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ACEP19

Emergency 
Department 
Utilization of CT for 
Minor Blunt Head 
Trauma for Patients 
Aged 18 Years and 
Older

Percentage of emergency 
department visits for 
patients aged 18 years and 
older who presented with a 
minor blunt head trauma 
who had a head CT for 
trauma ordered by an 
emergency care provider 
who have an indication for a 
head CT

All emergency 
department visits for 
patients aged 18 years 
and older who 
presented with a minor 
blunt head trauma who 
had a head CT for 
trauma ordered by an 
emergency care 
provider

Emergency department visits for patients 
who have an indication for a head CT

Patients with any of the following:
○Ventricular shunt
○Brain Tumor
○Multisystem trauma
○Currently taking antiplatelet medications

None None Emergency Medicine Imaging Registry (enter which 
Registry)

CEDR N/A Efficiency and Cost 
Reduction

Yes Appropriate Use Process No Appropriate use of 
Healthcare

Though it is difficult to directly attribute the effects of smaller dosages of radiation, such as that received through computed tomography (CT), the dosage of radiation from CTs has increased in recent years, in part due to the increased speed of image acquisition. 
Additionally, there is evidence to suggest that the radiation doses from CTs are higher and more variable than generally quoted. (1) Further, as “radiation doses associated with commonly used CT examinations resemble doses received by individuals in whom an 
increased risk of cancer was documented,” (1) the use of some CT scans is associated with a “nonegligible” lifetime attributable risk of cancer. (2,3) As over 1.3 million individuals are treated and released from the ED for mild traumatic brain injury annually , (4) it is 
critical that CT scans only be utilized when clinically appropriate. Through measurement of the share of CT scans that are performed inappropriately, a focus can be brought to quality improvement and increased application of clinical decision tools around this topic. 

1. Smith-Bindman, R, et al. Radiation dose associated with common computed tomography examinations and the associated lifetime attributable risk of cancer. Archives of internal medicine 169.22 (2009): 2078-2086.

2. Einstein AJ, Henzlova MJ, Rajagopalan S. Estimating risk of cancer associated with radiation exposure from 64-slice computed tomography coronary angiography. JAMA. 2007;298(3): 317-323.

3. Budoff MJ, Achenbach S, Blumenthal RS, et al. AHA scientific statement: Assessment of coronary artery disease by cardiac computed tomography. A scientific statement from the American Heart Association Committee on Cardiovascular Imaging and Intervention, 
Council on Cardiovascular Radiology and Intervention, and Committee on Cardiac Imaging, Council on Clinical Cardiology. Circulation. 2006; 114: 1761-1791.

4. Melnick, ER, Szlezak, CM, Bentley, SK, et al. CT Overuse for Mild Traumatic Brain Injury. The Joint Commission Journal on Quality and Patient Safety. 2012; 38(11):483-489.

No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ACEP21

Coagulation Studies 
in Patients 
Presenting with 
Chest Pain with No 
Coagulopathy or 
Bleeding

Percentage of emergency 
department visits for 
patients aged 18 years and 
older with an emergency 
department discharge 
diagnosis of chest pain 
during which coagulation 
studies were ordered by an 
emergency care provider

All emergency 
department visits for 
patients aged 18 years 
and older with an 
emergency department 
discharge diagnosis of 
chest pain

Emergency department visits during which 
coagulation studies (PT, PTT, or INR tests) 
were ordered by an emergency care 
provider

Patients with any of the following clinical indications 
for ordering coagulation studies: 
○End stage liver disease
○Coagulopathy
○Thrombocytopenia
○Currently taking or newly prescribed the following 
anticoagulant medications: apixaban, argatroban, 
betrixaban, bivalirudin, dabigatran, dalteparin, 
desirudin, edoxaban, enoxaparin, fondaparinux, heparin, 
rivaroxaban, warfarin
○Pulmonary or gastrointestinal hemorrhage
○Atrial Fibrillation
○Inability to obtain medical history
○Trauma
○Pulmonary embolism or deep vein thrombosis

None None Emergency Medicine Resource Use Registry (enter which 
Registry)

CEDR N/A Efficiency and Cost 
Reduction

Yes Appropriate Use Process No Appropriate use of 
Healthcare

Coagulation studies are often ordered out of habit as part of a blood panel with little value added to the patient. Ensuring that clinicians are purposefully ordering these studies may lead to significant reduction in resource utilization without any decrease in value of 
healthcare provided to the patient. Analyses have suggested that, in addition to the financial cost of performing unnecessary coagulation testing, there are other undesirable outcomes of unnecessary coagulation testing. These outcomes include increased false-
positive results in low prevalence populations, an increase in unnecessary follow-up procedures, and an increase in unnecessary hospital days. (1) 

1. Pilsczek FH, Rifkin, WD, Walerstein S. Overuse of prothrombin and partial
thromboplastin coagulation tests in medical inpatients. Heart and Lung. 2005; 34(6):402-405.

Yes Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ACEP22

Appropriate 
Emergency 
Department 
Utilization of CT for 
Pulmonary 
Embolism

Percentage of emergency 
department visits during 
which patients aged 18 
years and older had a CT 
pulmonary angiogram 
(CTPA) ordered by an 
emergency care provider, 
regardless of discharge 
disposition, with either 
moderate or high pre-test 
clinical probability for 
pulmonary embolism OR 
positive result or elevated D-
dimer level

All emergency 
department visits 
during which patients 
aged 18 years and older 
had a CT pulmonary 
angiogram (CTPA) 
ordered by an 
emergency care 
provider, regardless of 
discharge disposition

Emergency department visits for patients 
with either:
1. Moderate or high pre-test clinical 
probability for pulmonary embolism
OR
2. Elevated D-dimer level

Pregnancy o Medical reason for 
ordering a CTPA 
without moderate or 
high pre-test clinical 
probability for 
pulmonary embolism 
AND no positive 
result or elevated D-
dimer level (e.g., CT 
ordered for aortic 
dissection)

o Patients who had 
CT pulmonary 
angiogram (CTPA) 
ordered during an 
emergency 
department visit for 
trauma or dangerous 
mechanism of injury

