database Syst Rev. 
2003; CD001431 
12 Kiesler, D. J. and Auerbach, S. M. Optimal matches of patient preferences for information, decision-making and interpersonal behavior: evidence, 
models and interventions. Patient Educ Couns. 2006; 61: 319;   
13 Mazur, D. J., Hickam, D. H., Mazur, M. D., and Mazur, M. D. The role of doctor's opinion in shared decision making: what does shared decision 
making really mean when considering invasive medical procedures? Health Expect. 2005; 8: 97 
14 Ilic D, Jammal W, et  al. Assessing the effectiveness of decision aids for decision making in prostate cancer testing: a systematic review. 
Psychooncology (2015) 24:1303–15.  

https://www.pcpcc.org/2016/12/09/improving-quality-care-medicare-beneficiaries-increasing-patient-engagement
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since the ACP and AUA recommendations were released, or to what degree patient or 

provider factors have contributed to the decline in screening rates.15  

 A state-wide population based survey of men aged 50 and above (Behavioral Risk Factor 

Surveillance System, 2004, Washington state) and a simple random sample of primary 

care physicians, were conducted in the same geographic area. We examined prostate 

cancer screening rates among the men (defined as either PSA or digital rectal 

examination within the past year) and prostate cancer screening practices among the 

physicians. Screening rates were 56% at ages 50–64, 68% at ages 65–79 and 64% among 

men age 80 and older. Three-fourths (74%) of physicians discussed benefits and risks of 

PSA testing with their patients; but few used educational tools. Only 35% discussed the 

side effects of prostate cancer treatment with their patients. The rates of screening 

reported by men were relatively high, given that current recommendations promote 

informed decision making rather than universal screening. The majority of physicians 

recommend prostate cancer screening to their patients, with few decision-making tools 

used. All relevant information may not be provided in the discussion. These results point 

to the need for increasing informed decision making about prostate cancer screening. 

(Prostate cancer screening and informed decision-making: provider and patient 

perspectives.16   

 Unfortunately, discussions about decisions do not happen as frequently as desired; 

patients do not report accurate and extensive conversations with their provider about 

screening.17, 18 ,19 

 Randomized and observational studies investigating patient perceptions of prostate 
cancer have identified that patients are not well informed about the natural history of 
prostate cancer, the predictive value of the prostate-specific antigen (PSA) blood test, the 
controversies about PSA screening, and the benefits and risks of treatment at all 
stages.20,21,22,23  Men who do not receive education about the PSA test and its possible 
sequelae are disturbingly more likely to elect active treatment over observation if prostate 
cancer is detected by a screening PSA test.20. Furthermore, in a survey of men over 50 
years of age who had undergone prostate cancer screening, although respondents 
recalled discussing screening and feeling informed about the rationale, fewer than half 
could accurately answer one knowledge question about screening. 21 

 An 8% increase in knowledge was calculated when comparing pre- and post-education 
responses. Awareness of personal risks, having the information needed to initiate a 
discussion with a healthcare provider, intention to participate in shared decision making 
within six months, prostate cancer knowledge, and having had participated in screening 
increased.24   

                                                      
15 Misra-Hebert AD, Kattan MW. Prostate Cancer Screening: A Brief Tool to Incorporate Patient Preferences in Clinical Encounters. 
Frontiers in Oncology 2016; 6:235 
16 Bowen DJ, Hannon PA, Harris JR, Martin DP Prostate Cancer and Prostatic Disease (2011) 14, 155-61 
17 Konety BR, Raut H, Smith BJ, Sharp VJ, Williams RD. Effect of uniform consensus recommendations for PCa screening in older population: 
differential effects and perceptions of healthcare providers and patients. Urology 2009; 73: 603–608; discussion 8–9 
18 Dunn AS, Shridharani KV, Lou W, Bernstein J, Horowitz CR. Physician-patient discussions of controversial cancer screening tests. Am J Prev Med 
2001; 20: 130–134. 
19 Guerra CE, Jacobs SE, Holmes JH, Shea JA. Are physicians discussing prostate cancer screening with their patients and why or why not? A pilot study. 
J Gen Intern Med 2007; 22: 901–907. 
20 Flood AB, Wennberg JE, Nease RF Jr, Fowler FJ Jr, Ding J, Hynes LM. The importance of patient preference in the decision to screen for prostate 
cancer. Prostate Patient Outcomes Research Team. J Gen Intern Med 1996;11:342–9 
21 Hoffman RM, Couper MP, Zikmund–Fisher BJ, et al. Prostate cancer screening decisions: results from the national survey of medical decisions 
(DECISIONS study).Arch Intern Med 2009;169:1611–18 
22 Steginga SK, Occhipinti S, Gardiner RA, Yaxley J, Heathcote P. Making decisions about treatment for localized prostate cancer. BJU Int 2002;89:255–
60. 
23 Snow SL, Panton RL, Butler LJ, et al. Incomplete and inconsistent information provided to men making decisions for treatment of early-stage prostate 
cancer. Urology 2007;69:941–5 
24 Sandiford L, D’Errico EM, Facilitating Shared Decision Making about Prostate Cancer Screening Among African American Men. ONF 2015. 43(1): 
86-92 
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 PSA screening is widely recognized as a preference-sensitive decision. SDM is the 
process of patients and providers working collaboratively to make the optimal decision 
for any given patients.25 

