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ABSTRACT: This document describes performance measures for heart failure that are appropriate for public reporting or pay-for-
performance programs and is meant to serve as a focused update of the “2020 ACC/AHA Clinical Performance and Quality Measures 
for Adults With Heart Failure: A Report of the American College of Cardiology/American Heart Association Task Force on Performance 
Measures.” The new performance measures are taken from the “2022 AHA/ACC/HFSA Guideline for the Management of Heart 
Failure: A Report of the American College of Cardiology/American Heart Association Joint Committee on Clinical Practice Guidelines” 
and are selected from the strongest recommendations (Class 1 or Class 3). In contrast, quality measures may not have as much 
evidence base and generally comprise metrics that might be useful for clinicians and health care organizations for quality improvement 
but are not yet appropriate for public reporting or pay-for-performance programs. New performance measures include optimal blood 
pressure control in patients with heart failure with preserved ejection fraction, the use of sodium-glucose cotransporter-2 inhibitors for 
patients with heart failure with reduced ejection fraction, and the use of guideline-directed medical therapy in hospitalized patients. New 
quality measures include the use of sodium-glucose cotransporter-2 inhibitors in patients with heart failure with mildly reduced and 
preserved ejection fraction, the optimization of guideline-directed medical therapy prior to intervention for chronic secondary severe 
mitral regurgitation, continuation of guideline-directed medical therapy for patients with heart failure with improved ejection fraction, 
identifying both known risks for cardiovascular disease and social determinants of health, patient-centered counseling regarding 
contraception and pregnancy risks for individuals with cardiomyopathy, and the need for a monoclonal protein screen to exclude light 
chain amyloidosis when interpreting a bone scintigraphy scan assessing for transthyretin cardiac amyloidosis.
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TOP 10 TAKE-HOME MESSAGES FOR 
ADULTS WITH HEART FAILURE
	 1.	 This document describes performance measures 

for heart failure that are appropriate for public 
reporting or pay-for-performance programs (ie, a 
form of value-based purchasing).

	 2.	 The performance measures are taken from 
the “2022 AHA/ACC/HFSA Guideline for the 
Management of Heart Failure: A Report of the 
American College of Cardiology/American Heart 
Association Joint Committee on Clinical Practice 
Guidelines” and are selected from the strongest 
recommendations (Class 1 or 3).

	 3.	 Quality measures are also provided that are not yet 
ready for public reporting or pay-for-performance 
but might be useful to clinicians and health care 
organizations for quality improvement.

	 4.	 For all measures, if the clinician determines the 
care is not appropriate for the patient based on 
objective evidence to support decision-making, 
or if the patient declines treatment, that patient is 
excluded from the measure.

	 5.	 For all measures, patients after heart transplanta-
tion or left ventricular assist device placement are 
excluded.

	 6.	 Blood pressure control in heart failure with pre-
served ejection fraction is added as a performance 
measure.

	 7.	 The use of sodium-glucose cotransporter-2 inhibi-
tors for patients with heart failure across the spec-
trum of ejection fraction is added as a performance 
measure for heart failure with reduced ejection 
fraction and as a quality measure for heart failure 
with mildly reduced and preserved ejection fraction.

	 8.	 To address the importance of optimization of 
heart failure medications, a performance measure 
is added for the initiation of optimal guideline-
directed medical therapy in hospitalized patients, 
and quality measures are added for the optimiza-
tion of guideline-directed medical therapy prior to 
intervention for chronic secondary severe mitral 
regurgitation and for continuation of guideline-
directed medical therapy for patients with heart 
failure with improved ejection fraction.

	 9.	 Highlighting the importance of multidisciplinary 
care, quality measures are added to emphasize tar-
geting both known risks for cardiovascular disease 
and social determinants of health and patient-
centered counseling regarding contraception and 
pregnancy risks for individuals with cardiomyopathy.

	10.	 To reflect the importance of accurate diagnosis 
of cardiac amyloidosis, a performance measure is 
added for a monoclonal protein screen to exclude 
light chain amyloidosis when interpreting a bone 
scintigraphy scan assessing for transthyretin car-
diac amyloidosis.

PREAMBLE
The American College of Cardiology (ACC)/American 
Heart Association (AHA) performance measurement sets 
serve as vehicles to accelerate translation of scientific 
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evidence into clinical practice. Measure sets developed 
by the ACC/AHA are intended to provide practitioners 
and institutions that deliver cardiovascular services with 
tools to measure the quality of care provided and identify 
opportunities for improvement.

Writing committees are instructed to consider the 
methodology of performance measure development1,2 
and to ensure that the measures developed are aligned 
with ACC/AHA clinical practice guidelines. The writing 
committees are also charged with constructing measures 
that maximally capture important aspects of care qual-
ity, including timeliness, safety, effectiveness, efficiency, 
equity, and patient-centeredness, while minimizing, when 
possible, the reporting burden imposed on hospitals, 
practices, and practitioners.

Potential challenges from measure implementation 
may lead to unintended consequences. The manner in 
which challenges are addressed is dependent on several 
factors, including the measure design, data collection 
method, performance attribution, baseline performance 
rates, reporting methods, and incentives linked to these 
reports.