None Emergency Medicine Imaging Registry (enter which 
Registry)

CEDR N/A Efficiency and Cost 
Reduction

Yes Appropriate Use Process No Appropriate use of 
Healthcare

The goal of this measure is to reduce the inappropriate ordering of CTPA for pulmonary embolism based on pre-test probability estimation. This measure does not require utilization of a structured clinical prediction rule such as the Wells Score or Geneva Score, 
however the measure aims to improve efficiency by guiding clinical practice towards use of the PERC rule or d-dimer testing rather than immediate CTPA in low probability patients as indicated. In addition to imaging efficiency, the overuse of CTPA in ED patients 
with suspected pulmonary embolism has tangible implications for patient safety. Ionizing radiation from CTPA can increase the lifetime risk of cancer, particularly in young women due to the added vulnerability of breast tissue. (1) Also, the use of iodinated dye 
places patients at risk of contrast induced nephropathy, which a study by Mitchell and Kline estimated at approximately 8% of all patients undergoing CTPA in the ED . (2,3)

1. Brenner DJ, Hall EJ. Computed tomography—an increasing source of radiation exposure. N Engl J Med. 2007;357:2277-2284.

2. Mitchell AM, Kline JA. Contrast nephropathy following computed tomography angiography of the chest for pulmonary embolism in the emergency department. J Thromb Haemost. 2007;5:50-54.

3. Kline JA, Mitchell AM, Runyon MS, et al. Electronic medical record review as a surrogate to telephone follow-up to establish outcome for diagnostic research studies in the emergency department. Acad Emerg Med. 2005;12:1127-1232.”

No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ACEP25

Tobacco Use: 
Screening and 
Cessation 
Intervention for 
Patients with 
Asthma and COPD

Percentage of patients aged 
18 years and older with a 
diagnosis of asthma or 
COPD seen in the ED and 
discharged who were 
screened for tobacco use 
during any ED encounter 
AND who received tobacco 
cessation intervention if 
identified as a tobacco user

All patients aged 18 
years and older with a 
diagnosis of asthma or 
COPD seen in the ED 
and discharged

Patients who were screened for tobacco 
use during any ED encounter AND who 
received tobacco cessation intervention if 
identified as a tobacco user

None Documented medical 
reason(s) for not 
screening for 
tobacco use OR for 
not providing 
tobacco cessation 
intervention for 
patients identified as 
tobacco users (e.g., 
limited life 
expectancy, other 
medical reasons)

None Emergency Medicine Substance 
Use/Management

Registry (enter which 
Registry)

CEDR N/A Community/Populat
ion Health

No N/A Process No Prevention and Treatment 
of Opioid and Substance 
Use Disorders

This measure is intended to promote tobacco screening and tobacco cessation intervention for high-risk adults who use tobacco products. There is good evidence that tobacco screening and brief cessation intervention (including counseling and/or pharmacotherapy) is 
successful in helping high-risk tobacco users quit. Tobacco users who stop using tobacco lower their risk of acute exacerbation of lung disease. 

Given the exclusion of emergency department visits from MIPS 226, ACEP’s CEDR has adapted MIPS 226 to limit the denominator to patients with asthma or COPD for whom a stronger clinical base exists for ED-initiated smoking cessation interventions.

No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ACEP30

Sepsis 
Management: Septic 
Shock: Lactate 
Clearance Rate of ≥ 
10%

Percentage of emergency 
department visits for 
patients aged 18 years and 
older with septic shock 
resulting in hospital 
admission who had an 
elevated serum lactate 
result (>2mmol/L) and a 
subsequent serum lactate 
level measurement 
performed following the 
elevated serum lactate 
result with a lactate 
clearance rate of ≥ 10% 
during the emergency 
department visit

All emergency 
department visits 
resulting in hospital 
admission for patients 
aged 18 years and older 
with septic shock who 
had an elevated serum 
lactate result 
(>2mmol/L) and a 
subsequent serum 
lactate level 
measurement 
performed following 
the elevated serum 
lactate result

Emergency department visits for patients 
with a lactate clearance rate of ≥ 10% 
during the emergency department visit

Patients with any of the following:
○Transferred to the emergency department from 
another acute care facility or other in-patient hospital 
setting
○Left before treatment was complete
○Died during the emergency department visit
○Cardiac arrest within the emergency department visit
○Patient or surrogate decision maker declined care
○Advanced care directives present in patient medical 
record for comfort care
○Status epilepticus
○Receiving epinephrine
○Liver dysfunction or cirrhosis with decompensation
○Liver failure
○End-stage liver disease
○Secondary diagnosis of:
 ○Gastrointestinal bleeding
  ○Stroke
  ○Acute myocardial infarction
  ○Acute trauma
COVID-19 diagnosis

None None Emergency Medicine Sepsis Management Registry (enter which 
Registry)

CEDR N/A Effective Clinical 
Care

Yes Outcome Outcome No Patient-Focused Episode 
of Care

Persistent elevations in serum lactate are associated with increased morbidity and mortality in septic shock. (1) A decrease in lactate during the emergency department visit is a useful indicator of improved outcome as it can inform the emergency department 
physician of the severity of illness and the patient’s response to bundled treatments.
Therefore, the emergency department physician should follow evidence-based protocols to assist septic shock patients in achieving a decreased lactate.

While resuscitation goals for treatment of patients with septic shock focuses on optimizing hemodynamic stability, restoring intravascular volume depletion, and oxygen delivery, lactate may be a critical indicator of impaired perfusion and often is the only indicator 
of severe sepsis or septic shock. Lactate concentration varies in relation to the ongoing deficit in tissue oxygenation and the patient’s ability to reduce, or clear, lactate following therapy. (2) Lactate clearance demonstrates a relative improvement of oxygen delivery 
in critically ill patients with severe infection and is generally represented as the percent reduction in lactate over a resuscitation interval. Lactate clearance is an important predictor of survival and has been associated with decreased mortality in patients with 
severe sepsis and septic shock.

