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Others tweak, we transform.

Quality Newsletter
QUARTER 4OCTOBER 2021

In March of 2021, OPA welcomed additional members to the Quality Team to 
help support growing membership and foster new and exciting ventures as we 
navigate deeper into the value-based contracting landscape. As part of their 
efforts, a Quarterly newsletter series will be sent out to update practices on 
Quality updates and upcoming projects.
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ANNUAL REPORTING 
REQUIREMENTS

NCQA PCMH Annual Reporting 
Requirements for 2022 were released 
on July 1, 2021. The updates include 
some changes for the reporting period 
January 1-December 31, 2022. 

Team-Based Care and Practice Organization now requires 
an attestation around how often your staff is involved in the 
planning and implementing of quality improvement activities.

Knowing and Managing Your Patients focuses on the 
practice’s continual maintenance of patient’s medication 
lists. A report of 80% or more is required.  Also required is 
an attestation around implementation of clinical decision 
support following evidence-based guidelines across four of 
the seven categories.

Patient-Centered Access and Continuity requires a report 
for timely clinical advice, which is defined as ‘a response to 
an inquiry about symptoms, health status or an acute/chronic 
condition.’  Additionally, it will require a report reflecting 
patient care visits with their personal clinician or member of 
their care team.

Care Coordination and Care Transitions requires 
attestations around the processes and management of labs/
imaging and referrals.  Same as in year past, a report of 
tracking lab/imaging test results OR the tracking referrals is 
also required.

Care Management and Support requires a report of a 
complete and up-to-date care plan of at least 75% of patients 
enrolled in care management. A complete care plan includes 
a problem list, expected outcome/prognosis, treatment goals, 
medication management and a schedule to review and revise 
the plan.

Performance Measurement and Quality Improvement 
reporting will be managed directly in the Q-Pass under a 
‘Measures Reporting’ tile on the Organization Dashboard, 
thus eliminating the Quality Worksheet.  Reporting 
requirements increased to reporting on five clinical quality 
measures from all four categories and two resource 
stewardship measures, one from each category.  The patient 
experience measure is unchanged and reporting will be 
entered directly into the Measures Reporting tile as well.

PCMH Corner
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QUALITY 
IMPROVEMENT 
PROJECTS

Clinical Transformation Consultants (CTC) and 
Pharmacists are working with their assigned practices 
on the NIT Program requirements and the 2021 Quality 
Improvement Project. Some feedback and common 
questions shared: 

NIT PROGRAM

VPN Access has greatly improved our ability to assist practices in suggestions 
for quality improvement documentation and processes. 

Advance Care Planning (ACP) goes beyond asking the question of having a 
Health Care Proxy.  The NIT measure looks to capture patient’s age 65+ who 
have an ACP document in their medical record and documentation that an ACP 
was discussed.  Practices have found the “younger crowd” (age 18-21 years of 
age) are quite receptive to completing a health care proxy, possibly because of 
the pandemic. Addressing advanced care planning is a process, and should be 
reviewed and updated on a regular basis. 

Transition of Care (TOC) is important to patient safety.  Evaluating patient 
status after discharge can prevent worsening of conditions, clarify discharge 
instruction, and encourage follow-up care.  While most practices have a 
TOC process in place, our quality improvement recommendations focus 
on incorporating ADT alerts, addressing patient barriers, and medication 
reconciliation. The NIT measure is looking for patients discharged from an 
inpatient facility who were seen by the PCP within 7-days of discharge.  Billing 
the TOC visit requires documentation of a patient contact or an attempt to 
contact within two business days of that discharge. 

CPT II Codes are tracking codes and when documented properly can close 
care gaps and facilitate data collection for quality performance.  Some EMR’s 
can automate the adding of some CPT codes by way of checkboxes. Improving 
templates with these checkboxes can save time and resources and can assist 
providers to remember important steps around the ACP and TOC processes.

TOOLS

The OPA Quality Team has created 
several one-page documents that 
outline best practices for quality-related 
topics such as Transition of Care, CPT 
II codes, Advance Care Planning, 
Hierarchical Condition Codes, and Care 
Management Care Plans. Below are the 
links to each document. 