The AHA/ACC Joint Committee on Performance 
Measures (Joint Committee) distinguishes performance 
measures from quality measures. Performance measures 
are generally selected from the highest level of evidence, 
usually from Class 1 or 3 recommendations of clinical 
practice guidelines. They are commonly used for national 
quality improvement efforts, public reporting, and pay-
for-performance programs. In contrast, quality measures 
may not have as much evidence base and generally com-
prise metrics that may be useful for local quality improve-
ment but are not yet appropriate for public reporting or 
pay-for-performance programs. New measures are ini-
tially evaluated for potential inclusion as performance 
measures. In some cases, a measure is insufficiently 
supported by the clinical practice guidelines. In other 
instances, when the clinical practice guidelines support a 
measure, the writing committee may feel it is necessary 
to have the measure tested to identify the consequences 
of measure implementation. Quality measures may then 
be promoted to the status of performance measures as 
supporting evidence becomes available.

Biykem Bozkurt, MD, PhD, FACC, FAHA, FHFSA
Chair, AHA/ACC Joint Committee on  

Performance Measures

1. DECISION TO UPDATE THE HEART 
FAILURE PERFORMANCE MEASURES
1.1. Background
In 2023, the Joint Committee on Performance Mea-
sures convened the writing committee to begin the 
process of updating the measures from the “2020 

ACC/AHA Clinical Performance and Quality Measures 
for Adults With Heart Failure: A Report of the Ameri-
can College of Cardiology/American Heart Association 
Task Force on Performance Measures.”3 The writing 
committee was also charged with the task of identi-
fying any additional measures in need of updating in 
accordance with the “2022 AHA/ACC/HFSA Guide-
line for the Management of Heart Failure: A Report of 
the American College of Cardiology/American Heart 
Association Joint Committee on Clinical Practice 
Guidelines.”4 The committee did not retire or make any 
changes to the measures from the 2020 ACC/AHA 
heart failure measure set.3

2. ACC/AHA UPDATED HEART FAILURE 
PERFORMANCE MEASURES
2.1. Discussion of Changes to the Heart Failure 
Performance Measures
After reviewing the existing clinical practice guidelines 
and the 2020 ACC/AHA heart failure measure set,3 the 
writing committee discussed which measures required 
revision to reflect updated science related to heart fail-
ure and identified which guideline recommendations 
could serve as the basis for new performance or quality 
measures. The writing committee also reviewed existing 
publicly available measure sets.

These subsections serve as a synopsis of the assess-
ment of previous measures and a description of why the 
new measures were created for both the inpatient and 
outpatient settings.

2.1.1. Retired Measures
The writing committee did not retire any measures from 
the 2020 ACC/AHA heart failure measure set3 as all 
continued to be relevant to performance and quality of 
patient care.

2.1.2. Revised Measures
The writing committee reviewed and did not make any 
changes to the measures included in the 2020 ACC/
AHA heart failure measure set.3

2.1.3. New Measures
The writing committee created 3 new performance 
measures (PM 1-3) and 6 new quality measures (QM 
1-6). The 3 new performance measures were based 
on Class 1 guideline recommendations for therapies 
known to improve outcomes in patients with heart fail-
ure, including initiation of guideline-directed medical 
therapy in hospitalized patients, blood pressure control 
in patients with heart failure with preserved ejection 
fraction, and the use of sodium-glucose cotransporter-2  
inhibitors for patients with heart failure with reduced 
ejection fraction in the inpatient and outpatient setting. 
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The 6 new quality measures focused on the use of 
sodium-glucose cotransporter-2 inhibitors across 
the spectrum of ejection fraction, the assessment of 
social determinants of health, patient-centered coun-
seling regarding contraception and the risks of preg-
nancy in individuals with cardiomyopathy, continuation 
of guideline-directed medical therapy in patients with 
heart failure with improved ejection fraction, optimiza-
tion of guideline-directed medical therapy in patients 
with left ventricular dysfunction prior to any interven-
tion for chronic secondary severe mitral regurgita-
tion, and bone scintigraphy in patients with suspected 
cardiac amyloidosis interpreted only in the context 
of a monoclonal protein screen. Of note, the use of 
sodium-glucose cotransporter-2 inhibitors in patients 
with mildly reduced and preserved ejection fraction 
is included as a quality measure even though it is a 
Class 2a recommendation in the 2022 AHA/ACC/
HFSA heart failure guideline.4 The Class 2a recom-
mendation was based on the publication of a single 
randomized controlled trial available at the time,5 with 
a subsequent second randomized controlled trial con-
firming the benefit of sodium-glucose cotransporter-2  
inhibitors in this population6 and a resulting Class 1 
recommendation in the European Society of Cardiology 
heart failure guideline.7 An update to the 2022 AHA/
ACC/HFSA heart failure guideline4 would be needed 
to determine if this measure could be upgraded to a 
performance measure.

For more detailed information on each measure’s con-
struct, refer to the specifications in Appendix A.

AHA/ACC JOINT COMMITTEE ON 
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Ingabire Grace Balinda, MD, MS; Jeffrey Bruckel, MD, 
MPH, FACC; Leslie Cho, MD, FACC; Michael P. Dorsch, 
PharmD, MS, FACC, FAHA; Daniel Duprez, MD, PhD, 
FACC, FAHA; Joao F. Monteiro Ferreira, MD, PhD, FACC*;  
Stacy Garcia, MBA-HCM, BSN, RN, RT(R); Paul L. 
Hess, MD, MHS; P. Michael Ho, MD, PhD, FACC, FAHA, 
Ex Officio*; Sabeeda Kadavath, MD; Dinesh Kalra, MD, 
FACC, FAHA; Sadiya S. Khan, MD, MSc, FACC; Chris-
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ARTICLE INFORMATION
The Measure is not a clinical guideline, does not establish a standard of medical 
care, and has not been tested for all potential applications.