 PSA screening is a “preference-sensitive decision” because the comparatively small 
population-level gain in life expectancy is associated with a small loss in quality-adjusted 
life expectancy. Thus, how the patients value outcomes determines whether or not 
screening is desirable.26  

 SDM research demonstrates that clinicians’ perceptions of effective communication may 
be at odds with those of their patients, who may be unable to absorb well-intentioned, 
yet highly technical information.  Prostate cancer screening guidelines issued by a range 
of organizations (e.g., American Cancer Society, American College of Physicians, 
American Urological Association) over the past five years recommend some form of 
SDM between patients and providers. Decision aids are important for identifying 
options, describing risk, and clarifying patient values. Over 115 randomized trials that 
include over 35,000 patients show better quality of decisions, increased knowledge, more 
accurate risk perceptions, lower decisional conflict, and fewer undecided patients when 
decision aids are used.27  

 In a study on the use of decision aids in PSA testing, the men who were undecided on 
PSA testing generally decided not to be tested following exposure to a decision aid, 
whereas the choices of those men who were either for or against testing changed very 
little.28   

 The government defines SDM as sharing as much information as a patient wants to hear 
around a particular test or technology with an emphasis on the patient's preferences.29  
At a population level, this means that shared decision making is the preferred 
intervention for prostate cancer screening.  At an individual level, patients need to make 
up their own minds about the downstream health states --> shared decision making -
Their likelihood -Their meaning for their lives.29 

 Offer PSA screening for detecting prostate cancer only after engaging in shared decision 
making.  Shared decision making (between health care provider and patient and, in some 
cases, family members) is an excellent strategy for making health care decisions when 
there is more than one medically reasonable option. Since both screening and not 
screening may be reasonable options, depending on the particular situation, shared 
decision making is recommended.30  

 Infrequent discussion of disadvantages of PSA screening had been observed by several 
studies.31,32 

 Lack of SDM in the physicians’ office may result in prostate cancer screening that could 
cause unnecessary physical, psychological, and financial harm to patients. Prostate cancer 
screening guidelines from major medical organizations such as the American Cancer 
Society and the American Urological Association recommend that patients be fully 
informed by health care providers about the advantages, disadvantages, and the scientific 

                                                      
25 Makarov D, Fagerlin A, Chrouser K. AUA White Paper on Implementation of Shared Decision Making into Urological Practice. American Urological 
Association Website. 2015. http://www.auanet.org/education/other-auaclinical-guidance-documents.cfm. 1-9-2017 
26 Krahn MD, Mahoney JE, Eckman MH, et al. Screening for prostate cancer. A decision analytic view. JAMA. 1994; 272:773 
2727 Stacey D, Legatee F, Col NF et al. Decision aids for people facing health treatment or screening decisions. Cochrane Database Syst Rev. 2014; 1: 
CD001431 
28 Barry MJ, Wexler RM, Brackett CD, et al. Responses to a Decision Aid on Prostate Cancer Screening in Primary Care Practices. Am J Prev Med. 
2015;49: 520. 
29 American Urological Association Shared Decision Making Summit 2016. Kate Goodrich, MD, MHS,  CMS for Clinical Standards and Quality. (2016) 
30 American Urological Association. Choosing Wisely June 2015  http://www.choosingwisely.org/clinician-lists/american-urological-association-psa-
screening/ Accessed 6.6.17 
31 Hall IJ, Taylor YJ, Ross LE, Richardson LC, et al. Discussions about prostate cancer screening between U.S. primary care physicians and their patients. 
J Gen Intern Med 2011;26:1098 –104 
32 Hoffman RM, Couper MP, Zikmund-Fisher BJ, et al. Prostate cancer screening decisions: results from the National Survey of Medical Decisions 
(DECISIONS study). Arch Intern Med 2009;169:1611– 8 