By promoting effective clinical care to help manage sepsis, this measure is helping reduce risk adjusted mortality. 

1. Murtuza B, Wall D, Reinhardt Z, Stickley J, Stumper O, Jones TJ, Barron DJ, Brawn WJ: The importance of blood lactate clearance as a predictor of early mortality following the modified Norwood procedure. Eur J Cardiothorac Surg. 2011; 40:1207–14.

2. Jones AE. Lactate clearance for assessing response to resuscitation in severe sepsis. Acad Emerg Med. 2013 Aug;20(8):844-7.

No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ACEP31

Appropriate Foley 
catheter use in the 
emergency 
department

Percentage of emergency 
department (ED) visits for 
admitted patients aged 18 
years and older where an 
indwelling Foley catheter is 
ordered and the patient had 
at least one indication for an 
indwelling Foley catheter

All emergency 
department visits for 
admitted patients aged 
18 years and older 
where an indwelling 
Foley catheter is 
ordered

Emergency department visits where the 
patient had at least one of the following 
indications for an indwelling Foley 
catheter:
○Acute urinary retention or bladder outlet 
obstruction
○Need for accurate measurement of 
urinary output with no reasonable 
alternative
○Pre-operative use for selected surgical 
procedures
○Open sacral or perineal wounds in 
incontinent patients
○Patient requires prolonged 
immobilization
○Comfort for end of life care
○Other institution-specific indication

Patients who had an existing indwelling Foley catheter 
at ED arrival

None None Emergency Medicine Patient Safety Registry (enter which 
Registry)

CEDR N/A Patient Safety Yes Patient Safety Process No Healthcare-associated 
Infections

Catheter-associated urinary tract infections (CAUTIs) are among the most prevalent and costly hospital-acquired infections. Assessing whether there is an appropriate indication for catheter use should be part of the initial decision for catheter placement and is an 
important step in CAUTI prevention. Urinary catheters are commonly placed in the emergency department (ED). For those patients who are subsequently admitted to the hospital, the catheter could remain in place for days, putting them at elevated risk for a 
CAUTI. As such, it is especially important for ED providers to limit catheter use to those cases when there is an appropriate indication.

Several studies have found that educational interventions in the emergency department (ED) regarding appropriate indications for urinary catheter use resulted in reduced urinary catheter use, increased appropriateness of inserted catheters, and increased 
documentation of indications for catheter use. (1, 2, 3, 4) Additionally, it has been established that reductions in overall catheter use are associated with reduced rates of catheter-associated urinary tract infections (CAUTIs). (5, 6, 7)

1. Gokula RM, Smith MA, Hickner J. Emergency room staff education and use of a urinary catheter indication sheet improves appropriate use of foley catheters. Am J Infect Control. 2007;35(9):589-593.

2. Fakih MG, Heavens M, Grotemeyer J, Szpunar SM, Groves C, Hendrich A. Avoiding potential harm by improving appropriateness of urinary catheter use in 18 emergency departments. Ann Emerg Med. 2014;63(6):761-768.

3. Scott RA, Oman KS, Flynn Makic MB, et al. Reducing indwelling catheter use in the emergency department: a successful quality-improvement initiative. J Emerg Nurs. 2014;40(3):237-244.

4. Todd Green M, Fakih MG, Watson SR, Ratz D. Reducing inappropriate urinary catheter use in the emergency department: comparing two collaborative structures. Infect Control Hosp Epidemiol. 2018;39:77-84.

5. Elpern EH, Killeen K, Ketchem A, Wiley A, Pagel G, Lateef O. Reducing use of indwelling urinary catheters and associated urinary tract infections. Am J Crit Care. 2009;18(6):535-541.

6. Meddings J, Rogers MA, Krein SL, Fakih MG, Olmsted RN, Saint S. Reducing unnecessary catheter use and other strategies to prevent catheter-associated urinary tract infection: an integrative review. BMJ Qual Saf.2014;23(4):277-289.

7. Chen YY, Chi MM, Chen YC, Chan YJ, Chou SS, Wang FD. Using a criteria-based reminder to reduce use of indwelling urinary catheters and decrease urinary tract infections. Am J Crit Care.
2013;22(2):105-114.

No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ACEP48

Sepsis 
Management: Septic 
Shock: Lactate Level 
Measurement, 
Antibiotics Ordered, 
and Fluid 
Resuscitation

Percentage of emergency 
department visits resulting 
in hospital admission for 
patients aged 18 years and 
older with septic shock who 
had an order for all the 
following during the 
emergency department visit: 
a serum lactate level, 
antibiotics, and >1L of 
crystalloids

All emergency 
department visits 
resulting in hospital 
admission for patients 
aged 18 years and older 
with septic shock

Emergency department visits for patients 
who had an order for all of the following 
during the emergency department visit: a 
serum lactate level, antibiotics, and >1L of 
crystalloids

Patients with any of the following:
○Transferred into the emergency department from 
another acute care facility or other in-patient hospital 
setting
○Left before treatment was complete
○Died during the emergency department visit 
○Cardiac arrest within the emergency department visit
○Patient or surrogate decision maker declined care
○Advanced directives present in patient medical record 
for comfort care
○Severe Heart Failure (LVEF <20%)
○Left Ventricular Assist Device (LVAD) 
○Acute Pulmonary Edema
○Toxicological emergencies 
○Burn
○Seizures
○Anuria
○End stage renal disease
○Secondary diagnosis of: 
  oGastrointestinal bleeding
  o Stroke
  o Acute myocardial infarction
  o Acute trauma
COVID-19 diagnosis

Patient is admitted 
within 1hr of ED 
Arrival

None Emergency Medicine Sepsis Management Registry (enter which 
Registry)