Care Plan Template

Category II CPT codes: Performance 
Measurement

Advance Care Planning (ACP)

Why We Do NOT Bridge Direct 
Acting Oral Anticoagulants (DOACs)

Emergency Department Transition of 
Care (TOC) Best Practices

Hierarchical Condition Codes (HCC)

Inpatient Transition of Care (TOC) 
Best Practices

https://opawny.com/files/documents/newsletter/oct2021/1-pager_caremgt_template.pdf
https://opawny.com/files/documents/newsletter/oct2021/1-pager_category_ii_cpt_codes_kc_edit.pdf
https://opawny.com/files/documents/newsletter/oct2021/1-pager_category_ii_cpt_codes_kc_edit.pdf
https://opawny.com/files/documents/newsletter/oct2021/acp_one_pager.pdf
https://opawny.com/files/documents/newsletter/oct2021/do_not_bridge_doacs_2021aug_v6docx.pdf
https://opawny.com/files/documents/newsletter/oct2021/do_not_bridge_doacs_2021aug_v6docx.pdf
https://opawny.com/files/documents/newsletter/oct2021/ed_toc_1_pager_kc_edits.pdf
https://opawny.com/files/documents/newsletter/oct2021/ed_toc_1_pager_kc_edits.pdf
https://opawny.com/files/documents/newsletter/oct2021/hcc_one_pager_kc_edits.pdf
https://opawny.com/files/documents/newsletter/oct2021/toc_1_pager.pdf
https://opawny.com/files/documents/newsletter/oct2021/toc_1_pager.pdf
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NETWORK 
INTEGRATION AND 
TRANSFORMATION 
(NIT) NEWS

NIT PROGRAM

As many practices nationwide claimed a hardship for 
2020 to avoid a negative adjustment, this limits the 
upside potential across the board.

2020 MIPS UPDATE

1.33%

91%

69%

86.7/100

100%

0.39%

2019 Payment Adjustment

2020 – % of the quality points earned

2020 – % of the promoting interoperability 
points earned

2020 – Overall performance

2020 – % of the improvement points earned

Final MIPS adjustment for payment year 
2022 based on 2020
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BREAST CANCER 
SCREENING

FEATURED MEASURES

Measure Description: Percentage of women 50-74 
years of age who had a mammogram to screen for 
breast cancer. (Mammograms that meet the measure 
are screening, diagnostic, film, digital, or digital breast 
tomosynthesis/3D screenings).

Denominator
Women 50-74 years of age with a visit during the measurement period.

Numerator
At least one mammogram in the past 2 years (Timeframe: October 1, 2019 – 
December 31, 2021)

Exclusions

• Bilateral Mastectomy any time during the patient’s history through 
December 31, 2021. 

• Two Unilateral Mastectomies by December 31, 2021. (Service dates must be 
at least 14 days apart) 

• Age 66 and older with advanced illness and frailty

• Hospice or palliative care during the measurement year

Note
• Bilateral mastectomy ICD10 (history of): Z90.13 Right Z90.11, Left Z90.12 

(If patient has a history of a single or bilateral mastectomy, medical record 
documentation must be submitted as evidence)

Tips for Success

Educate members on the benefits of 
early detection of breast cancer 

Encourage mammography to all  
women who are within the risk group 

Direct schedule a mammogram for a 
patient or send a script/referral 

Provide ability for direct scheduling 
of mammograms from your practice 
website

Recommend/schedule patient on the 
ECMC Mobile Mammography Coach or 
Windsong Radiology Mammogram bus

Did you know?

Ultrasounds, biopsies and MRI of the 
breast DO NOT satisfy this measure. 

ECMC/WNY Breast Health 
and Windsong Radiology offer 
transportation for mammograms at 
their facilities or buses.

You can retrieve Mammogram 
reports from many facilities from the 
Healthelink website 
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Measure Description: The measure evaluates adults 
age 18-85 with diabetes who have received an annual 
kidney health evaluation.

Denominator
All patients 18-85 with diabetes that had a visit during the measurement period.

Numerator
Kidney Health Evaluation: Members who received both of the following during 
the measurement year on the same or different dates of service: 
• At least one estimated glomerular filtration rate (eGFR) 
• At least one urine albumin-creatinine (uACR): A quantitative urine albumin 

test and a urine creatinine test 

Exclusions

• Evidence of ESRD or dialysis 

• Palliative or hospice care 

• Frailty and advanced illness  

• Patients 81 years of age and older with frailty 

• Patients who do not have a diagnosis of diabetes, in any setting, and who 
had a diagnosis of polycystic ovarian syndrome, gestational diabetes or 
steroid-induced diabetes during measurement year or the year prior to 
measurement year