The Measure, although copyrighted, can be reproduced and distributed, with-
out modification, for noncommercial purposes (eg, use by health care profession-
als in connection with their practices).

Commercial use is defined as the sale, license, or distribution of the Measure 
for commercial gain or incorporation of the Measure into a product or service that 
is sold, licensed, or distributed for commercial gain.*Former Task Force member; current member during the writing effort.
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Commercial uses of the Measure require a license agreement between the 
user and the American College of Cardiology (ACC) or the American Heart As-
sociation (AHA). The ACC, AHA, and their members shall not be responsible for 
any use of the Measure.

The ACC and AHA encourage use of the Measure by other health care pro-
fessionals, where appropriate.

The Measure and specifications are provided “as is” without warranty of 
any kind.

Limited proprietary coding is contained in the Measure specifications for con-
venience. Users of the proprietary code sets should obtain all necessary licenses 
from the owners of these code sets. The ACC and AHA, and their members, 
disclaim all liability for use or accuracy of any Current Procedural Terminology 
(CPT) or other coding contained in the specifications.

This document underwent a 14-day peer review between January 22, 2024, 
and February 5, 2024.

This document was approved by the American College of Cardiology Clini-
cal Policy Approval Committee in April 2024; the American Heart Association 
Science Advisory and Coordinating Committee in May 2024; and by the Ameri-
can College of Cardiology Science and Quality Committee, the American Heart 
Association Executive Committee, and the Heart Failure Society of America in 
May 2024.
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Appendix A.  Heart Failure Measures

Performance Measures for Heart Failure

Short Title: PM-1 Start GDMT at Discharge From HF Hospitalization

PM-1: Start GDMT at Discharge From HF Hospitalization (Inpatient Setting)

Measure Description: Percentage of patients age ≥18 y with a diagnosis of HF with a current LVEF ≤40% who are prescribed GDMT (includes: ARN inhibitor, 
ACE inhibitor if ARN inhibitor-intolerant or contraindicated, ARB if unable to take ARN inhibitor or ACE inhibitor; evidence-based beta blockers; MRA; SGLT2 
inhibitors) at discharge from HF hospitalization

Numerator Patients who were prescribed* GDMT (includes: ARN inhibitor, ACE inhibitor, or ARB; evidence-based beta 
blockers;† MRA; SGLT2 inhibitors) at discharge from HF hospitalization

Denominator Patients age ≥18 y with a diagnosis of HF with LVEF ≤40% who are discharged from the hospital

Denominator Exclusions Heart transplant LVAD

Denominator Exceptions Documentation of medical reason(s) for not prescribing GDMT (eg, intolerance) Documentation of patient 
reason(s) for not prescribing GDMT (eg, patient preference, economic or access issues)

Measurement Period At hospital discharge

Sources of Data EHR data Administrative data/claims (inpatient claims) Administrative data/claims expanded (multiple sourc-
es) Paper medical record

Attribution Individual practitioner Facility

Care Setting Inpatient

Rationale

Beta blockers improve survival and reduce hospitalization for patients with stable HF and reduced LVEF (HFrEF).8 Clinical trials have shown that beta blockers 
should be prescribed to all patients when HFrEF is diagnosed, including in hospital, unless contraindicated or not tolerated.4

Use of ACE inhibitor, ARB, or ARN inhibitor therapy has been associated with improved outcomes in patients with reduced LVEF.8 ARN inhibitor therapy has also 
been shown to more significantly improve outcomes in outpatients with NYHA functional class I to III HF,9 such that the newest guidelines recommend replace-
ment of ACE inhibitors or ARBs with ARN inhibitor therapy in eligible patients.4 While superiority of ARN inhibitor over ACE inhibitor or ARB has not been estab-
lished in patients hospitalized with HF, the PIONEER-HF trial found that inpatient initiation of ARN inhibitor was also high value compared with delayed initiation 
postdischarge.10

MRA therapy improves outcome in patients with HFrEF.8 In the COACH study, continuation of spironolactone among hospitalized patients with HFrEF was as-
sociated with lower 30-day mortality and HF rehospitalization.11

Several RCTs have shown that SGLT2 inhibitors, compared with placebo, reduced the composite of cardiovascular death or HF hospitalization by at least 
25%.12–15 The benefit appears to be independent of the glucose-lowering effects16 and is evident when prescribed during hospitalization or shortly after dis-
charge.12,17

Although the guidelines do not specify that all classes of GDMT should be prescribed at the time of discharge, the benefit of individual trials suggests that this 
optimization during hospitalization is an important goal when tolerated.

Clinical Recommendation(s)

2022 AHA/ACC/HFSA Guideline for the Management of Heart Failure4

	1.	 In patients with HFrEF requiring hospitalization, preexisting GDMT should be continued and optimized to improve outcomes, unless contraindicated.11,18–21 
(Class 1, Level of Evidence: B-NR)

	2.	 In patients experiencing mild decrease of renal function or asymptomatic reduction of blood pressure during HF hospitalization, diuresis and other GDMT 
should not routinely be discontinued.22–27 (Class 1, Level of Evidence: B-NR)

	3.	 In patients with HFrEF, GDMT should be initiated during hospitalization after clinical stability is achieved.11,12,20,21,28–33 (Class 1, Level of Evidence: B-NR)
	4.	 In patients with HFrEF, if discontinuation of GDMT is necessary during hospitalization, it should be reinitiated and further optimized as soon as possible.34–37 

(Class 1, Level of Evidence: B-NR)

*Prescribed may include: Inpatient setting: Prescription given to the patient at hospital discharge, or continuation of prior medication at hospital discharge as 
documented in the discharge medication list.