CEDR N/A Effective Clinical 
Care

No N/A Process No Appropriate use of 
Healthcare

As soon as patients presenting to the emergency department with sepsis- induced tissue hypoperfusion are identified, protocolized, quantitative resuscitation is recommended. Early resuscitation strategies, including evidence-based treatments to normalize elevated 
lactate, are associated with improved survival rates in emergency department patients. (1) 

For patients presenting to the emergency department with sepsis, a measurement of serum lactate is a suitable and timely strategy for confirming patients at- risk for poor outcomes and initiating treatment. (2) Obtaining a lactate level is associated with improved 
outcomes in patients with sepsis as it is critical to identifying tissue hypoperfusion in patients who are not yet hypotensive but who are at risk for severe sepsis or septic shock. (3)

Multiple studies demonstrate reduced mortality and improved outcomes for septic shock patients receiving timely antibiotics in the emergency department. (4, 5) In addition, a delay in administration of antibiotics is associated with higher mortality, higher cost, and 
increased length of in-patient hospital stay. (6) Kumar et al found a 7.6% increase in mortality for every hour hypotensive patients with septic shock experienced a delay of receiving antimicrobials in the Intensive Care Unit. (7) Clinically, an increase in the duration of 
hypotension and elevated lactate in the absence of antibiotics in septic shock patients with gram-positive and gram-negative bacteremias has a demonstrated association with poor outcomes and death). (1) There is a mortality benefit with the delivery of anti-
infective therapeutic drugs that combat activity against all likely pathogens and presumed sources of septic shock. (1)

Persistence of elevated lactate, even in the absence of hypotension, is associated with poor outcomes and requires intravenous fluids to improve circulation volume and restore perfusion levels throughout the body. Prompt fluid resuscitation to septic shock patients 
during the emergency department stay is associated with a stabilized condition and improved survival rate. (8)

By promoting effective clinical care to help manage sepsis, this measure is helping reduce risk adjusted mortality. 

1. Surviving Sepsis Campaign. 3-Hour Bundle. Revised April 2015. Available: http://www.survivingsepsis.org/SiteCollectionDocuments/Bundle-Three-Hour-SSC.pdf

2. Trzeciak S, Dellinger RP, Abate NL, Cowan RM, et al. Translating research to clinical practice: a 1-year experience with implementing early goal-directed therapy for septic shock in the emergency department. CHEST.2006 Feb; 129(2):225-32.

3. Rhodes A1, Evans LE, Alhazzani W, et al. Surviving Sepsis Campaign: International Guidelines for Management of Sepsis and Septic Shock: 2016. Crit Care Med. 2017 Mar;45(3):486-552. doi: 10.1097/CCM.0000000000002255.

4. Ferrer R, Martin-Loeches I, Phillips G, Osborn TM, Townsend S, Dellinger RP, Artigas A, Schorr C, Levy MM. Empiric antibiotic treatment reduces mortality in severe sepsis and septic shock from the first hour: results from a guideline-based performance 
improvement program. Crit Care Med. 2014 Aug; 42(8):1749-55. 

5. Gaieski DF, Mikkelsen ME, Band RA, et al. Impact time to antibiotics on survival in patients with severe sepsis or septic shock in whom early goal directed therapy was initiated in the emergency department. Crit Care Med 2010; 38:1045-53.

6. Ferrer R, Artigas A, et al. Improvement in Process of Care and Outcome After a Multicenter Severe Sepsis Education Program. JAMA 2008; 299 (19): 2294-2303.

7. Kumar A, Roberts D, Wood KE, Light B, Parrillo JE, Sharma S, Suppes R, Feinstein D, Zanotti S, Taiberg L, Gurka D, Kumar A, Cheang M. Duration of hypotension before initiation of effective antimicrobial therapy is the critical determinant of survival in human 
septic shock. Crit Care Med. 2006 Jun;34(6):1589-96.

8. Rochwerg B, Alhazzani W, Sindi A, Heels-Ansdell D, Thabane L, Fox-Robichaud A, Mbuagbaw L, Szczeklik W, Alshamsi F, Altayyar S, Ip WC, Li G, Wang M, Wludarczyk A, Zhou Q, Guyatt GH, Cook DJ, Jaeschke R, Annane D. Fluid resuscitation in sepsis: a systematic 
review and network meta-analysis. Annals of Internal Medicine.2014; 161(5): 347-355.

No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ACEP50

ED Median Time 
from ED arrival to 
ED departure for all 
Adult Patients

Time (in minutes) from ED 
arrival to ED departure for 
all Adult Patients

All Emergency 
Department encounters 
for patients aged 18 
years and older with 
documented discharge 
disposition

Time (in minutes) from ED arrival to ED 
departure for discharged Adult patients

○Transfers
○Psychiatric and mental health patients
○Patients who expired in the emergency department
○Patients transferred to observation
o Admissions

None None Emergency Medicine Throughput Registry (enter which 
Registry)

CEDR N/A Person and 
Caregiver Centered 
Experience and 
Outcomes

Yes Outcome Outcome No Patient’s Experience of 
Care

Improving emergency department throughput and efficiency allows for more expedient evaluation and treatment of new patients. When treatment times are prolonged, delays in care can occur and patients are put at risk for increased morbidity and mortality. Yes No Yes No Time as measured in 
minutes; -5- infinity 
minutes

1 N/A 1st Performance Rate Yes Mean Time Emergency 
Department and 
Services

N/A

ACEP51

ED Median Time 
from ED arrival to 
ED departure for all 
Pediatric Patients

Time (in minutes) from ED 
arrival to ED departure for 
all Pediatric Patients

All Emergency 
Department encounters 
for patients aged 17 
years and younger with 
documented discharge 
disposition

Time (in minutes) from ED arrival to ED 
departure for discharged Pediatric patients

○Transfers
○Psychiatric and mental health patients
○Patients who expired in the emergency department
○Patients transferred to observation
o Admissions

None None Emergency Medicine Throughput Registry (enter which 
Registry)

CEDR N/A Person and 
Caregiver Centered 
Experience and 
Outcomes

Yes Outcome Outcome No Patient’s Experience of 
Care

Improving emergency department throughput and efficiency allows for more expedient evaluation and treatment of new patients. When treatment times are prolonged, delays in care can occur and patients are put at risk for increased morbidity and mortality. Yes No Yes No Time as measured in 
minutes; -5- infinity 
minutes

1 N/A 1st Performance Rate Yes Mean Time Emergency 
Department and 
Services

N/A

ACEP52

Appropriate 
Emergency 
Department 
Utilization of 
Lumbar Spine 
Imaging for 
Atraumatic Low 
Back Pain

Percentage of emergency 
department visits during 
which patients aged 18 
years and older had a CT or 
MRI of the Lumbar Spine 
ordered by an emergency 
care provider, regardless of 
discharge disposition, 
presenting with acute, non-
complex low back pain.

