ANNOUNCEMENT
Retirement of PQI 13, “Angina without Procedure Admission Rate”
This announcement is to inform users of AHRQ Quality Indicators (QIs) that Version 6.0 (2016) of the QI
software will not include PQI 13, “Angina without Procedure Admission Rate.” Version 5.0 of the QI
software will be the last release in which this indicator is included.
Since the development of PQI 13 “Angina without procedure admission rate”, new evidence and uses of
the PQI have raised concerns regarding its validity. These concerns, outlined below, were reviewed and
discussed by an AHRQ Quality Indicator workgroup in November 2013. At that time, the workgroup
recommended that PQI 13 be retired.
The evidence that has led to this action includes the following:
PQI 13 rates have declined each year since the development of the PQIs, from 81.5 per 100,000
population to 15.7 per 100,000.1 A review of angina related hospitalization from 1992-1999 using
Medicare data found that declines were associated with shifts in coding practices, namely increase use
of codes specific for coronary artery disease (the underlying disease) rather than angina (the
manifestation of that disease). This shift in coding greatly reduces the validity of this measure, as
originally intended, to reflect access to care.
A second concern about this indicator is the increased use of chest pain units (CPU) in emergency rooms
and new regulations from CMS, the so-called “two midnight rule,” (CMS-1599-F) which has increasingly
shifted coding short stays as “outpatient” observation stays. Use of observation services may decrease
the number of chest pain admissions; this shift may be clinically appropriate, but differences in the
availability and use of these units between counties may result in differing rates, while the underlying
burden of disease remains constant.
Finally, by excluding hospitalizations that involve procedures, PQI 13 could inadvertently incentivize the
performance of more procedures, even though clinical trial evidence suggests that most patients with
angina can be managed just as effectively with medications.2 While it is unclear whether this incentive
impacts county-level measures (the level for which the PQI was designed and validated), as the PQI is
adopted for other denominators (e.g., by healthcare systems and insurers to track quality within their
groups of providers) the risk for perverse incentives increases, and could not only affect care but also
eventually impact the validity of the county level measurements as reflection of appropriate care.
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