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MACRA Overview 3

The Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) 

passed in April 2015 with bipartisan support. MACRA changes how 

the Medicare program reimburses providers and aims to move them 

toward value-based care. The law discontinues the use of the Sustainable 

Growth Rate formula for determining Medicare payments to providers, 

and creates a new quality measurement and reimbursement framework. 

MACRA’S NEW REIMBURSEMENT FRAMEWORK CREATES TWO PAYMENT TRACKS:

 1. Merit-Based Incentive Payment System (MIPS)

 2. Advanced Alternative Payment Models (APMs)

*Starting in 2017, Medicare will adjust payments to clinicians based on 

which track the clinician/ clinician group is participating in. Clinician 

payment will not be impacted until 2019, but 2017 will be the performance 

year for determining how payments will be adjusted in 2019. During the 

first year of implementation, it is expected that the vast majority of clinicians 

will fall into the MIPS track. 

MIPS combines parts of the Physician Quality Reporting System, the Value 

Modifier, and the Electronic Health Record Incentive Program into a single 

program in which clinicians are measured on quality, cost, improvement 

activities, and advancing care information. Based on those measurements, 

clinicians could face potential penalties of up to 4% and potential bonuses 

of up to 10% in 2019. 

*If you answer “NO” to any of the following questions, you will NOT be in the Quality Payment Program 
for 2017 and will NOT be required to report for 2017:

1. Will you bill Medicare more than $30,000 in 2017?
2. Will you provide care to more than 100 Medicare patients in 2017?
3. Did you participate in Medicare in 2016?
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MACRA Overview 4

Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model 
(APM) Incentive under the Physician Fee Schedule, and Criteria for Physician-Focused Payment Models,” Oct 14, 
2016, available at: https://s3.amazonaws.com/public-inspection.federalregister.gov/2016-10032.pdf; Advisory Board 
Company interviews and analysis. 

MACRA
Performance Period CY 2017

Payment Period 2019

Advanced Alternative
Payment Model (APMs)

• MSSP Track 2 and 3 (PCPs only)

• Next Generation ACO

• Patient centered medical home

• 5% annual bonus for 
participation 

• Exempt from MIPS payment 
adjustments

• Based on cost and quality 
measures performance

• Two-sided risk contracts with a 
loss sharing at least 30% 

• Certified EHR

• Quality requirements 
comparable to MIPS 

Merit-Based Incentivized
Program System (MIPS)

• Not in an Advanced APM 

• In an Advanced APM but below 
volume thresholds

• All physicians, physician 
assistants, nurse practitioners, 
clinical nurse specialists

• MSSP Track 1

• Payment adjustments +/ -4% 
to +/- 9% by 2022

• Based on quality, costs, CPIA 
and ACI

Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model (APM) 
Incentive under the Physician Fee Schedule, and Criteria for Physician-Focused Payment Models,” Oct 14, 2016, available 
at: https://s3.amazonaws.com/public-inspection.federalregister.gov/2016-10032.pdf; Advisory Board Company interviews 
and analysis.
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5Terms and 
Abbreviations
ACI Advancing Care Information-Under MACRA – scoring based on meaningful use like criteria to 

achieve certified electronic health information technology that are relevant to the practice. 

ACO Accountable Care Organization – group of healthcare providers and hospitals who come together 
to coordinate high quality care, especially of chronically ill Medicare patients, while avoiding 
duplication of services. 

APM Alternative Payment Model – is a payment approach that gives added incentive payments to 
provide high-quality and cost-efficient care. APMs can apply to a specific clinical condition, a 
care episode, or a population (MSSP Track 1 qualifies as a MIPS APM). Whereas, Advanced 
APMSs are a subset of APMs, and let practices earn more for meeting the following criteria: 

1. Requires participants to use CEHRT; 

2. Must provide for payment for covered professional services based on quality measures 
comparable to those for MIPS; and 

3. Must either require that participating APM’s bear risk for monetary loses of more than a 
nominal amount under the APM, or be a Medical Home Model expanded under section 
1115A(c) of the Act. As an Advanced APM you may earn a 5% incentive payment by going 
further in improving patient care and taking on risk through an Advanced APM. 

CIN Clinical Integration Network – physician-driven, physician-led, and physician-managed effort 
to develop and maintain active and ongoing clinical initiatives designed to control costs and 
improve the quality of inpatient and outpatient care. 

CPIA Clinical Practice Improvement Activity – an activity that has been identified as improving 
clinical practice or care delivery and is likely to result in improved outcomes. 

MACRA Medicare Access and Children’s Health Insurance Program Reauthorization Act of 2015 – 
Medicare provider legislation that comprises of 2 quality payment programs – MIPS or APM. 