All emergency 
department visits for 
patients aged 18 years 
and older who 
presented with acute, 
non-complex low back 
pack for whom a 
lumbar spine CT or MRI 
was ordered by an 
emergency care 
provider

Emergency department visits for patients 
who have an indication for a lumbar spine 
CT or MRI

None None None Emergency Medicine Imaging Registry (enter which 
Registry)

CEDR N/A Efficiency and Cost 
Reduction

Yes Appropriate Use Process No Appropriate use of 
Healthcare

The intent of this measure is to decrease ED-based imaging for acute, non-complex low back pain. No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ACEP53

Appropriate Use of 
Imaging for 
Recurrent Renal 
Colic

Percentage of emergency 
department (ED) visits for 
patients aged 18-50 years 
presenting with flank pain 
with a history of kidney 
stones during which no 
imaging is ordered, OR 
appropriate imaging (i.e., 
plain film radiography or 
ultrasound) is ordered.

All emergency 
department visits for 
patients aged 18 - 50 
years presenting with 
flank pain with any 
history of kidney stones

Emergency department visits during which 
no imaging is ordered OR appropriate 
imaging (i.e., plain film radiography or 
ultrasound) is ordered

Infection (fever, elevated white blood cell count, 
laboratory confirmation of urinary tract infection)
Cancer
Known acute or chronic renal disease (i.e., transplant, 
creatinine >1.5 mg/dL, renal insufficiency, polycystic 
kidney disease, acute kidney failure)
Patient on anticoagulants
Stone episode duration >= 72 hours
Pregnancy
Trauma
Persistent pain that cannot be controlled during the ED 
visit
Urologic procedure performed in the past 48 hours
BMI>35

None None Emergency Medicine Imaging Registry (enter which 
Registry)

CEDR N/A Efficiency and Cost 
Reduction

Yes Appropriate Use Process No Appropriate use of 
Healthcare

This measure will reduce radiation exposure and cost in the evaluation and management of renal colic. No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ACEP54

Appropriate 
Utilization of FAST 
Exam in the 
Emergency 
Department

Percentage of emergency 
department visits for 
patients aged 18 years and 
older presenting with 
hemodynamically unstable 
blunt abdominal trauma 
(blunt trauma and a systolic 
blood pressure <90 mmHg 
or heart rate >120 bpm) or 
penetrating 
thoracoabdominal trauma 
who had a FAST exam 
ordered and/or performed 
during the emergency 
department visit

All emergency 
department visits for 
patients aged 18 years 
and older presenting 
with hemodynamically 
unstable blunt 
abdominal trauma 
(blunt trauma and a 
systolic blood pressure 
<90 mmHg or heart 
rate >120 bpm) or 
penetrating 
thoracoabdominal 
trauma

Emergency department visits for patients 
who had a FAST exam ordered and/or 
performed during the emergency 
department visit

Patients who received emergent thoracotomy
Patients who received emergent operative 
management

N/A N/A Emergency Medicine Imaging Registry (enter which 
Registry)

CEDR N/A Efficiency and Cost 
Reduction

Yes Appropriate Use Process No Appropriate use of 
Healthcare

Focused assessment with sonography for trauma (FAST), is an important and valuable diagnostic alternative to DPL and CT that can often facilitate a timely diagnosis for patients with Blunt Abdominal Trauma. FAST is easy to perform in Hemodynamically Unstable 
and Pregnant patients, is less expensive and a non-invasive procedure

No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ACEP55

Emergency 
Department 
Utilization of CT for 
Minor Blunt Head 
Trauma for Patients 
Aged 2 Through 17 
Years

Percentage of emergency 
department visits for 
patients aged 2 through 17 
years who presented with a 
minor blunt head trauma 
who had a head CT for 
trauma ordered by an 
emergency care provider 
who are classified as high 
risk according to the 
PECARN prediction rules for 
traumatic brain injury

All emergency 
department visits for 
patients aged 2 through 
17 years who presented 
with a minor blunt head 
trauma who had a head 
CT for trauma ordered 
by an emergency care 
provider

Emergency department visits for patients 
who are classified as high risk according to 
the Pediatric Emergency Care Applied 
Research Network (PECARN) prediction 
rules for traumatic brain injury

Patients with any of the following:
○Ventricular Shunt
○Brain Tumor
○Coagulopathy
○Multisystem Trauma

None None Emergency Medicine Imaging Registry (enter which 
Registry)

CEDR N/A Efficiency and Cost 
Reduction

Yes Appropriate Use Process No Appropriate use of 
Healthcare

Though it is difficult to directly attribute the effects of smaller dosages of radiation, there is evidence to suggest that the low dose radiation emitted through the use of some CT scans is associated with a small, but cumulative risk of radiation-induced cancer, 
particularly in children (1). As over 1.3 million individuals are treated and released from the ED for mild traumatic brain injury annually (2), it is critical that CT scans only be utilized when clinically appropriate. Through measurement of the share of CT scans that are 
performed inappropriately, a focus can be brought to quality improvement and increased application of clinical decision tools around this topic.

1. Frush DP, Donnelly LF, Rosen NS. Computed tomography and radiation risks: what pediatric health care providers should know. Pediatrics 112.4 (2003): 951-957.