http://www.auanet.org/education/other-auaclinical-guidance-documents.cfm
http://www.choosingwisely.org/clinician-lists/american-urological-association-psa-screening/
http://www.choosingwisely.org/clinician-lists/american-urological-association-psa-screening/
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uncertainties associated with PSA testing and that patients’ preferences should be 
considered in screening decisions.33,34 

 Decision-making aids improve knowledge at all stages of a patient’s journey, minimize 

anxiety, and reduced decisional conflict attributable to feeling uninformed. Studies 

comparing patient management with and without DMAs have consistently demonstrated 

that DMAs increase the involvement of patients in their decision and facilitate a realistic 

perception of outcomes without apparent adverse effects.35,36 

 PSA Screening decision aids improved participants’ informed decision making about 
PSA screening up to 13 months later but did not affect actual screening rates.37 

 

Opportunity for 
Improvement: 
 

The AUA gathered evidence on the performance gap and opportunities for improvement 
associated with SDM regarding PSA screening for men age 40+.  The AUA acknowledges 
that not only urologists, but also primary care physicians, internal medicine specialists, or 
other specialty clinicians may utilize SDM with the patient to discuss PSA screening options.  
There is a variety of data available demonstrating the gap in care and opportunity for 
improvement with SDM for PSA Screening. 
 

 “The decision about whether to be screened for prostate cancer requires that each man 
incorporate his own values and preferences with an understanding of the potential 
benefits and harms of screening.”1 

 An approach to prostate-specific antigen (PSA) based prostate cancer screening has to 
take into account the controversies surrounding available data and the fact that over a 
decade the benefits are modest in terms of prostate cancer deaths averted; 1 death per 
1,000 men screened in the European Randomized Study of Screening for Prostate 
Cancer (ERSPC). However, the relative benefit (20% reduction in disease-specific 
deaths) could be very meaningful at the population level. The potential benefits of 
screening could extend beyond survival as a primary outcome, and will depend on the 
relevant time horizon for an individual. Further, disconnecting screening from automatic 
treatment will significantly impact the risk benefit ratio. From ERSPC trial data: PSA-
based screening for prostate cancer prevents 1 to 2 men from dying of prostate cancer 
for every 1,000 men screened.  Additionally, a subset of ERSPC sites reported screening 
1,000 men age 55-69 years may prevent approximate 3 men from developing metastatic 
prostate cancer.38 

 The objectives of this study were to determine who made the final decision to obtain 
prostate-specific antigen (PSA)-based screening and identify factors associated with the 
screening decision made by both patients and their health care providers. There were 
2,248 men aged 40 years or older who ever had a PSA-based screening in these three 
states. Only 36% of them made their prostate cancer screening decision jointly with their 
health care provider. Multivariate analyses showed that men who were married/living 
together or had a college degree and above were more likely to report having SDM than 

men who were never married or had less than high school education (P = 0.02 and 
0.002). Moreover, men whose most recent PSA test occurred within the past year were 
more likely to report SDM than men who had the test done more than 2 years ago 