†Evidence-based beta blockers include: Any 1 of the 3 beta blockers proven to reduce mortality (ie, bisoprolol, carvedilol, sustained-release metoprolol succinate).4

ACC indicates American College of Cardiology; ACE, angiotensin-converting enzyme; AHA, American Heart Association; ARB, angiotensin receptor blocker; ARN, 
angiotensin receptor–neprilysin; COACH, Coordinating Study Evaluating Outcomes of Advising and Counselling in Heart Failure study; EHR, electronic health record; 
GDMT, guideline-directed medical therapy; HF, heart failure; HFrEF, heart failure with reduced ejection fraction; HFSA, Heart Failure Society of America; LVAD, left 
ventricular assist device; LVEF, left ventricular ejection fraction; MRA, mineralocorticoid receptor antagonist; NYHA, New York Heart Association; PIONEER-HF, 
Comparison of Sacubitril/Valsartan Versus Enalapril on Effect on NT-proBNP (N-terminal pro-B type natriuretic peptide) in Patients Stabilized From an Acute Heart 
Failure Episode; PM, performance measure; RCT, randomized controlled trial; and SGLT2, sodium-glucose cotransporter-2.
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Short Title: PM-2 BP Control in HFpEF With Hypertension

PM-2: BP Control in Patients With HFpEF and Hypertension (Inpatient and Outpatient Setting)

Measure Description: Percentage of patients age ≥18 y with a diagnosis of HF with LVEF ≥50% and who have optimal BP control for hypertension

Numerator Patients with HF and a SBP <130 mm Hg and a DBP <80 mm Hg using the most recent measurement  
during the 12-mo measurement period

Denominator Patients age ≥18 y with a diagnosis of HF with LVEF ≥50%

Denominator Exclusions End-stage renal disease, kidney transplant, pregnancy
LVAD

Denominator Exceptions Documentation of medical reason(s) for not doing optimal BP control (eg, treatment intolerance, significant 
risk of treatment intolerance, especially for patients with frailty ≥65 y of age)
Documentation of patient reason(s) for not doing optimal BP control (eg, patient preference, economic or 
access issues)

Measurement Period 12 mo

Sources of Data EHR data
Administrative data/claims (inpatient or outpatient claims)
Administrative data/claims expanded (multiple sources)
Paper medical record
Prospective data collection flow sheet
Electronically or telephonically transmitted BP readings

Attribution Individual practitioner
Facility

Care Setting Inpatient
Outpatient (office, clinic, home, or ambulatory)

Rationale

The role of BP control is well established for the prevention of HF, as well as for the reduction of other cardiovascular events and HF mortality in patients without 
prevalent baseline HF.38–40 The SPRINT trial and meta-analyses established that more intensive BP control in patients with high cardiovascular risk significantly 
reduces HF and other cardiovascular outcomes.38,40 In recent clinical practice guidelines for hypertension, BP targets in HFpEF are extrapolated from those for 
the treatment of patients with hypertension in general.41

Clinical Recommendation(s)

2022 AHA/ACC/HFSA Guideline for the Management of Heart Failure4

	1.	 Patients with HFpEF and hypertension should have medication titrated to attain BP targets in accordance with published clinical practice guidelines to 
prevent morbidity.38–40 (Class 1, Level of Evidence: C-LD)

ACC indicates American College of Cardiology; AHA, American Heart Association; BP, blood pressure; DBP, diastolic blood pressure; EHR, electronic health record; 
HF, heart failure; HFpEF, heart failure with preserved ejection fraction; HFSA, Heart Failure Society of America; LVAD, left ventricular assist device; LVEF, left ventricular 
ejection fraction; PM, performance measure; SBP, systolic blood pressure; and SPRINT, Systolic Blood Pressure Intervention Trial.

Appendix A.  Continued
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Short Title: PM-3 SGLT2 Inhibitor Therapy for HFrEF

PM-3: SGLT2 Inhibitor Therapy for Patients With Symptomatic HFrEF (Inpatient and Outpatient Setting)

Measure Description: Percentage of patients age ≥18 y with a diagnosis of Stage C HF (defined as current or prior HF symptoms) with a current LVEF ≤40% 
who were prescribed an evidence-based SGLT2 inhibitor within a 12-mo period in the outpatient setting or at hospital discharge

Numerator Patients who were prescribed* SGLT2 inhibitor within a 12-mo period in the outpatient setting or at hospital 
discharge

Denominator Patients age ≥18 y with a diagnosis of Stage C HF with LVEF ≤40% with an outpatient visit or hospitalization

Denominator Exclusions Heart transplant
LVAD

Denominator Exceptions Documentation of medical reason(s) for not prescribing SGLT2 inhibitor therapy (eg, intolerance,  
eGFR <20 mL/min/1.73 m2, type 1 diabetes)
Documentation of patient reason(s) for not prescribing SGLT2 inhibitor therapy (eg, patient preference,  
economic or access issues)

Measurement Period SGLT2 inhibitor therapy initiated within a 12-mo period of being seen in the outpatient setting or from  
hospital discharge

Sources of Data EHR data
Administrative data/claims (inpatient or outpatient claims)
Administrative data/claims expanded (multiple sources)
Paper medical record

Attribution Individual practitioner
Facility

Care Setting Inpatient 
Outpatient

Rationale

SGLT2 inhibitors block the reabsorption of glucose in the kidney and reduce blood glucose, which can have positive cardiovascular effects. The DAPA-HF and 
EMPEROR-Reduced randomized trials demonstrated that SGLT2 inhibitors (dapagliflozin and empagliflozin) reduced the risk of death and HF hospitalizations 
compared with placebo in patients with symptomatic HFrEF.13,14 The EMPULSE randomized controlled trial demonstrated that SGLT2 inhibitors improve a hier-
archical composite endpoint of death, HF events, and quality of life when the drug was started during an HF hospitalization.17 These results were independent of 
the participant being diagnosed with diabetes at baseline and patients were already prescribed background GDMT for HFrEF.