Note
Both tests with service dates four or less days apart

KIDNEY EVALUATION 
FOR ADULTS WITH 
DIABETES

FEATURED MEASURES
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CONTROLLING HIGH 
BLOOD PRESSURE 
BEST PRACTICE 
STRATEGY

MISCELLANEOUS UPDATES

PAYER GAPS 
SUBMISSIONS 
PROCESSES

The Process

• BCBS: Set up Axway portal (benefit of not needing to 
fill out the Best Practice Compliance form), or secure fax 
with form to: 716-877-7967 

• BCBS Amerigroup: Secure fax records to 1-844-759-5955

• IHA: Supplemental data PDF files to be uploaded to the 
IHA provider portal

• Fidelis: A secure FTP account may be created or secure 
fax to 718-896-1610

• Monroe/Molina: Flat file process can be created or, you 
may send records by secure fax to 1-844-879-4471 

• Univera: PDF supplemental data and house in folder on 
desktop for submission

Staff education on how to take a proper blood pressure.

01

Hold a contest to reward any clinical team who improved 
their controlling HBP score by 3% or more over the month 
or quarter.

03

02
Staff reminders to retake any blood pressure that was 140/90 
or higher. Design a marker to hang outside the exam room 
when a patient’s blood pressure needed to be retaken at the 
end of the visit. Create “fun fact cards” for patients to hold, 
reminding them not to leave until a medical assistant had a 
chance to retake their blood pressure.

04
Create a policy detailing where to direct patients with high 
in-office BP readings. For example, patients who are slightly 
over 140/90 could be scheduled for a BP check in two weeks 
and patients with very high readings are directed to urgent 
care as necessary.
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INDEPENDENT 
HEALTH (IHA) 
UPDATE

INDEPENDENT HEALTH (IHA)

To find out more information on how to 
sign up for one of these applications, 
please contact your assigned IHA 
Physician Engagement Specialist

Recently, NCQA has made an industry-wide push to incor-
porate EMR data directly into HEDIS reporting structures 
in order to bring HEDIS reporting closer to real-time and 
eliminate some of the previously mentioned barriers. This 
initiative has brought on the need for revised approach to 
HEDIS measures and how the data are collected, aggregat-
ed, and measured.

NCQA has introduced two new concepts and is already 
requiring plans to submit data in this format.

ECDS: Electronic Clinical Data System measures (re-
quired submissions)-ECDS measures are a new version 
of traditional measures and differ only in a sense that they 
are requiring the use of Electronic Medical Record data in 
HEDIS measure processing. 

Digital Measures: digitized measures that allow easy 
customization-Digital Measures are measures implement-
ed and already built by NCQA that utilize a new standard 
called CQL (clinical query language). These measures are 
sold in bundles as machine-readable code and once imple-
mented correctly, allow for frequent execution of measures 
(daily) and can be easily customized to allow early detection 
(for example).
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BLUECROSS 
BLUESHIELD (BCBS) 
UPDATE

BLUECROSS BLUESHIELD

BCBS is offering additional Medicare Star incentives for the 
remainder of 2021. Once the threshold is met, practices will 
earn an incentive for every Medicare Advantage member for 
whom these codes have been billed since January 1, 2021 or 
are currently compliant for preventive screenings. Earned in-
centive payments will be made as a lump sum in the spring 
of 2022, once all 2021 claims have been received. Breast and 
colorectal cancer screenings have been added for this year.

All available incentives can be earned by billing the following 
CPT II codes. Practices will continue to earn these incentives 
regardless of whether they meet the threshold levels, and 
these will continue to pay out with the claim. 

NEW ADDITIONAL INCENTIVE EXISTING P4O

Medicare Star Measure Threshold Payment

1111F: Medication Reconciliation 78% $100

3044F: HbA1c < 7 OR
3051F: HbA1c ≥ 7 and ≤ 8 OR
3052F: HbA1c ≥ 8 and ≤ 9 

79% $100

3074F: Most recent systolic blood 
pressure < 130mmHg OR
3075F: Most recent systolic blood 
pressure 130-139 mmHg 
AND
3078F: Most recent diastolic blood 
pressure < 80 mmHg OR
3079F: Most recent diastolic blood 
pressure 80-89 mmHg *

79% $100

2023F: Dilated retinal eye exam by eye 
specialist-negative OR
2022F: Diabetic eye exam by eye 
specialist-positive