                                                      
33 Greene KL, Albertsen PC, Babbagian RJ, et al. Prostate specific antigen best practice statement: 2009 update. J Urol 2009;182:2232– 41 
34 Wolf AM, Wender RC, Etzioni RB, et al. American Cancer Society guideline for the early detection of prostate cancer: update 2010. CA Cancer J Clin. 
2010;60:70 –98 
35 Volk RJ, Hawley ST, Kneuper S, et al. Trials of decision aids for prostate cancer screening: a systematic review. Am J Prev Med 2007;33:428–34. 42. 
Stacey D, Bennett CL, Barry MJ, et al. Decision aids for people facing health treatment or screening decisions. Cochrane Database Syst Rev 2011;10 
36 Holmes–Rovner M, Stableford S, Fagerlin A, et al. Evidence-based patient choice: a prostate cancer decision in plain language  BMC Med Inform Decis 
Mak. 2005; 5: 16 
37 Taylor KL, Williams RM, Davis K, et al. Decision Making in Prostate Cancer Screening Using Decision Aids vs Usual Care A Randomized Clinical 
Trial JAMA Intern Med. 2013;173(18):1704-171 
38 Schroder FH, Hugosson J, Roobol MJ, et al. Screening and prostate-cancer mortality in a randomized European study. N Engl J Med. 2009;360:1320–
1328 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1168900/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1168900/
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(P = 0.02). CONCLUSIONS: The majority of screening decisions were made by the 
patient or health care provider alone in these three states, not jointly, as recommended. 
Our study points to the need to promote SDM among patients and their health care 
providers before PSA testing.39  

 Most professional organizations, including the American College of Physicians and U.S. 
Preventive Services Task Force, emphasize that screening for prostate cancer with the 
prostate-specific antigen (PSA) test should only occur after a detailed discussion between 
the health-care provider and patient about the known risks and potential benefits of the 
test. In fact, guidelines strongly advise health-care providers to involve patients, 
particularly those at elevated risk of prostate cancer, in a "shared decision making" 
(SDM) process about PSA testing. We analyzed data from the National Cancer Institute's 
Health Information National Trends Survey 2011-2012-a nationally representative, cross-
sectional survey-to examine the extent to which health professionals provided men with 
information critical to SDM prior to PSA testing, including (1) that patients had a choice 
about whether or not to undergo PSA testing, (2) that not all doctors recommend PSA 
testing, and (3) that no one is sure if PSA testing saves lives. Over half (55 %) of men 
between the ages of 50 and 74 reported ever having had a PSA test. However, only 10 % 
of men, regardless of screening status, reported receiving all three pieces of information: 
55 % reported being informed that they could choose whether or not to undergo testing, 
22 % reported being informed that some doctors recommend PSA testing and others do 
not, and 14 % reported being informed that no one is sure if PSA testing actually saves 
lives. Black men and men with lower levels of education were less likely to be provided 
this information. There is a need to improve patient-provider communication about the 
uncertainties associated with the PSA test. Interventions directed at patients, providers, 
and practice settings should be considered.40 

 
 

 

Measure Designation 

Measure purpose  Quality improvement 

 Accountability 

Type of measure  Process 

Level of 
Measurement 

 Individual practitioner 

Care setting  Outpatient Hospital 

 Ambulatory Care: Clinician Office Visit 

 Ambulatory Surgery Center 

 Rehabilitation Centers 

 Residential (i.e. nursing facility, domiciliary, home care) 

National Quality 
Strategy Domain 

 Making care safer by reducing harm caused in the delivery of 
care. 

 Ensuring that each person and family is engaged as partners in 
their care. 

 Promoting effective communication and coordination of care. 

                                                      
39 Li J, Hall J, Zhao G. Prostate cancer screening decision-making in three states: 2013 behavioral risk factor surveillance system analysis. Cancer Causes 
control. 2017 28(3): 235-40 
40 Leyva B, Perososkie A, Ottenbacher A et al. Do Men Receive Information Required for Shared Decision Making about PSA Testing? Results from a 
National Survey. J Cancr Educ. 2016; 31(4): 693-701 
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 Making quality care more affordable for individuals, families, 
employers, and governments by developing and spreading new 
health care delivery models. 

IOM Domain of 
Health Care 

 Safe, Patient Centered, Timely, Efficient 

Data source  Electronic health record (EHR) data 

 Administrative Data/Claims (outpatient claims) 

 Administrative Data/Claims Expanded (multiple-source)   

 Paper medical record  

 Registry 
Technical Specifications: Administrative/Claims Data   

To be added once the specifications are finalized. 

Technical Specifications: EHRS/REGISTRIES (TO BE DEVELOPED)   
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MEASURE #2: Promoting Shared Decision Making before PSA Testing  
for High Risk Men Age 40-54 

American Urological Association 
 
 
Measure Description 

This measure is used to assess the percentage of high risk male patients (or their caregiver, if appropriate) age 40 to 
54 years old who participated in shared decision making regarding prostate cancer screening options BEFORE the 
prostate specific antigen (PSA) screening was performed in the measurement period. 
 