2. Melnick, ER, Szlezak, CM, Bentley, SK, et al. CT Overuse for Mild Traumatic Brain Injury. The Joint Commission Journal on Quality and Patient Safety. 2012; 38(11):483-489.

No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ACEP56

Follow-Up Care 
Coordination 
Documented in 
Discharge Summary

Percentage of patients aged 
18 years and older for which 
follow-up care coordination 
was documented in Hospital 
Discharge Summary

Any patient ≥ 18 years 
of age and patient 
encounter during the 
performance period 
(CPT or HPCS):  99238, 
99239, 99234, 99235, 
99236, 99218, 99219, 
99220

Patients discharged with communication to 
follow-up provider documented in 
discharge summary.

Definition of follow-up care coordination 
attempt:  
• Specific date and time of scheduled 
follow-up with provider.
• Communication documented to follow-
up provider performed.
• If hospital guideline, policy or similar 
rule provides guaranteed follow-up visit 
and time at a specific clinic, 
documentation of such follow-up 
coordination in discharge summary.

Numerator Options:  
• Performance Met:  Patients discharged 
with communication to follow-up provider 
documented in discharge summary.                                                                              
• Performance Not Met:  Patients 
discharged without communication to 
follow-up provider documented in 
discharge summary.

Disposition of transferred, eloped or AMA patients. None None Hospitalist Follow-Up Care 
Coordination

Registry (enter which 
Registry)

CEDR Communication and 
Care Coordination

Yes Care Coordination Process No Transfer of Health 
Information and 
Interoperability

Recent studies have found that patients lacking follow-up with a primary care provider within four weeks of discharge were 10 times more likely to be readmitted.  Benefits of improved care coordination include the reduction of potential harm from medication 
errors, transitions and poor communication.  Improving communication and coordination between hospitals, patients, and primary care providers represents a new approach aimed at reducing health care costs and a patient's risk of experiencing complications after a 
hospital discharge.

No Yes No No N/A 1 N/A 1st Performance Rate No N/A Hospital N/A

ACEP57

Avoidance of Opioid 
therapy for 
migraine, low back 
pain, dental pain

All ED encounters for 
patients aged 18 years and 
older with diagnosis of 
migraine or low back pain or 
dental pain who were 
prescribed or administered 
Opioids or Opiates

All ED encounters for 
patients aged 18 years 
and older with 
diagnosis of migraine 
or low back pain or 
dental pain.

All ED encounters for patients who were 
prescribed or administered Opioids or 
Opiates

Patients with active cancer, palliative care, end-of-life 
care.

N/A N/A Emergency Medicine Opioids Registry (enter which 
Registry)

CEDR N/A Effective Clinical 
Care

Yes Opioid-related 
Measure

Process No Prevention and Treatment 
of Opioid and Substance 
Use Disorders

Opioids continue to be used inappropriately for migraine, low back pain and dental pain despite research indicating minimal effectiveness and safer alternative medications that directly target the symptom. No one is immune to the addictive potential of the short-
acting opioids. These drugs are to be used with caution and extreme discretion.

Yes Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ACEP58

Appropriate 
Treatment for 
Adults with Upper 
Respiratory Infection 
(URI)

Percentage of adults 18 
years and older who were 
diagnosed with upper 
respiratory infection (URI) 
and were dispensed or 
administered an antibiotic 
prescription on or upto three 
days after the ED encounter

Adults aged 18 years 
and older who had an 
emergency department 
(ED) visit with a 
diagnosis of upper 
respiratory infection 
(URI)

Adults who were dispensed or 
administered an antibiotic prescription on 
or upto three days after the ED encounter

Patient prescribed or dispensed antibiotic for 
documented medical reason(s) within three days after 
the initial diagnosis of URI (e.g., intestinal infection, 
pertussis, bacterial infection, Lyme disease, otitis 
media, chronic sinusitis,infection of the adenoids, 
prostatitis, cellulitis, mastoiditis, or bone infections, 
acute lymphadenitis, impetigo, skin staph infections, 
pneumonia/gonococcal infections, venereal disease 
(syphilis, chlamydia, inflammatory diseases [female 
reproductive organs]), infections of the kidney, cystitis 
or UTI, and acne.

N/A N/A Emergency Medicine Patient Safety Registry (enter which 
Registry)

CEDR N/A Effective Clinical 
Care

Yes Appropriate Use Process No Appropriate use of 
Healthcare

Universal use of antibiotics for patients with URI may heighten the prevalence of side effects and facilitate the spread of antimicrobial-resistant bacteria, thereby increasing medical costs. Therefore, antibiotic prescription should be avoided for acute viral 
pharyngotonsillitis and appropriate antimicrobial therapy should be administered for acute bacterial pharyngotonsillitis based on aggressive differentiation of the causative pathogen in the clinical setting.

Yes Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ECPR39

Avoid Head CT for 
Patients with 
Uncomplicated 
Syncope

Percentage of Adult Syncope 
Patients Who Did Not 
Receive a Head CT Scan 
Ordered by the Provider

Any patient ≥18 years 
of age evaluated by the 
Eligible Professional in 
the Emergency 
Department or Urgent 
Care Clinic PLUS 
Diagnosis of Syncope. 
(Not including 
transferred, eloped or 
AMA patients)

Syncope Patients Who Did Not Have a Head 
CT Ordered by the Provider

None Patients who did 
have a head CT 
ordered for medical 
reason documented 
by the eligible 
professional(i.e., 
seizure; alcohol/drug 
intoxication; 
vomiting; altered 
mental status; 
abnormal neurologic 
exam; concern for 
intracranial 
injury/hemorrhage, 
stroke, or mass 
lesion.)