Clinical Recommendation(s)

2022 AHA/ACC/HFSA Guideline for the Management of Heart Failure4

	1.	 In patients with symptomatic chronic HFrEF, SGLT2 inhibitors are recommended to reduce hospitalization for HF and cardiovascular mortality, irrespective of 
the presence of type 2 diabetes.13,14 (Class 1, Level of Evidence: A)

*Prescribed may include: Inpatient setting: Prescription given to the patient for SGLT2 inhibitor at discharge or SGLT2 inhibitor to be continued after discharge as 
documented in the discharge medication list; AND Outpatient setting: Prescription given to the patient for SGLT2 inhibitor at ≥1 visit in the 12-mo measurement period 
or patient already taking SGLT2 inhibitor as documented in current medication list.

ACC indicates American College of Cardiology; AHA, American Heart Association; DAPA-HF, Dapagliflozin and Prevention of Adverse Outcomes in Heart Failure; 
eGFR, estimated glomerular filtration rate; EHR, electronic health record; EMPEROR-Reduced, Empagliflozin Outcome Trial in Patients With Chronic Heart Failure With 
Reduced Ejection Fraction; EMPULSE, Empagliflozin in Patients Hospitalized With Acute Heart Failure Who Have Been Stabilized; GDMT, guideline-directed medical 
therapy; HF, heart failure; HFrEF, heart failure with reduced ejection fraction; HFSA, Heart Failure Society of America; LVAD, left ventricular assist device; LVEF, left 
ventricular ejection fraction; PM, performance measure; and SGLT2, sodium-glucose cotransporter-2.
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Quality Measures for Heart Failure

Short Title: QM-1 SGLT2 Inhibitor for HFmrEF or HFpEF

QM-1: SGLT2 Inhibitor Therapy for Patients With HFmrEF or HFpEF (Inpatient and Outpatient Setting)

Measure Description: Percentage of patients age ≥18 y with a diagnosis of HF with LVEF >40% who are prescribed SGLT2 inhibitor either within a  
12-mo period when seen in the outpatient setting or at hospital discharge

Numerator Patients who were prescribed* SGLT2 inhibitor either within a 12-mo period when seen in the outpatient  
setting or at hospital discharge

Denominator Patients age ≥18 y with a diagnosis of HF with LVEF >40%

Denominator Exclusions NYHA functional class I
Heart transplant
LVAD

Denominator Exceptions Documentation of medical reason(s) for not prescribing SGLT2 inhibitor therapy (eg, intolerance, eGFR <20 
mL/min/1.73 m2, type 1 diabetes)
Documentation of patient reason(s) for not prescribing SGLT2 inhibitor therapy (eg, patient preference,  
economic or access issues)

Measurement Period SGLT2 inhibitor therapy initiated within a 12-mo period of being seen in the outpatient setting or from  
hospital discharge

Sources of Data EHR data
Administrative data/claims (inpatient or outpatient claims)
Administrative data/claims expanded (multiple sources)
Paper medical record

Attribution Individual practitioner
Facility

Care Setting Inpatient 
Outpatient

Rationale

SGLT2 inhibitor therapy improves symptoms, reduces HF hospitalizations, and may improve survival in patients with HF and mildly reduced or preserved 
LVEF.5,6,42 Use of SGLT2 inhibitor therapy has been low for patients with HF, demonstrating a moderate to large treatment gap.43

Clinical Recommendation(s)

2022 AHA/ACC/HFSA Guideline for the Management of Heart Failure4

	1.	 In patients with HFmrEF, SGLT2 inhibitors can be beneficial in decreasing HF hospitalizations and cardiovascular mortality.5 (Class 2a, Level of Evidence: 
B-R)

	2.	 In patients with HFpEF, SGLT2 inhibitors can be beneficial in decreasing HF hospitalizations and cardiovascular mortality.5 (Class 2a, Level of Evidence: 
B-R)

*Prescribed may include: Inpatient setting: prescription given to the patient at discharge or SGLT2 inhibitor therapy to be continued after discharge as documented in 
the discharge medication list; AND Outpatient setting: prescription given to the patient at ≥1 visits in the measurement period or patient already taking SGLT2 inhibitor 
therapy as documented in current medication list.

ACC indicates American College of Cardiology; AHA, American Heart Association; eGFR, estimated glomerular filtration rate; EHR, electronic health record; HF, 
heart failure; HFmrEF, heart failure with mildly reduced ejection fraction; HFpEF, heart failure with preserved ejection fraction; HFSA, Heart Failure Society of America; 
LVAD, left ventricular assist device; LVEF, left ventricular ejection fraction; NYHA, New York Heart Association; QM, quality measure; and SGLT2, sodium-glucose 
cotransporter-2.
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Short Title: QM-2 Screening and Documented Action for Social Determinants of Health for HF Patients

QM-2: Screening and Documented Action for Social Determinants of Health for HF Patients (Inpatient and Outpatient Setting)

Measure Description: Percentage of patients age ≥18 y with a diagnosis of HF who are screened for social determinants of health with a documented action 
to close the identified gap