To meet the measure, there must be documentation in the patient record that the patient participated in shared 
decision making with regards to prostate cancer screening before the PSA screening during the measurement 
period took place.  This may include the use of a shared decision-making tool.  The Technical Expert Panel 
recommended that at minimum shared decision making should include a discussion between the clinician and the 
patient of the risks and benefits, elicitation of patient values and preferences, and notation of arriving at a mutually 
agreed upon decision regarding prostate cancer screening.  However, the measure is designed to be very inclusive 
and a clinician can meet this measure with any commonly used shared decision making for prostate cancer 
screening terminology, decision aids or other indications in the medical record that shared decision 
making regarding PSA Screening took place.    
 
Percentage of high risk men between the age of 40-54 years who had a PSA Screening* performed in the 
measurement period who participated in shared decision making (or their caregiver, if appropriate) regarding 
prostate cancer screening options** before the PSA screening was performed during the measurement period. 
 

Measure Components 

Numerator 
Statement 

Patients (or their caregiver, if appropriate) who participated in shared decision 
making** regarding prostate cancer screening before the prostate specific antigen 
(PSA) screening* was performed. 
 
*PSA Screening: Prostate-specific antigen, or PSA, measures the level of PSA in a 
man’s blood. For this test, a blood sample is sent to a laboratory for analysis. The 
results are usually reported as nanograms of PSA per milliliter (ng/mL) of blood.  
There is no specific normal or abnormal level of PSA in the blood. 
 
** Shared decision making: There is no universal definition for “shared decision 
making”.  Therefore, the TEP felt strongly that the definition of shared decision 
making used in this should be broad. It is recommended at minimum that SDM 
include a discussion between the clinician and the patient of the risks and benefits, 
elicitation patient values and preferences, and notation of arriving at a mutually 
agreed upon decision.  Nonetheless, the measure should be very inclusive of any 
commonly used shared decision making for prostate cancer screening 
terminology, decision aids or other indications in the medical record that 
shared decision making took place.    
 
The provider may choose to use any decision aids, SDM steps/definitions or 
processes to demonstrate that SDM about prostate cancer screening took place.  A 
non-exhaustive list includes: AUA SDM paper (2013), United States Preventive 
Services Task Force recommendations, Agency for Healthcare Research and Quality 
definitions, recommendations and tools, Ottawa Decision Aid, Mayo Decision Aid, 
or others. 

https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000044214&version=Patient&language=English
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Denominator 
Statement 

All men at high risk* for prostate cancer between the ages of 40 to 54 years old who 
had prostate specific antigen (PSA) screening performed in the measurement period. 
 
*High Risk: Men who are black or who have a family history of prostate cancer. 

Denominator 
Exclusions 

 Men with a past or current diagnosis of prostate cancer. 

 Men with an active diagnosis or history of diagnosis BPH or lower urinary 
tract symptoms.  

Denominator 
Exceptions 

 Medical reason for patient (or their caregiver, if appropriate) not participating 
in SDM for prostate cancer screening (e.g. patient cognitively impaired) 

 Patient reason for patient (or their caregiver, if appropriate) not participating 
in SDM for prostate cancer screening (e.g. patient refuses to participate in 
SDM) 

Supporting  
Guideline(s) &  
Evidence 

 All guideline recommendations and evidence statements for “average risk” also apply to 
high risk men.1 

 The Panel does not recommend routine screening in men between ages 40 to 54 years at 
average risk. (Recommendation; Evidence Strength Grade C) For men younger than age 
55 years at higher risk (e.g. positive family history or African American race), decisions 
regarding prostate cancer screening should be individualized. (AUA-Early Prostate 
Cancer Screening)2 

 Screening in high-risk men has not been demonstrated to be associated with different 
outcomes than screening in average-risk men. Risks for prostate cancer include African 
American race and a first-degree relative diagnosed with prostate cancer, especially 
before age 65 years. Patients with such risks should receive information about the 
uncertainties, risks, and potential benefits associated with prostate cancer screening 
beginning at age 45 years. Shared decision making is important in making choices about 
prostate cancer screening in high-risk men as well. Men at appreciably higher risk 
(multiple family members diagnosed with prostate cancer before age 65 years) should 
receive this information beginning at age 40 years.41 