76% $100

Breast cancer screening 80% $75

Colorectal cancer screening 77% $75

CPT II Code MA Rate

1111F: Medication Reconciliation $75

3044F: HbA1c < 7 $40

3051F: HbA1c ≥ 7 and ≤ 8 $40

3052F: HbA1c ≥ 8 and ≤ 9 $40

1100F/1101F: Falls Risk Assessment $10

0518F: Falls Plan of Care $40

3074F: Most recent systolic blood pressure < 130mmHg $10

3075F: Most recent systolic blood pressure 130-139 mmHg $10

3078F: Most recent diastolic blood pressure < 80 mmHg $10

3079F: Most recent diastolic blood pressure 80-89 mmHg $10

1090F: Bladder Control Assessment $10

0509F: Bladder Control Documented Plan of Care $40

*Must include one compliant systolic AND diastolic code for each patient to 
qualify for incentive.
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IMPORTANT 
& UPCOMING 
PROGRAM DATES 

PROGRAM DATES 

OCT 16TH DEC 9TH
BNMC’s 1st Annual Food As Medicine 
Symposium by Buffalo Niagara Medical 
Campus, Inc.
8:30am – 4:40 PM EDT

CPC+ NY/GB Virtual Regional 
Collaborative Symposium December 9th, 
2021 11:30 AM - 3:00 PM EST

2021 2021

OCT 22ND
Practices will have access to the CPC+ 
Practice Portal and CPC+ Connect until 
October 28, 2022. 

2022

DEC 28TH
2022

The CPC+ Support Help Desk will close for 
practices on December 28, 2022. 
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AUGUST 2021

When transitioning from a DOAC to warfarin, the half-life of 
the DOAC and time to therapeutic benefit of warfarin must 
be considered.  DOACs have a rapid onset of action that 
provides maximal anticoagulation effects within 2-4 hours 
after the first dose.  These agents also have a relatively short 
half-life; which means anticoagulant effect can be reversed 
quickly.  In contrast, warfarin has a slow onset of action and 
a long half-life, therefore; it cannot be turned on and off 
quickly and may take several days (3-5 days) to reach full 
response.  Of note, for all DOAC agents (except for dabig-
atran), there is an option to discontinue DOAC and initiate 
parenteral anticoagulation (i.e. Lovenox) to bridge with 
warfarin until INR is in therapeutic range. However, this may 
not be feasible or ideal for all patients. Summarized below 
are guidelines to switch from DOAC to warfarin without use 
of parenteral agents.

Of note, DOAC agents may falsely elevate INR. As such, it 
is recommended to test INR at the end of the DOAC dosing 
period, when the concentration of the medication is lowest 
(i.e. the “trough level”) to minimize this interference.

Eliquis. Package insert. Bristol-Myers Squibb Company; 2012. 

Pradaxa. Package insert. Boehringer Ingelheim Pharmaceuticals, Inc; 2011. 

Savaysa. Package insert. Daiichi Sankyo, LTD; 2015. 

Witt DM, et al. American Society of Hematology 2018 guidelines for man-
agement of venous thromboembolism: optimal management of anticoag-
ulation therapy. Blood Adv. 2018 Nov 27

Xarelto. Package insert. Janssen Pharmaceuticals, Inc; 2011. 

HOW DO YOU 
TRANSITION PATIENTS 
FROM A DIRECT ACTING 
ORAL ANTICOAGULANTS 
(DOAC)* TO WARFARIN?   

PHARMACY UPDATE

PRADAXA 
(dabigatran)

Overlap warfarin with dabigatran for 3 days (normal renal 
function); 2 days (CrCl 30 to 50 mL/min); or 1 day (CrCl 15 
to 30 mL/min) or Overlap warfarin with dabigatran until 
the INR is therapeutic on warfarin

ELIQUIS
(apixaban)

Overlap warfarin with apixaban until the INR is 
therapeutic on warfarin, testing right before the next 
apixaban dose to minimize the effect of apixaban on INR 
elevation

SAVAYSA 
(edoxaban)

Reduce dose by half (i.e. from 60 to 30 mg daily or from 
30 to 15 mg daily) and begin warfarin concurrently. 
Discontinue edoxaban when the INR is ≥2 or Overlap 
warfarin with edoxaban until the INR is therapeutic on 
warfarin, testing right before the next edoxaban dose

XARELTO 
(rivaroxaban)

Overlap warfarin with rivaroxaban until the INR is 
therapeutic on warfarin, testing right before the next 
rivaroxaban dose
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WHAT ARE ALTERNATE 
SMOKING CESSATION 
AGENTS THAT MAY BE 
CONSIDERED IF CHANTIX 
IS UNAVAILABLE?