None Emergency Medicine; Urgent 
Care

Syncope Record review N/A N/A Efficiency and Cost 
Reduction

Yes Appropriate Use Process Yes Appropriate use of 
Healthcare

The use of head CT in evaluation of uncomplicated syncope is unnecessary and increases healthcare costs. The appropriate use of this diagnostic modality will help to make care more affordable for patients and ensure ready access for patients who need CTs. No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ECPR40

Initiation of the 
Initial Sepsis Bundle

Percentage of Adult 
Emergency Department 
Patients Diagnosed with 
Severe Sepsis or Septic 
Shock That Have Initiation of 
the Initial Sepsis Bundle

Any patient > 18 years 
of age evaluated by the 
Eligible Professional in 
the Emergency 
Department PLUS ED 
diagnosis of either 
Severe Sepsis OR Septic 
Shock. (Not including 
transferred, eloped or 
AMA patients, or 
patients with Advanced 
Directives indicating 
preference for limited 
intervention are 
excluded)

Emergency Department Patients Diagnosed 
with Severe Sepsis or Septic Shock Who 
Have Initiation of the Initial Sepsis Bundle

None Patients who did not 
have initiation of the 
initial sepsis bundle 
for documented 
medical reason(s) 
(i.e. IV fluids not 
ordered given 
patient is in 
congestive heart 
failure, or other 
medical reason). 
Patients who did not 
have initiation of the 
initial sepsis bundle 
for documented 
patient reason(s) 
(i.e. blood cultures 
not ordered because 
patient refused or 
other patient 
reason).

None Emergency Medicine Sepsis Management Record review N/A N/A Effective Clinical 
Care

No N/A Process Yes Preventable Healthcare 
Harm

Sepsis is a leading cause of morbidity and mortality. The initiation of appropriate treatment including antibiotics, IVF, and diagnostic labs (blood cultures, lactate) will help to prevent increased morbidity and mortality. No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ECPR41

Rh Status Evaluation 
and Treatment of 
Pregnant Women at 
Risk of Fetal Blood 
Exposure

Percentage of Women Aged 
14-50 Years at Risk of Fetal 
Blood Exposure Who Had 
Their Rh Status Evaluated in 
the Emergency Department 
(ED) and Received Rh-
Immunoglobulin (Rhogam) 
if Rh-negative

Any Female Patient > 
14 Years of Age and < 
51 Years of Age 
Evaluated by the 
Eligible Professional in 
the ED PLUS ED 
Diagnosis of high risk 
pregnancy 
complication. (Not 
including transferred, 
eloped or AMA 
patients)

Percentage of Women Aged 14-50 Years at 
Risk of Fetal Blood Exposure Who Had 
Their Rh Status Evaluated in the 
Emergency Department (ED) and Received 
Rh-Immunoglobulin (Rhogam) if Rh-
negative

None Patients who did not 
have Rh status 
evaluated or did not 
receive an order of 
Rh-Immunoglobulin 
(Rhogam) if Rh-
negative for 
documented medical 
reasons. Patients 
who did not have Rh 
status evaluated or 
did not receive an 
order of Rh-
Immunoglobulin 
(Rhogam) if Rh-
negative for 
documented patient 
reason(s) (e.g., 
patient refused Rh 
testing or Rhogam).

None Emergency Medicine High-risk Pregnancy Record review N/A N/A Effective Clinical 
Care

No N/A Process Yes Preventive Care Pregnant patients at risk for maternal exposure to fetal blood must be identified and appropriately treated to prevent potential morbidity and mortality of the mother and/or fetus. No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ECPR46

Avoidance of 
Opiates for Low 
Back Pain or 
Migraines

Percentage of Patients with 
Low Back Pain and/or 
Migraines Who Were Not 
Prescribed an Opiate

Any patient ≥ 18 years 
of age evaluated by the 
Eligible Professional in 
the Emergency 
Department or Urgent 
Care Clinic PLUS 
Diagnosis of low back 
pain OR Diagnosis of 
migraine PLUS 
Disposition of 
Discharged.

Patients who were not prescribed an 
opiate

None Opiate prescribed for 
medical reason 
documented by the 
Eligible Professional 
(e.g., headache pain 
refractory to other 
medications, severe 
headache, suspected 
or diagnosed 
herniated disk, 
fracture, sciatica, 
radiculopathy)

None Emergency Medicine; Urgent 
Care

Opioids Record review N/A N/A Effective Clinical 
Care

Yes Opioid-related 
Measure

Process Yes Prevention and Treatment 
of Opioid and Substance 
Use Disorders

Opioid pain medications are often inappropriately utilized for the treatment of migraine headaches and uncomplicated low back pain. This measure is meant to prevent inappropriate use of opioid pain medications which may contribute to opioid use disorders. No Yes No No N/A 1 N/A 1st Performance Rate No N/A Multiple Care 
Settings

All Settings

ECPR50

Door to Diagnostic 
Evaluation by a 
Provider Within 30 
Minutes – Urgent 
Care Patients

Percentage of Urgent Care 
Patients Who Made Provider 
Contact Within 30 Minutes 
of Urgent Care Clinic (UCC) 
Arrival

Any Patient Evaluated 
by the Eligible 
Professional 
(MD/DO/PA/NP) in the 
Urgent Care Clinic.

Urgent Care Patients Who Made Provider 
(MD/DO/PA/NP) Contact Within 30 
Minutes of Urgent Care Clinic Arrival

None None None Urgent Care Urgent Care Efficiency Facility discharge data N/A N/A Patient Safety Yes Patient Safety Process Yes Preventable Healthcare 
Harm

Reducing patient wait times can improve access to treatment and increase quality of care. Prolonged wait times can lead to delays in diagnosis and initiation of treatment which may lead to increased morbidity and mortality. No Yes No No N/A 1 N/A 1st Performance Rate No N/A Ambulatory Care: 
Urgent Care

N/A

ECPR51

Discharge 
Prescription of 
Naloxone after 
Opioid Poisoning or 
Overdose

Percentage of Opioid 
Poisoning or Overdose 
Patients Presenting to An 
Acute Care Facility Who 
Were Prescribed Naloxone 
at Discharge