 For African-American men and men with a family history of prostate cancer, provide 
information and discuss PSA screening starting at age 40 [Level IIC].6 

 For higher risk men (i.e. black/African American descent, family history of at least 1 first 
degree relative with prostate cancer) offer prostate cancer screening with PSA and DRE 
in context of shared decision-making approach at age 40. Before initiating or continuing 
prostate cancer screening, Kaiser Foundation Health Plan of Washington recommends 
that all men engage in explicit and informed decision making with their providers. 
Providers and patients should thoroughly review the limited benefits and significant 
harms of prostate cancer screening in the context of the patients’ own values and 
preferences.12  

 Men who express an interest in learning more about PSA screening after receiving the 
basic information should be offered an opportunity to engage in a SDM process. 
(Strength: A Consensus of the Panel)42  

o   The earliest age to begin PSA screening for men who express a clear preference for 
screening after SDM is for:  

o All men except for African Americans: Average Risk:  Age 50 years, High Risk1:  Age 
45 years 

                                                      
41 American Cancer Society. American Cancer Society Updates Prostate Cancer Screening Guidelines.  Available at: 
http://pressroom.cancer.org/releases?item=224  2010.  Accessed 07.07.2017 
42 Massachusetts Prostate Cancer Screening Guideline Panel June 2013 Clinical Practice Guideline - Screening for Prostate Cancer  Available at: 
http://www.umassmed.edu/globalassets/family-medicine-and-community-health/roger-mhqp/clinical-practice-guideline-final-june-2013-final-corrected-
links.pdf  Accessed 07.07.2017 

http://pressroom.cancer.org/releases?item=224
http://www.umassmed.edu/globalassets/family-medicine-and-community-health/roger-mhqp/clinical-practice-guideline-final-june-2013-final-corrected-links.pdf
http://www.umassmed.edu/globalassets/family-medicine-and-community-health/roger-mhqp/clinical-practice-guideline-final-june-2013-final-corrected-links.pdf
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o African Americans:  Average Risk: Age 45 years, High Risk:  Age 40 (Strength: C 
Supported by a majority of the Panel (n=15) 

 In 2016, revised joint guidelines were issued by EAU/ESTRO/SIOG with the 
recommendation that men who are informed and request an early diagnosis should be 
given a PSA test and undergo a digital rectal examination (DRE). PSA testing should be 
offered to the following groups at elevated risk for developing prostate cancer43: 

o Men > age 50   
o Men > age 45 and a family history of prostate cancer  
o African-American men > age 45   

 High-risk men: Men who are at higher risk of prostate cancer because of African 
American descent, a family history or first degree male relative diagnosed with prostate 
cancer prior to age 65, Agent Orange exposure, or having a known or suspected familial 
genetic predisposition to breast, ovarian cancer, or prostate cancer (e.g. BRCA1, 
BRCA2) should be given the opportunity to discuss the harms, benefits, and scientific 
uncertainty about PSA testing using a formal and documented shared decision-making 
process including conversations about increased risk. This conversation can begin earlier 
than age 55. Only men who express a definite preference for screening should have PSA 
testing.44  

 The American Cancer Society (ACS) recommends that men have a chance to make an 
informed decision with their health care provider about whether to be screened for 
prostate cancer. The decision should be made after getting information about the 
uncertainties, risks, and potential benefits of prostate cancer screening. Men should not 
be screened unless they have received this information. The discussion about screening 
should take place at:  

o Age 45 for men at high risk of developing prostate cancer. This includes African 
Americans and men who have a first-degree relative (father, brother, or son) diagnosed 
with prostate cancer at an early age (younger than age 65). 

o Age 40 for men at even higher risk (those with more than one first-degree relative who 
had prostate cancer at an early age).4 

Measure Importance 

Relationship to 
the Desired 
Outcome: 
 

Shared decision making can ensure that treatment decisions better align with patients’ 
preferences and values for many preference-sensitive conditions that have no clearly superior 
course of treatment.  The desired outcome for this measure is to increase the percentage of 
high risk men who participated in shared decision making regarding Prostate Cancer 
Screening before PSA test.  This measure is focused on ensuring that each patient (or their 
caregiver) is engaged as partners in their care. 
 