Numerator Patients for whom there is documentation for social determinants of health screening* with documented  
action to close the identified gap

Denominator Patients age ≥18 y with a diagnosis of HF

Denominator Exclusions None

Denominator Exceptions Documentation of patient reason(s) for not documenting screening for social determinants of health (eg, 
patient preference)

Measurement Period 12 mo

Sources of Data EHR data (administered surveys44–46)
Administrative data/claims (inpatient or outpatient claims)
Administrative data/claims expanded (multiple sources)
Paper medical record

Attribution Individual practitioner
Facility

Care Setting Inpatient 
Outpatient

Rationale

Important HF disparities are evident in risk factors, incidence, treatment, and outcomes across different populations.47–50 Self-identified Black patients  
consistently exhibit the highest incidence of HF.51 The World Health Organization defines social determinants of health as “the conditions in which people are 
born, grow, work, live, and age, and the wider set of forces and systems shaping the conditions of daily life.”52 These factors, which include lower socioeconomic 
position, poverty, housing instability, food insecurity, access to care, and lack of transportation, significantly contribute to disparities in HF and represent barriers 
to optimal disease management.49,53–55

Health care system factors are also potential sources of disparities in HF care. Women, for instance, are less likely to receive HF discharge instructions,56 less 
likely to be referred to specialty care,57 and less likely to receive heart transplantation compared with men.56 Black patients have been shown to be less likely to 
receive care from a cardiologist during an ICU admission for HF58 and to have less access to specialized inpatient HF care.59 Inequitable treatment of  
underrepresented racial and ethnic groups is related to a lack of management of social determinants of health, bias, and structural racism.60

A documented action to close the gap might include a social work consult, telemedicine visits, multidisciplinary visits on the same day and location, increased 
frequency of visits or calls, evaluation for food and housing security, education in health literacy, payment assistance programs, addition of a community liaison to 
the care team, psychiatric or psychological evaluation and treatment, or referral to establish primary care.

Clinical Recommendation(s)

2022 AHA/ACC/HFSA Guideline for the Management of Heart Failure4

	1.	 In vulnerable patient populations at risk for health disparities, HF risk assessments and multidisciplinary management strategies should target both known 
risks for CVD and social determinants of health, as a means toward elimination of disparate HF outcomes.47,61–65 (Class 1, Level of Evidence: C-LD)

	2.	 Evidence of health disparities should be monitored and addressed at the clinical practice and the health care system levels.59,66–71 (Class 1, Level of 
Evidence: C-LD)

*Social Determinants of Health Domains from “The Accountable Health Communities Health-Related Social Needs Screening Tool”72: 1) Housing instability; 2) 
Food insecurity; 3) Transportation problems; 4) Utility help needs; 5) Interpersonal safety; 6) Financial strain; 7) Employment; 8) Family and community support; 9) 
Education; 10) Physical activity; 11) Substance use; 12) Mental health; 13) Disabilities.

ACC indicates American College of Cardiology; AHA, American Heart Association; CVD, cardiovascular disease; EHR, electronic health record; HF, heart failure; 
HFSA, Heart Failure Society of America; ICU, intensive care unit; and QM, quality measure.
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Short Title: QM-3 Counseling Regarding Pregnancy and Cardiovascular Risk

QM-3: Counseling Regarding Contraception and the Risks of Cardiovascular Deterioration During Pregnancy in Individuals of 
Childbearing Potential With HF or Cardiomyopathy (Inpatient and Outpatient Setting)

Measure Description: Percentage of individuals age 14-55 y who are of childbearing potential and have a diagnosis of HF or cardiomyopathy who received 
counseling regarding contraception, risk of cardiovascular events in future pregnancies, and plans for future pregnancies

Numerator Individuals who received counseling including an informed discussion on all of the following:
	1.	 Contraception
	2.	 Risk of cardiovascular events in future pregnancies
	3.	 Use of GDMT during pregnancy and lactation

Denominator Individuals age 14-55 y and who have a history of HF or cardiomyopathy (including past or present peripar-
tum cardiomyopathy)

Denominator Exclusions Individuals without functioning uterus or ovaries, including those after hysterectomy or oophorectomy

Denominator Exceptions Documentation of patient reason(s) for not providing counseling regarding future pregnancies or contracep-
tion (eg, patient declining a discussion regarding future pregnancies or contraception)

Measurement Period 12 mo

Sources of Data EHR data
Paper medical record

Attribution Individual practitioner

Care Setting Inpatient 
Outpatient

Rationale

Preexisting cardiomyopathy, peripartum cardiomyopathy, or other cardiovascular conditions can increase the risk of HF during a pregnancy, and this is associated 
with adverse maternal and fetal outcomes.73 There is either insufficient evidence of fetal safety or evidence of fetal harm with the use of certain GDMT classes 
during pregnancy.74

Clinical Recommendation(s)

2022 AHA/ACC/HFSA Guideline for the Management of Heart Failure4

	1.	 In women with a history of HF or cardiomyopathy, including previous peripartum cardiomyopathy, patient-centered counseling regarding contraception and 
the risks of cardiovascular deterioration during pregnancy should be provided.75–82 (Class 1, Level of Evidence: C-LD)

	2.	 In women with HF or cardiomyopathy who are pregnant or currently planning for pregnancy, ACE inhibitors, ARB, ARN inhibitors, MRA, SGLT2 inhibitors, 
ivabradine, and vericiguat should not be administered because of significant risks of fetal harm.83–85 (Class 3, Level of Evidence: C-LD)