MIPS Merit-Based Incentivized Payment System – Payment model under MACRA the provider is 
scored for the quality, resource use, clinical practice improvement activities and advancing care 
information delivered to Medicare patients. 

MSSP Medicare Shared Savings Program – established under the Affordable Care Act that awards 
providers in an ACO for meeting quality metrics and lowering healthcare costs in the  
Medicare population.

QCDR Qualified Clinical Data Registry – certified mechanism for reporting quality data to CMS. 

Non-Patient-Facing Clinician Clinician or group with <25 billed patient-facing encounters in a performance period. 

i.e. radiology, pathology, nuclear medicine, anesthesiology, telehealth medicine 
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6Measurement 
Requirements

QUALITY (Previously PQRS)
• Clinicians would choose to report six measures versus the nine measures currently required under 

the Physician Quality Reporting System (PQRS) with additional population based measures

• Over 200 measures to choose from, 80% tailored to specialists 

COST / RESOURCE USE (Previously VBPM Cost Component)
• Score based on Medicare claims; no reporting requirements for clinicians for 2017

• Total per capita costs for all attributed beneficiaries and Medicare spending per beneficiary

• New episode-based cost measures for specialists

• Part D costs 

CLINICAL PRACTICE IMPROVEMENT ACTIVITIES (CPIA)
• Clinicians would be rewarded for clinical practice improvement activities such as activities focused 

on care coordination, beneficiary engagement, and patient safety

• Over 90 activities to choose from; some weighted higher than others

• Clinicians in certain APMs and qualified Patient-Centered medical homes receive favorable scoring 

ADVANCING CARE INFORMATION (ACI) (Previously Meaningful Use)
• Replaces the Medicare EHR Incentive Program for eligible professionals (EPs) 

(also known as “meaningful use”)

• Applies to all clinicians, unlike previous Medicare EP meaningful use requirements (which only 
applied to Medicare physicians)

• No longer requires all-or-nothing measure reporting

• Requires fewer measures, providers scored on participation and performance

• Opportunity to report as group or individual
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For MSSP ACO 
Participants
SUMMARY MATRIX

7

DOMAIN WHAT’S MEASURED
MEASUREMENT 

PERIOD
HOW COLLECTED HOW SUBMITTED

HOW CIN 
WILL HELP

PROVIDER EFFECT

Quality
15 measures pre-defined 

by CMS
Jan 1-Dec 31, 2017 GPRO manual 

abstractions
Web interface 

via Athena
Office education and 
materials

Reinforce proper 
coding and standardize 
documentation

CPIA
High and medium activities

pre-determined by CMS
>90 days 
Jan 1-Oct 2, 2017 

Attestation Web interface 
via Athena

Provide list of CPIA’s 
MSSP is awarded for 
2017

N/A to report

ACI

Minimum 5 measures

>90 days 
Jan 1-Oct 2, 2017 

Attestation 
and EHR

Web interface 
via Athena

Compilation of all CIN 
EHRs

Survey of EHR and version

Average of all TINs – 
one score for all

Determination if your 
EHR meets basic 5 
measures

Must be able to demonstrate 
and submit required information 
via EHR

Cost

N/A N/A Claims NA not scored in 
2017

N/A Expect Feedback from CMS 
for 2018 requirements
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For MSSP ACO Participants
QUALITY MEASURES qpp.cms.gov/measures/quality

8

QUALITY MEASURE BENCHMARK AGE DESCRIPTION REQUIRED DOCUMENTATION

Med rec on: after discharge inpatient facility 80% > 18

% of discharges from any inpatient facility 
(e.g. hospital, SNF, or rehab) seen within 30 
days following discharge for whom the 
discharge medication list was reconciled 
with the current medication list in the 
outpatient medical record

Date of med reconciliation, 
reference of the discharge meds 
i.e. D/C meds reviewed

Falls: screening for future fall risk 82% > 65 % of patients screened for future fall risk

Documentation of assessment for 
fall history or any fall with injury. 
Documentation of “no falls” is 
sufficient

DM: Hba1c poor control>9% N/A 18-75
% of DM patients with a hemoglobin 
A1c>9%

Annual lab-date and results 
documented

Diabetes composite: diabetes: eye exam N/A 18-75

% of DMp Patients who had a retinal 
or dilated eye exam by an eye care 
professional or a negative retinal 
or dilated eye exam in 2016

Results of eye exam or 
documentation of “no evidence of 
retinopathy” 

HTN: controlling high blood pressure 90% 18-85
% of patients with HTN whose BP was 
adequately controlled (<140/90)

BP documented at every visit

IVD: use of aspirin or another antithrombotics 90% > 18

% of patients with AMI, CABG, PCI in 2016 
or a diagnosis of IVD in 2017 who had 
documentation of aspirin or other 
antiplatelet

Aspirin on med list

Depression remission at twelve months N/A > 18

Patients with major depression or dysthymia 
and an initial Phq-9 score > 9 who 
demonstrate remission at 12 months (+/- 30 
days after an index visit) with a Phq-9 score 
< 5. 