This measure is designed to strengthen the patient (and/or caregiver) involvement in their 
care and shared decision making. This measure is designed to promote patient-centered care 
delivery with a focus on improved experience, patient self-management and structured 
shared decision making.  This measure aligns with the CMS Quality Strategy that envisions 
health and care that is person-centered, provides incentives for the right outcomes, is 
sustainable, emphasizes coordinated care and shared decision making, and relies on 

transparency of quality and cost information.7 

Gap in Care: 
 

Shared decision making can ensure that treatment decisions better align with patients’ 
preferences and values for many preference-sensitive conditions that have no clearly superior 
course of treatment.  The desired outcome for this measure is to increase the percentage of 

                                                      
43 Mott N, Bellmont J, Boll B et al. European Association of Urology (EAU) - European Society for Radiotherapy & Oncology (ESTRO) - International 
Society of Geriatric Oncology (SIOG) Guidelines on screening, diagnosis, and local treatment with curative intent of clinically localised prostate cancer 
(PCa) Eur Urol 2017. 71(4): 618-629. 
44 Bree Collaborative. Prostate Cancer Screening Report and Recommendations. 2015 Available at: http://www.breecollaborative.org/wp-
content/uploads/Prostate-Cancer-Recommendations-Final-15-11.pdf.  Accessed: 07.07.2017 

http://www.breecollaborative.org/wp-content/uploads/Prostate-Cancer-Recommendations-Final-15-11.pdf
http://www.breecollaborative.org/wp-content/uploads/Prostate-Cancer-Recommendations-Final-15-11.pdf


NOT FOR PUBLICATION.  DO NOT CITE. 
 

© 2017 American Urological Association.  All Rights Reserved.                                                                                    18
   
 

high risk men who participated in shared decision making regarding Prostate Cancer 
Screening before PSA test.  This measure is focused on ensuring that each patient (or their 
caregiver) is engaged as partners in their care. 
 
This measure is designed to strengthen the patient (and/or caregiver) involvement in their 
care and shared decision making. This measure is designed to promote patient-centered care 
delivery with a focus on improved experience, patient self-management and structured 
shared decision making.  This measure aligns with the CMS Quality Strategy that envisions 
health and care that is person-centered, provides incentives for the right outcomes, is 
sustainable, emphasizes coordinated care and shared decision making, and relies on 
transparency of quality and cost information.7 

 
Unsurprisingly, prostate cancer knowledge is particularly poor in less privileged minority 
groups.45,46 Patient comprehension of cancer terminology and treatment options has 
historically been demonstrated to be poor.47,48 
 
African American men have a 1 in 5 lifetime probability of getting prostate cancer and a 1 in 
22 lifetime probability of dying from it. However, these men also have the lowest rate of 
participation in prostate cancer screening.49   
 
The National Cancer Institute's Health Information National Trends Survey 2011-2012-a 
nationally representative, cross-sectional survey-to examine the extent to which health 
professionals provided men with information critical to SDM prior to PSA testing, including 
(1) that patients had a choice about whether or not to undergo PSA testing, (2) that not all 
doctors recommend PSA testing, and (3) that no one is sure if PSA testing saves lives. Over 
half (55 %) of men between the ages of 50 and 74 reported ever having had a PSA test. 
However, only 10 % of men, regardless of screening status, reported receiving all three 
pieces of information: 55 % reported being informed that they could choose whether or not 
to undergo testing, 22 % reported being informed that some doctors recommend PSA 
testing and others do not, and 14 % reported being informed that no one is sure if PSA 
testing actually saves lives. Black men and men with lower levels of education were less 
likely to be provided this information. There is a need to improve patient-provider 
communication about the uncertainties associated with the PSA test. Interventions directed 
at patients, providers, and practice settings should be considered.50 

Opportunity for 
Improvement: 
 

The only well-established risk factors for prostate cancer are age, race, and family history of 
the disease.  Prostate Cancer is the most commonly diagnosed in black men.  One in six 
black men will be diagnosed with prostate cancer in their lifetime.51  Men with a father or 
brother with prostate cancer are 2 to 3 times more likely to be diagnosed than men without a 
family history.52  Black men and Jamaican men of African descent have the highest prostate 