PHARMACY UPDATE

With the expansion of Pfizer’s recall on Chantix due to 
unacceptable levels of nitrosamine impurities, most phar-
macies are unable to order this medication for the treatment 
of smoking cessation. As an alternative, bupropion SR (12hr 
ER) can be considered in certain populations. When using 
bupropion SR for smoking cessation, it is dosed at 150 mg 
once daily for 3 days then increased to 150 mg twice daily 
(maximum dose: 300 mg/day) as tolerated. Use of bupropion 
is contraindicated in patients with seizure disorder, histo-
ry of eating disorders (anorexia/bulimia), as well as those 
currently using MAO inhibitors. Additionally, bupropion has 
stimulating effects and should be used with caution in those 
with uncontrolled hypertension or other cardiovascular 
disease, elderly patients or in those in which weight loss is 
not desirable. 

For increased success in smoking cessation, bupropion 
may be used in tandem with nicotine replacement therapy 
(NRT; patches, lozenge, gum). While nicotine patches deliver 
nicotine in a sustained manner throughout the day to reduce 
withdrawal symptoms, nicotine gum and lozenges are 
more rapidly absorbed, relieve withdrawal symptoms more 
quickly than the patch and may provide patients some of the 

satisfaction associated with smoking. Combination NRT (i.e. 
nicotine patch + a more rapidly absorbed form of nicotine) 
is more effective than using a single product alone and is 
considered the standard of care when using NRT. 

Of note, to address shortage of Chantix, the FDA is currently 
working to coordinate with Canadian Apotex Corp. to begin 
authorized importation of Apotex’s Apo-Varenicline 0.5mg 
and 1mg tablets (varenicline tartrate, generic equivalent 
of Chantix) from Canada to the US. Guidance for ordering 
is not currently available, and it is important to note that 
patient access may be hindered by insurance coverage. The 
pharmacy department will continue to provide updates re-
garding apo-varenicline availability and access as new infor-
mation becomes available.  Please see letter linked below for 
further detail regarding access and use of the medication:

Varenicline Tartrate DHCP Letter (fda.gov)

Bupropion. Lexi-Drugs. Lexicomp. Wolters Kluwer Health, Inc. Riverwoods, 
IL. Accessed August 27, 2021. 

Food and Drug Administration. FDA Updates and Press Announcements 
on Nitrosamine in Varenicline (Chantix). Accessed August 27, 2021. 

2018 ACC Expert Consensus Decision Pathway on Tobacco Cessation 
Treatment. J Am Coll Cardiol 2018; Dec 5.

Auerbach M, Schrier S. Treatment of iron deficiency is getting trendy. Lan-
cet Haematol 2017; 4:e500.

Moretti D, Goede JS, Zeder C, et al. Oral iron supplements increase 
hepcidin and decrease iron absorption from daily or twice-daily doses in 
iron-depleted young women. Blood 2015; 126:1981.

Schrier SL. So you know how to treat iron deficiency anemia. Blood 2015; 
126:1971.

Stoffel NU, Cercamondi CI, Brittenham G, et al. Iron absorption from oral 
iron supplements given on consecutive versus alternate days and as single 
morning doses versus twice-daily split dosing in iron-depleted women: two 
open-label, randomized controlled trials. Lancet Haematol 2017; 4:e524.

Stoffel NU, Zeder C, Brittenham GM, et al. Iron absorption from supple-
ments is greater with alternate day than with consecutive day dosing in 
iron-deficient anemic women. Haematologica 2020; 105:1232.

WHAT IS THE ROLE OF EVERY-
OTHER-DAY DOSING OF ORAL 
IRON SUPPLEMENTS? 
Evidence suggests that alternate-day dosing appears to 
result in equivalent or better iron absorption than daily dos-
ing, usually with fewer adverse effects. Findings from a 2015 
study of the response of 54 iron-deficient women to daily 
oral iron suggested that giving multiple doses per day could 
cause a paradoxical decrease in iron absorption. Higher 
or more frequent doses of iron raised circulating hepcidin 
levels and reduced subsequent fractional iron absorption. 
Subsequent randomized trials of women with iron deficien-
cy, with or without anemia, have also documented improved 
iron absorption with alternate-day dosing compared with 
every-day dosing.

https://www.fda.gov/media/150799/download
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WHAT ARE THE 
CHARACTERISTICS 
OF METHOTREXATE-
RELATED ANEMIA?