Documentation of dates of Phq-9 
with score

Breast cancer screening 90%
Female 
50-74

% of women who had a mammogram to 
screen for breast cancer

Date of mammogram and  
results – ”normal” “abnormal” 
Acceptable

Colorectal cancer screening 90% 50-75
% of patients with appropriate screening for 
colorectal cancer

Date of colorectal cancer 
Screening (FOBT) and
results – ”normal” “abnormal” 
acceptable

Preventive care: influenza immunization 
> 6 months (81-3/31 Only)

90% ≥ 6 Mo. 
% of patients with a visit between 
10/1/16-3/31/17 that received an influenza 
immunization between 8/1/16-3/31/17

Doc date given, if known-doc 
allergies, patient declination, 
other medical reason to not 
receive or unavailability of 
vaccine

Pneumonia vaccination status for older adults 90% > 65
% of patients who have ever received 
a pneumococcal vaccine

Doc date (year) and type (Pcv13 
or Ppsv23)
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For MSSP ACO Participants
QUALITY MEASURES qpp.cms.gov/measures/quality

9

QUALITY MEASURE BENCHMARK AGE DESCRIPTION REQUIRED DOCUMENTATION

Preventive care and screening: 
BMI screening & F/U

90% > 18

% of patients with BMI documented with 
a follow-up plan documented within 
previous 6 months if outside > 18.5 
and <25 Kg/M2

Doc height and weight. Doc plan 
if outside parameters. 
Doc any exclusions. Plan may 
include education, referral 
exercise, nutrition etc.

Preventive care and screening: tobacco use: 
screening and cessation intervention

90% > 18
% of patients screened for tobacco use 
> 1 Time 1/1/16-12/31/17 and received 
cessation counseling of a tobacco user

Counseling does not have to be 
on date identified as tobacco  
user – doc both dates

Preventive care and screening: 
screening for clinical depression & F/U plan

90% > 12

% of patients screened for depression using 
an age appropriate standardized depression 
screening tool and if positive, a follow-up 
plan is documented on the date of positive 
screen

Doc date, screening tool used, 
results. Follow-up plan must 
include at least one: additional 
level for depression, suicide risk 
assessment, referral to qualified 
practitioner, pharmacological 
interventions or other 
interventions for diagnosis or 
treatment of depression 

Statin therapy for the prevention and treatment 
of cardiovascular disease

N/A > 21

% of patients who were prescribed 
or on statin therapy that have a diagnosis of 
ASCVD,Ldl-C Level> 190Mg/Dl, 
hypercholesterolemia or age 40-75 with DM 
and a direct Ldl-C of 70-189Mg/Dl

Doc statin on med list or if statin 
prescribed even if patient not 
taking
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For MSSP ACO Participants
CPIA MEASURES qpp.cms.gov/measures/ia

10

SUBCATEGORY CPIA ACTIVITY WEIGHTING EVIDENCE OF COMPLIANCE

Expanded 
practice access

Use of telehealth services and analysis of data for quality improvement, such as participation 
in remote specialty care consults, or teleaudiology pilots that assess ability to still deliver 
quality care to patients.

10
Neuro, intensivist and psychriatic 
telehealth services

Expanded 
practice access

Collection of patient experience and satisfaction data on access to care and development of 
an improvement plan, such as outlining steps for improving communications with patients to 
help understanding of urgent access needs.

10
Press Ganey survey, results and 
improvement plan-template will be 
provided

Population 
management

Take steps to improve healthcare disparities, such as Population Health Toolkit or other 
resources identified by CMS, the Learning and Action Network, Quality Innovation Network, or 
National Coordinating Center. Refer to the local Quality Improvement Organization (QIO) for 
additional steps to take for improving health status of communities as there are many steps to 
select from for satisfying this activity. QIOs work under the direction of CMS to assist eligible 
clinicians and groups with quality improvement, and review quality concerns for the protection 
of beneficiaries and the Medicare Trust Fund.

10 Participation in BPCI, CJR, HIIN

Population 
management

Empanel (assign responsibility for) the total population, linking each patient to a MIPS eligible 
clinician or group or care team.