                                                      
45 Deibert CM, Maliski S, Kwan L, Fink A, Connor SE, Litwin MS. Prostate cancer knowledge among low income minority men. J Urol 2007;177:1851–
5. 
46 Agho AO, Lewis MA. Correlates of actual and perceived knowledge of prostate cancer among African Americans. Cancer Nurs 2001;24:165–71 
47 Chapman K, Abraham C, Jenkins V, Fallowfield L. Lay understanding of terms used in cancer consultations. Psychooncology 2003;12:557–66. 
48 Rot I, Ogah I, Wassersug RJ. The language of prostate cancer treatments and implications for informed decision making by patients .Eur J Cancer Care 
(Engl) 2012;21:766–75 
49 National Cancer Institute [NCI], 2012b). American Cancer Society. (2010a). Cancer facts and figures 2010: Special section—Prostate cancer. Retrieved 
from http://www.cancer.org/acs/groups/content/@research/documents/document/acspc-038820.pdf  Accessed.7.7.2017 
50 Leyva B, Perososkie A, Ottenbacher A et al. Do Men Receive Information Required for Shared Decision Making about PSA Testing? Results from a 
National Survey. J Cancr Educ. 2016; 31(4): 693-701 
51 American Cancer Society. (2016). Cancer facts and figures for Africa Americans. Available at:  https://www.cancer.org/content/dam/cancer-
org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-african-americans/cancer-facts-and-figures-for-african-americans-2016-2018.pdf.  
Accessed 07.07.2017 
52 Mordukhovich I, Reiter PL, Backes DM, et al. A review of African American-white differences in risk factors for cancer: prostate cancer. 
Cancer Causes Control. 2011;22: 341-357 

http://www.cancer.org/acs/groups/content/@research/documents/document/acspc-038820.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-african-americans/cancer-facts-and-figures-for-african-americans-2016-2018.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-african-americans/cancer-facts-and-figures-for-african-americans-2016-2018.pdf
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cancer incidence rates worldwide, which may reflect differences in inherited genetic 
susceptibility.53,54,55,56 

  

Measure Designation 

Measure purpose  Quality improvement 

 Accountability 

Type of measure  Process 

Level of 
Measurement 

 Individual practitioner 

Care setting  Outpatient Hospital 

 Ambulatory Care/Office Visit 

 Ambulatory Surgery Center 

 Rehabilitation Centers 

 Residential (i.e. nursing homes, domicile, home health) 

National Quality 
Strategy Domain 

 Making care safer by reducing harm caused in the delivery of 
care. 

 Ensuring that each person and family is engaged as partners in 
their care. 

 Promoting effective communication and coordination of care. 

 Making quality care more affordable for individuals, families, 
employers, and governments by developing and spreading new 
health care delivery models 

IOM Domain of 
Health Care 

 Safe, Effective, Patient Centered, Timely, Efficient, Equitable. 

Data source  Electronic health record (EHR) data 

 Administrative Data/Claims (outpatient claims) 

 Administrative Data/Claims Expanded (multiple-source)   

 Paper medical record  

 Registry 

 Other 
 

Technical Specifications: Administrative/Claims Data   

The specifications listed below are those needed for performance calculation using codes recorded 
on claims or billing forms (electronic or paper).  
 
To be added once the specifications are finalized. 

 

                                                      
53 Rebbeck TR, Devesa SS, Chang BL, et al. Global patterns of prostate cancer incidence, aggressiveness, and mortality in men of African  
descent. Prostate Cancer. 2013; 560857. 
54Center MM, Jemal A, Lortet-Tieulent J, et al. International variation in prostate cancer incidence and mortality rates. Eur Urol. 2012;61: 10791092. 
55 Fernandez P, Salie M, du Toit D, van der Merwe A. Analysis of prostate cancer susceptibility variants in South African men: replicating associations on 
chromosomes 8q24 and 10q11. Prostate Cancer. 2015: 465184. 
56 Hsing AW, Yeboah E, Biritwum R, et al. High prevalence of screen detected prostate cancer in West Africans: implications for racial disparity of 
prostate cancer. J Urol. 2014;192: 730-735 
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Technical Specifications: EHRS/REGISTRIES (TO BE DEVELOPED)  
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