
  

 
Measure #119: Urine Screening for Microalbumin or Medical Attention for Nephropathy in 

Diabetic Patients 
 
DESCRIPTION: 
Percentage of patients aged 18 through 75 years of age with diabetes mellitus who received urine 
protein screening or medical attention for nephropathy during at least one office visit within 12 
months 

 
INSTRUCTIONS: 
This measure is to be reported a minimum of once per reporting period for all patients with 
diabetes mellitus seen during the reporting period. This measure may be reported by clinicians who 
perform the quality actions described in the measure based on the services provided and the 
measure-specific denominator coding. 

 
This measure is reported using CPT Category II codes:  
ICD-9 diagnosis codes, CPT codes, and patient demographics (age, gender, etc.) are used to 
identify patients who are included in the measure’s denominator. CPT Category II codes are used 
to report the numerator of the measure. 
 
When reporting the measure, submit the listed ICD-9 diagnosis codes, CPT codes, and the 
appropriate CPT Category II code OR the CPT Category II code with the modifier. The reporting 
modifier allowed for this measure is: 8P- reasons not otherwise specified. There are no allowable 
performance exclusions for this measure.  
 
NUMERATOR: 
Patients who have a nephropathy screening during at least one office visit within 12 months 

 
Numerator Instructions: This measure is looking for a nephropathy screening test or 
evidence of nephropathy. 
 
Numerator Coding: 
Nephropathy Screening Performed  
CPT II 3060F: Positive microalbuminuria test result documented and reviewed 
OR 
CPT II 3061F: Negative microalbuminuria test result documented and reviewed 
OR 
CPT II 3062F: Positive macroalbuminuria test result documented and reviewed  
OR 
CPT II 3066F: Documentation of treatment for nephropathy (eg, patient receiving dialysis, 
patient being treated for ESRD, CRF, ARF, or renal insufficiency, any visit to a 
nephrologist) 
OR 
CPT II 4009F: Angiotensin converting enzyme (ACE) inhibitor or angiotensin receptor 
blocker (ARB) therapy prescribed 

OR 
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Nephropathy Screening not Performed, Reason not Specified 
Append a reporting modifier (8P) to CPT Category II code 3060F or 3061F or 3062F to 
report circumstances when the action described in the numerator is not performed and the 
reason is not otherwise specified.  
• 8P: Nephropathy screening was not performed, reason not otherwise specified 
 

DENOMINATOR: 
All patients aged 18 through 75 years of age with the diagnosis of diabetes 

 
Denominator Coding:  
An ICD-9 diagnosis code for diabetes and a CPT code are required to identify patients for 
denominator inclusion. 
ICD-9 diagnosis codes: 250.00, 250.01, 250.02, 250.03, 250.10, 250.11, 250.12, 250.13, 
250.20, 250.21, 250.22, 250.23, 250.30, 250.31, 250.32, 250.33, 250.40, 250.41, 250.42, 
250.43, 250.50, 250.51, 250.52, 250.53, 250.60, 250.61, 250.62, 250.63, 250.70, 250.71, 
250.72, 250.73, 250.80, 250.81, 250.82, 250.83, 250.90, 250.91, 250.92, 250.93, 357.2, 
362.01, 362.02, 362.03, 362.04, 362.05, 362.06, 362.07, 648.00, 648.01, 648.02, 648.03, 
648.04  
AND 
CPT codes: 92002, 92004, 92012, 92014, 99201, 99202, 99203, 99204, 99205, 99211, 
99212, 99213, 99214, 99215, 99217, 99218, 99219, 99220, 99241, 99242, 99243, 99244, 
99245, 99455, 99456 
 

RATIONALE: 
Nephropathy is a frequent complication of renal disease for both type 1 and type 2 diabetes and 
often ends in end-stage renal disease (ESRD) (ADA, 2002). Of all people with diabetes, 10-21% 
have nephropathy (ADA 2002). 

 
CLINICAL RECOMENNDATION STATEMENTS: 
American Association of Clinical Endocrinologists and American College of Endocrinology 
(AACE/ACE): Recommends that the initial assessment should include a urinalysis, test for 
microalbuminuria and creatinine clearance. The renal complication module should be performed 
annually and includes a test for microalbuminuria and creatinine clearance (AACE/ACE, 2002). 
 
American Diabetes Association (ADA): A test for the presence of microalbumin should be 
performed at diagnosis in patients with type 2 diabetes. Microalbuminuria rarely occurs with short 
duration of type 1 diabetes; therefore, screening in individuals with type 1 diabetes should begin 
after 5 years' disease duration (Level of Evidence: E). However, some evidence suggests that the 
prepubertal duration of diabetes may be important in the development of microvascular 
complications; therefore, clinical judgment should be exercised when individualizing these 
recommendations. Because of the difficulty in precise dating of the onset of type 2 diabetes, such 
screening should begin at the time of diagnosis. After the initial screening and in the absence of 
previously demonstrated microalbuminuria, a test for the presence of microalbumin should be 
performed annually (ADA, 2004). 

 
Screening for microalbuminuria can be performed by three methods: 

12/21/2007 



  

12/21/2007 

1) measurement of the albumin-to-creatinine ratio in a random spot collection  
2) 24-h collection with creatinine, allowing the simultaneous measurement of creatinine clearance  
3) timed (e. g. 4-h or overnight) collection – the analysis of a spot sample for the albumin-to-

creatinine ratio is strongly recommended. 
 

The role of annual microalbuminuria assessment is less clear after diagnosis of microalbuminuria 
and institution of angiotensin-converting enzyme (ACE) inhibitor or angiotensin receptor blocker 
(ARB) therapy and blood pressure control. Many experts recommend continued surveillance to 
assess both response to therapy and progression of disease. 
 
National Kidney Foundation (NKF): Individuals at increased risk, but found not to have chronic 
kidney disease, should be advised to follow a program of risk factor reduction, if appropriate, and 
undergo repeat periodic evaluation (NKF, 2003). 
 
A comparative analysis of recommendations and evidence in diabetes guidelines from 13 countries 
(including the American Diabetes Association and Canadian Medical Association) found there was 
agreement among the guidelines that ACE inhibitors should be recommended to patients with 
hypertension and renal disease (Burgers, 2002). 
 
The ADA also recommends that for the treatment of both micro- and macroalbuminurua, ARBs 
should be used except during pregnancy (ADA, 2005). 
 
 

 