ACC indicates American College of Cardiology; ACE, angiotensin-converting enzyme; AHA, American Heart Association; ARB, angiotensin receptor blocker; ARN, 
angiotensin receptor–neprilysin; EHR, electronic health record; GDMT, guideline-directed medical therapy; HF, heart failure; HFSA, Heart Failure Society of America; 
MRA, mineralocorticoid receptor antagonist; QM, quality measure; and SGLT2, sodium-glucose cotransporter-2.
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Short Title: QM-4 Continuation of GDMT in Patients With HFimpEF

QM-4: Continuation of GDMT in Patients With HFimpEF to Prevent Relapse of Cardiomyopathy and Reduction in LVEF 
(Outpatient Setting)

Measure Description: The percentage of patients age ≥18 y with a diagnosis of HFrEF (LVEF ≤40%) and a follow-up measurement of an improved LVEF 
>40% (HFimpEF) with continued prescriptions of GDMT (including ARN inhibitor, ACE inhibitor if ARN inhibitor-intolerant, ARB if unable to take ARN inhibitor 
or ACE inhibitor, evidence-based beta blockers; MRA; SGLT2 inhibitors) in the outpatient setting

Numerator Patients initially diagnosed with HFimpEF who continued to have GDMT prescribed during the measurement 
period for HFrEF in the outpatient setting*

Denominator Patients age ≥18 y medically managed† in the outpatient setting with a diagnosis of HFimpEF

Denominator Exclusions Heart transplant
LVAD

Denominator Exceptions Documentation of medical reason(s) for not continuing to prescribe GDMT (eg, intolerance, curable causes)
Documentation of patient reason(s) for not continuing GDMT (eg, patient preference, economic or access 
issues)

Measurement Period 12 mo

Sources of Data EHR data
Administrative data/claims (outpatient claims)
Administrative data/claims expanded (multiple sources)
Paper medical record

Attribution Individual practitioner
Medical practices

Care Setting Outpatient

Rationale

Improvement in symptoms, biomarkers, and cardiac function posttreatment does not signify complete and persistent recovery. Instead, it indicates remission, ne-
cessitating the continuation of treatment. Withdrawing HF medications in HFimpEF is associated with relapse of cardiomyopathy and reduction in LVEF.86,87

Clinical Recommendation(s)

2022 AHA/ACC/HFSA Guideline for the Management of Heart Failure4

	1.	 In patients with HFimpEF after treatment, GDMT should be continued to prevent relapse of HF and LV dysfunction, even in patients who may become 
asymptomatic.86 (Class 1, Level of Evidence: B-R)

*Prescribed may include: Outpatient setting: prescriptions for GDMT (includes: ARN inhibitor, ACE inhibitor if ARN inhibitor-intolerant, ARB if unable to take ARN 
inhibitor or ACE inhibitor; evidence-based beta blockers; MRA; SGLT2 inhibitors), continued to be provided to the patient at ≥1 visit in the 12-mo measurement period 
as documented in current medication list.

†Patients who are “medically managed" include those patients with ≥2 outpatient encounters in the measurement period.
ACC indicates American College of Cardiology; ACE, angiotensin-converting enzyme; AHA, American Heart Association; ARB, angiotensin receptor blocker; ARN, 

angiotensin receptor-neprilysin; EHR, electronic health record; GDMT, guideline-directed medical therapy; HF, heart failure; HFimpEF, heart failure with improved ejection 
fraction; HFrEF, heart failure with reduced ejection fraction; HFSA, Heart Failure Society of America; LV, left ventricle; LVAD, left ventricular assist device; LVEF, left 
ventricular ejection fraction; MRA, mineralocorticoid receptor antagonist; QM, quality measure; and SGLT2, sodium-glucose cotransporter-2.
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Short Title: QM-5 Optimizing GDMT Prior to TEER for Secondary MR

QM-5: Optimizing GDMT in HFrEF Patients With Chronic Severe MR Secondary to LV Dysfunction Prior to TEER (Inpatient and 
Outpatient Setting)

Measure Description: The percentage of patients age ≥18 y with a diagnosis of HFrEF who have symptomatic chronic severe MR secondary to LV dysfunction 
who are documented as receiving optimal GDMT prior to TEER

Numerator Patients who were prescribed* GDMT and the prescription includes documentation of titration to target or 
maximally tolerated doses† either within a 12-mo period when seen in the outpatient setting or at hospital 
discharge, prior to undergoing TEER

Denominator Patients age ≥18 y with a diagnosis of HFrEF and chronic severe functional MR secondary to LV dysfunction 
prior to TEER

Denominator Exclusions Heart transplant
LVAD

Denominator Exceptions Documentation of medical reason(s) for not prescribing GDMT (eg, intolerance)
Documentation of patient reason(s) for not prescribing GDMT (eg, patient preference, economic or access 
issues)

Measurement Period 12 mo

Sources of Data EHR data
Administrative data/claims (inpatient or outpatient claims)
Administrative data/claims expanded (multiple sources)
Paper medical record

Attribution Individual practitioner
Facility

Care Setting Inpatient 
Outpatient

Rationale

Optimal titration of GDMT to maximally tolerated doses can improve secondary MR associated with LV dysfunction, potentially rendering further intervention  
unnecessary.88–90 Therefore, optimizing GDMT and re-evaluating MR prior to considering mitral valve interventions is imperative.