Empanelment is a series of processes that assign each active patient to a MIPS eligible 
clinician or group and/or care team, confirm assignment with patients and clinicians, and use 
the resultant patient panels as a foundation for individual patient and population health 
management.

Empanelment identifies the patients and population for whom the MIPS eligible clinician or 
group and/or care team is responsible and is the foundation for the relationship continuity 
between patient and MIPS eligible clinician or group /care team that is at the heart of 
comprehensive primary care. Effective empanelment requires identification of the “active 
population” of the practice: those patients who identify and use your practice as a source for 
primary care. There are many ways to define “active patients” operationally, but generally,  
the definition of “active patients” includes patients who have sought care within the last 24  
to 36 months, allowing inclusion of younger patients who have minimal acute or preventive 
health care. 

10

PPLs have member lists and 
provider attribution. A relationship 
is started via letter and visit if  
high risk

Population 
management

Pro-actively manage chronic and preventive care for empaneled patients that could include 
one or more of the following:

1. Provide patients annually with an opportunity for development and/or adjustment of an 
individualized plan of care as appropriate to age and health status, including health risk
appraisal; gender, age and condition-specific preventive care services; plan of care for 
chronic conditions; and advance care planning;

2. Use condition-specific pathways for care of chronic conditions (e.g., hypertension, 
diabetes, depression, asthma and heart failure) with evidence-based protocols to guide 
treatment to target;

3. Use pre-visit planning to optimize preventive care and team management of patients with 
chronic conditions;

Use panel support tools (registry functionality) to identify services due; use reminders and 
outreach (e.g., phone calls, emails, postcards, patient portals and community health workers 
where available) to alert and educate patients about services due; and/or routine medication 
reconciliation.

10

PPLs have member lists and 
provider attribution. A relationship 
is started via letter and visit if high 
risk. Hospital-based providers 
participate in hospital quality 
initiatives and have chronic 
condition pathways and order sets 
built into cerner 
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For MSSP ACO Participants
CPIA MEASURES (continued) qpp.cms.gov/measures/ia 

11

SUBCATEGORY CPIA ACTIVITY WEIGHTING EVIDENCE OF COMPLIANCE

Population 
management

Provide longitudinal care management to patients at high risk for adverse health outcome or 
harm that could include one or more of the following:

Use a consistent method to assign and adjust global risk status for all empaneled patients to 
allow risk stratification into actionable risk cohorts. Monitor the risk-stratification method
and refine as necessary to improve accuracy of risk status identification;

Use a personalized plan of care for patients at high risk for adverse health outcome or harm, 
integrating patient goals, values and priorities; and/or

Use on-site practice-based or shared care managers to pro-actively monitor and coordinate 
care for the highest risk cohort of patients.

10
Care coordination for high risk 
patients

Population 
management

Manage medications to maximize efficiency, effectiveness and safety that could include one 
or more of the following:

Reconcile and coordinate medications and provide medication management across transitions 
of care settings and eligible clinicians or groups; Integrate a pharmacist into the care team;
and/or Conduct periodic, structured medication reviews. 

10
Measure med rec post inpatient 
discharge through GPRO

Care 
coordination

Performance of regular practices that include providing specialist reports back to the referring 
MIPS eligible clinician or group to close the referral loop or where the referring MIPS eligible 
clinician or group initiates regular inquiries to specialist for specialist reports which could be 
documented or noted in the certified EHR technology. 

10
Coordination with PCP measure in 
phase 2 of CIN Metric 2.0

Care 
coordination

Timely communication of test results defined as timely identification of abnormal test results 
with timely follow-up.

10
Critical results protocol for 
hospital-based clinicians

Care 
coordination

Implementation of practices/processes that document care coordination activities  
(e.g., a documented care coordination encounter that tracks all clinical staff involved and 
communications from date patient is scheduled for outpatient procedure through day  
of procedure).

10
Pre-boarding process for 
hospital-based outpatient 
procedures

Care 
coordination

Implementation of practices/processes to develop regularly updated individual care plans for 
at-risk patients that are shared with the beneficiary or caregiver(s).

10
Care coordination for high risk 
patients

Care 
coordination

Implementation of practices/processes for care transition that include documentation of how 
a MIPS eligible clinician or group carried out a patient-centered action plan for first 30 days 
following a discharge (e.g., staff involved, phone calls conducted in support of transition, 
accompaniments, navigation actions, home visits, patient information access, etc.). 

10
Care coordination for high risk 
patients; care management 
programs

Care 
coordination

Ensure that there is bilateral exchange of necessary patient information to guide patient care 
that could include one or more of the following: Participate in a Health Information Exchange 
if available; and/or use structured referral notes.