PHARMACY UPDATE

Methotrexate-related bone marrow suppression has been 
shown to have a varied onset which may occur rapidly or 
at any time during treatment. With low-doses used to treat 
conditions such as RA or psoriasis, the medication may 
cause severe, and sometimes fatal bone-marrow suppres-
sion with agranulocytosis, anemia, aplastic anemia, leuko-
penia, neutropenia, pancytopenia, and thrombocytopenia. 
Hematologic toxicity may be dose-dependent and is thought 
to occur secondary to methotrexate’s interference with stem 
cell DNA synthesis, repair and cellular replication (specif-
ically in the S phase of the cell cycle) which is caused by 
inhibition of dihydrofolate reductase. Hematologic toxicities 
are also seen with high-dose methotrexate, most commonly 
in the presence of kidney dysfunction and specific con-
current medications delaying methotrexate clearance (i.e. 
NSAIDS, ciprofloxacin, penicillin-type drugs, sulfamethoxaz-
ole/trimethoprim, probenecid, phenytoin, and proton pump 
inhibitors). 

Methotrexate may also cause macrocytic anemias to de-
velop given its effects cell division. As methotrexate slows 
division of the cell, an increased amount of protein may 
accumulate between cell divisions leading to an increase in 
MCV. Reducing the dose of methotrexate may improve red 
blood cell production, however patients may not respond to 
decreased dosage if there is also a large inflammatory com-
ponent to the anemia. Other causes of macrocytic anemia 
may be hypothyroidism, alcoholism, liver dysfunction and 
myelodysplastic syndrome. To reduce risk of hematologic 
toxicity, many experts recommend that all patients who take 
chronic low-dose methotrexate also be treated with folic 
acid supplementation. 

Methotrexate. Lexi-Drugs. Lexicomp. Wolters Kluwer Health, Inc. River-
woods, IL. Accessed August 27, 2021. 

R. Jessen Hickman, MD. The Rheumatologist. How to Manage, Treat 
Anemia of Inflammation in Patients with Rheumatic Disease. Accessed 
August 27, 2021.

2021 Guideline for the Prevention of Stroke in Patients With Stroke and 
Transient Ischemic Attack: A Guideline From the American Heart Associa-
tion/American Stroke Association. AHA Stroke. 2021.

Antithrombotic and thrombolytic therapy for ischemic stroke: Antithrom-
botic Therapy and Prevention of Thrombosis, 9th ed: American College of 
Chest Physicians Evidence-Based Clinical Practice Guidelines. American 
College of Chest Physicians. Chest. 2012

Guidelines for the prevention of stroke in patients with stroke and tran-
sient ischemic attack: a guideline for healthcare professionals from the 
American Heart Association/American Stroke Association. American 
Heart Association Stroke Council, Council on Cardiovascular and Stroke 
Nursing, Council on Clinical Cardiology, and Council on Peripheral Vascu-
lar Disease. Stroke. 201.

Antiplatelet Therapy After Noncardioembolic Stroke. AHA Stroke. 2019.

WHAT IS THE RECOMMENDED 
DURATION OF DAPT IN PATIENTS 
AFTER ISCHEMIC STROKE? 
Antiplatelet therapy is recommended for nearly all patients 
who have experienced stroke/TIA without contraindications. 
Dual antiplatelet therapy (DAPT) is not recommended long 
term, and short-term DAPT is recommended only in very 
specific patients, including those with early arriving minor 
stroke and high-risk transient ischemic attack or severe 
symptomatic intracranial stenosis. Recommendations sum-
marized below. Of note, clopidogrel is generally preferred as 
the long-term single antiplatelet agent for secondary stroke 
prophylaxis over aspirin alone given the modest benefit seen 
in prevention of nonfatal stroke, nonfatal myocardial infarc-
tion, or vascular death. 

Intracranial large artery 
atherosclerosis 

DAPT (ASA + clopidogrel) for 90 days, 
followed by long-term single agent antiplatelet 
therapy

Carotid artery stenting DAPT (ASA + clopidogrel) for 30 days after 
CAS, followed by long-term single agent 
antiplatelet therapy 

Small vessel disease, or 
cryptogenic high-risk TIA

DAPT (ASA + clopidogrel) for 21 days after 
CAS, followed by long-term single agent 
antiplatelet therapy
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