Clinical CIT00ecommendation(s)

2022 AHA/ACC/HFSA Guideline for the Management of Heart Failure4

	1.	 In patients with HF, VHD should be managed in a multidisciplinary manner in accordance with clinical practice guidelines for VHD to prevent worsening of 
HF and adverse clinical outcomes.91–101 (Class 1, Level of Evidence: B-R)

	2.	 In patients with chronic severe secondary MR and HFrEF, optimization of GDMT is recommended before any intervention for secondary MR related to LV 
dysfunction.90,92,95,101–103 (Class 1, Level of Evidence: C-LD)

*Prescribed may include: Prescription provided to the patient for GDMT (includes: ARN inhibitor, ACE inhibitor if ARN inhibitor-intolerant, ARB if unable to take ARN 
inhibitor or ACE inhibitor; evidence-based beta blockers, MRA; SGLT2 inhibitors) as documented in the medication list or after discharge as documented in the discharge 
medication list.

†Titrated to maximally tolerated doses include: Inpatient setting: prescription provided to the patient for maximum tolerated dosage of beta blocker, ARN inhibitor or 
ACE inhibitor or ARB, and MRA as documented in the discharge medication list or documentation of intolerance of higher dose; AND Outpatient setting: prescription 
provided to the patient for maximum tolerated dosage of beta blocker; ARN inhibitor, ACE inhibitor, or ARB; and MRA or documentation of intolerance of a higher dose.

ACC indicates American College of Cardiology; ACE, angiotensin-converting enzyme; AHA, American Heart Association; ARB, angiotensin receptor blocker; ARN, 
angiotensin receptor-neprilysin; EHR, electronic health record; GDMT, guideline-directed medical therapy; HF, heart failure; HFrEF, heart failure with reduced ejection 
fraction; HFSA, Heart Failure Society of America; LV, left ventricle; LVAD, left ventricular assist device; MR, mitral regurgitation; MRA, mineralocorticoid receptor antagonist; 
QM, quality measure; SGLT2, sodium-glucose cotransporter-2; TEER, transcatheter mitral edge-to-edge repair; and VHD, valvular heart disease.
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Short Title: QM-6 Monoclonal Protein Screen in Patients Who Have Undergone Bone Scintigraphy for Suspected Cardiac 
Amyloidosis

QM-6: Serum and Urine Monoclonal Protein Screen Performed in Patients Who Have Undergone Bone Scintigraphy for 
Suspected Cardiac Amyloidosis (Inpatient and Outpatient Setting)

Measure Description: Percentage of patients age ≥18 y with suspected cardiac amyloidosis who undergo serum and urine monoclonal protein screen and 
have undergone bone scintigraphy

Numerator Patients who have serum immunofixation electrophoresis, urine immunofixation electrophoresis, and serum 
kappa and lambda free light chains during the measurement period

Denominator Patients age ≥18 y who have undergone bone scintigraphy to assess for cardiac amyloidosis

Denominator Exclusions None

Denominator Exceptions None

Measurement Period 3 mo

Sources of Data EHR data
Paper medical record

Attribution Individual practitioner
Facility

Care Setting Inpatient 
Outpatient

Rationale

The cardiac amyloidosis diagnostic algorithm should always begin with a monoclonal protein screen to assess for the presence of a plasma cell disorder and, 
therefore, supportive evidence for AL-CM. Although cardiac scintigraphy has emerged as a cornerstone of noninvasive diagnosis of ATTR-CM, cardiac uptake 
that is consistent with ATTR-CM (grade 2 or 3 uptake) may be present in >10% of patients with AL-CM.104–106 Thus, the obligate first decision point in choos-
ing the appropriate diagnostic pathway is based on the presence or absence of a monoclonal protein.107–109 A diagnostic pitfall would be to interpret a cardiac 
scintigraphy scan without a concomitant monoclonal protein screen; a scintigraphy scan alone is neither appropriate nor valid for distinguishing ATTR-CM from 
AL-CM. Every patient undergoing a scintigraphy scan should first have a diagnostic serum and urine monoclonal protein screen. If the monoclonal protein screen 
is abnormal, referral to a hematologist is indicated for further evaluation.

Clinical Recommendation(s)

2022 AHA/ACC/HFSA Guideline for the Management of Heart Failure4

	1.	 Patients for whom there is a clinical suspicion for cardiac amyloidosis*110–114 should have screening for serum and urine monoclonal light chains with serum 
and urine immunofixation electrophoresis and serum free light chains.115 (Class 1, Level of Evidence: B-NR)

	2.	 In patients with high clinical suspicion for cardiac amyloidosis, without evidence of serum or urine monoclonal light chains, bone scintigraphy should be 
performed to confirm the presence of transthyretin cardiac amyloidosis.116 (Class 1, Level of Evidence: B-NR)

	3.	 In patients for whom a diagnosis of transthyretin cardiac amyloidosis is made, genetic testing with TTR gene sequencing is recommended to differentiate 
hereditary variant from wild-type transthyretin cardiac amyloidosis.117 (Class 1, Level of Evidence: B-NR)

*LV wall thickness ≥14 mm in conjunction with fatigue, dyspnea, or edema, especially in the context of discordance between wall thickness on echocardiogram and 
QRS voltage on ECG, and in the context of aortic stenosis, HFpEF, carpal tunnel syndrome, spinal stenosis, and autonomic or sensory polyneuropathy.

ACC indicates American College of Cardiology; AHA, American Heart Association; AL-CM, immunoglobulin light chain amyloid cardiomyopathy; ATTR-CM, transthyretin 
amyloid cardiomyopathy; ECG, electrocardiogram; EHR, electronic health record; HFpEF, heart failure with preserved ejection fraction; HFSA, Heart Failure Society of 
America; LV, left ventricular; QM, quality measure; and TTR, transthyretin.
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