Any patient evaluated 
by the Eligible 
Professional in the 
Emergency Department 
(ED) PLUS ICD-10 
diagnosis codes for 
opioid poisoning from 
heroin, methadone, 
morphine, opium, 
codeine, hydrocodone, 
or another opioid 
substance (Not 
including transferred, 
eloped or AMA 
patients)

Patients Who Were Prescribed Naloxone 
AND Educated About Utilization at 
Discharge

None Naloxone was not 
prescribed at 
discharge due to 
medical reasons 
such as allergy

None Critical Care; Emergency 
Medicine; Hospitalist

Opioids Record review N/A N/A Effective Clinical 
Care

Yes Opioid-related 
Measure

Process Yes Prevention and Treatment 
of Opioid and Substance 
Use Disorders

Numerous organizations, including the American Medical Association and American Society of Addiction Medicine, recommend increased access to Naloxone for patients who are at high risk to reverse the effects and reduce the chance of death in the event of an 
opioid overdose. This measure promotes this best practice for very high-risk patients, those who have presented to the hospital with opioid overdose or poisoning.

No Yes No No N/A 1 N/A 1st Performance Rate No N/A Multiple Care 
Settings

Emergency Department 
and Services; Hospital 
Inpatient; Hospital

ECPR52

Appropriate 
Treatment of 
Psychosis and 
Agitation in the 
Emergency 
Department

Percentage of Adult Patients 
With Psychosis or Agitation 
Who Were Ordered an Oral 
Antipsychotic Medication in 
the Emergency Department

Any patient ≥ 18 years 
of age evaluated by the 
Eligible Professional in 
the Emergency 
Department (ED) PLUS 
ED length of stay of 4 
hours or more PLUS ICD-
10 diagnosis codes for 
psychosis, psychotic 
disorder NOS, psychotic 
features, hallucinations, 
schizophrenia, 
schizoaffective 
disorder, agitation due 
to psychosis (Not 
including eloped or 
AMA patients)

Patients who were ordered at least one 
oral dose of a typical or atypical 
antipsychotic or an antipsychotic 
combination medication

None Oral dose of a typical 
or atypical 
antipsychotic or an 
antipsychotic 
combination 
medication not 
prescribed for 
medical reason 
documented by the 
eligible professional 
(e.g., patient refusal, 
inability to tolerate, 
allergy, other 
documented medical 
reason)

None Emergency Medicine Mental/Behavior 
Disorders

Record review N/A N/A Effective Clinical 
Care

No N/A Process Yes Prevention, Treatment, 
and Management of 
Mental Health

This measure is designed to promote rapid, safe and effective treatment of psychiatric patients presenting to the emergency department with psychosis and agitation in order to reduce unnecessary morbidity and mortality and improve patient experience No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ECPR53

Clinician Reporting 
of Loss of 
Consciousness to 
State Department of 
Public Health or 
Department of 
Motor Vehicles

Percentage of Patients At 
Risk for Recurrent Loss of 
Consciousness For Whom 
Loss of Consciousness 
Information Was Submitted 
to Department of Public 
Health or Department of 
Motor Vehicles

Any patient ≥ 14 years 
of age evaluated by the 
Eligible Professional in 
the Emergency 
Department PLUS loss 
of consciousness PLUS 
ICD-10 diagnosis codes 
for seizure disorder, 
narcolepsy, 
hyperglycemia due to 
diabetes, hypoglycemia 
due to diabetes PLUS 
resides in state without 
mandatory reporting to 
DPH/DMV

Patients For Whom Loss of Consciousness 
Information Was Submitted to the State 
Department of Public Health (DPH) or 
Department of Motor Vehicles (DMV)

None Information was 
previously reported, 
patient does not 
drive, condition not 
recurrent or other 
medical exclusion

None Emergency Medicine Loss of Consciousness Record review N/A N/A Communication and 
Care Coordination

Yes Care Coordination Process Yes Transfer of Health 
Information and 
Interoperability

Increased compliance with appropriate reporting of loss of consciousness by clinicians will reduce the risk of patients causing serious injury or death to themselves and others while operating a motor vehicle. This measure will monitor compliance to this important 
policy.

No Yes No No N/A 1 N/A 1st Performance Rate No N/A Emergency 
Department and 
Services

N/A

ECPR55

Avoidance of Long-
Acting (LA) or 
Extended-Release 
(ER) Opiate 
Prescriptions and 
Opiate Prescriptions 
for Greater Than 3 
Days Duration for 
Acute Pain

Percentage of Adult Patients 
Who Were Prescribed an 
Opiate Who Were Not 
Prescribed a Long-Acting 
(LA) or Extended-Release 
(ER) Formulation

Any patient ≥ 18 years 
of age evaluated by the 
Eligible Professional in 
the Emergency 
Department or Urgent 
Care Clinic PLUS Opiate 
prescribed PLUS ICD-10 
diagnosis codes for 
pain, strains, sprains, 
lacerations, open 
wounds and fractures 
PLUS Disposition of 
Discharged.

Patients who were not prescribed a long-
acting (LA) or extended-release (ER) 
opiate, and not prescribed an opiate and 
any opiate prescription for greater than 3 
days duration

None LA/ER formulation 
opiate prescribed for 
terminal (late-stage) 
cancer, comfort care 
measures, palliative 
care, or coordinated 
plan of care for 
Medication Assisted 
Treatment (MAT)

None Emergency Medicine; Urgent 
Care

Opioids Record review N/A N/A Effective Clinical 
Care

Yes Opioid-related 
Measure

Process Yes Prevention and Treatment 
of Opioid and Substance 
Use Disorders

Poor prescribing practices and over-prescribing of opioids has contributed to the opioid epidemic. Long-acting opioid pain medications can increase the risk for physical dependence and opioid use disorders. This measure is intended to prevent inappropriate 
prescribing of opioids and reduce the associated potential for opioid use disorders.

No Yes No No N/A 1 N/A 1st Performance Rate No N/A Multiple Care 
Settings

All Settings