10 HIE with EDW; mobile MD

Care 
coordination

Develop pathways to neighborhood/community-based resources to support patient health 
goals that could include one or more of the following:
Maintain formal (referral) links to community-based chronic disease self-management support 
programs, exercise programs and other wellness resources with the potential for bidirectional 
flow of information; and/or provide a guide to available community resources.

10
DM clinics, commaudin clinics, 
wellness clinics and programs with 
payers and Dignity Health
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For MSSP ACO Participants
CPIA MEASURES (continued) qpp.cms.gov/measures/ia

12

SUBCATEGORY CPIA ACTIVITY WEIGHTING EVIDENCE OF COMPLIANCE

Beneficiary 
engagement

Collection and follow-up on patient experience and satisfaction data on beneficiary 
engagement, including development of improvement plan.

20
Press Ganey survey, results and 
improvement plan-template will be 
provided

Beneficiary 
engagement

Use evidence-based decision aids to support share decision-making. 10

Beneficiary 
engagement

Regularly assess that patient experience of care through surveys, advisory councils, and/or 
other mechanisms.

10
Press Ganey survey, results – 
patient councils in some hospitals 

Beneficiary 
engagement

Engage patients and families to guide improvement in the system  
of care.

10
Patient councils in some  
hospitals – MSSP has to have a 
beneficiary on the governing board

Beneficiary 
engagement

Engage patients, families, and caregivers in developing a plan of care and prioritizing their 
goals for action, documented in the certified EHR technology.

10 Care Plans

Patient safety 
and practice 
assessment

Build the analytic capability required to manage total cost of care for the practice population 
that could include one or more of the following:
Train appropriate staff on interpretation of cost and utilization
information; and/or use available data regularly to analyze opportunities to reduce
cost through improved care.

10 BPCI, CJR 

Patient safety 
and practice 
assessment

Measure and improve quality at the practice and panel level that could include one or more of 
the following: 
1. Regularly review measures of quality, utilization, patient satisfaction and other measures 
that may be useful at the practice level and at the level of the care team or MIPS eligible
clinician or group(panel); and/or
2. Use relevant data sources to create benchmarks and goals for performance at the practice 
level and panel level.

10

CIN Metric 2.0 Phase 1 measures. 
Hospital-based quality results are 
reported to the applicable medical 
committees

Patient safety 
and practice 
assessment

Ensure full engagement of clinical and administrative leadership in practice improvement that 
could include one or more of the following:
1. Make responsibility for guidance of practice change a component of clinical and 
administrative leadership roles;
2. Allocate time for clinical and administrative leadership for practice improvement efforts, 
including participation in regular team meetings; and/or
3. Incorporate population health, quality and patient experience metrics in regular reviews of 
practice performance.

10

CIN Clinical Steering Committee 
purpose, CIN leadership calls 
monthly, quick view dashboard 
and report cards when available. 
Hospital-based providers 
participate in quality program with 
reported results and Press Ganey 
patient experience activities

Integrated 
behavioral and 
mental health

Diabetes screening for people with schizophrenia or bipolar disease who are using 
antipsychotic medication.

10

Integrated 
behavioral and 
mental health

Unhealthy alcohol use: Regular engagement of MIPS eligible clinicians or groups in integrated 
prevention and treatment interventions, including screening and brief counseling (refer to 
NQF #2152) for patients with co-occurring conditions of behavioral or
mental health conditions.

10

Integrated 
behavioral and 
mental health

Depression screening and follow-up plan: Regular engagement of MIPS eligible clinicians or 
groups in integrated prevention and treatment interventions, including depression screening 
and follow-up plan (refer to NQF #0418) for patients with co-occurring conditions of 
behavioral or mental health conditions.

10
Depression screening and 
follow-up plan GPRO measure
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ID ACI MEASURE DESCRIPTION
REQUIRED 
FOR BASE 

SCORE

PERFORMANCE 
SCORE WEIGHT

REQUIREMENT FOR 
PROOF OF COMPLIANCE 

ATTESTATION EHR
MODIFIED 

MU 2
MU 3

Health 
information 
exchange

Health 
information 
exchange

The clinician that transitions 
or refers their patient to 
another care setting or 
clinician uses CERT to create 
a summary of care report 
and electronically transmits 
that summary to a receiving 
clinician for at least one 
transition of care or referral.

Yes Up to 20%

Numerator/
denominator required 
transmit a summary 
care report 
electronically

X X X

E-prescribing
Electronic 
prescribing

At least one permissible 
prescription written by 
clinician is queried for a drug 
formulary and transmitted 
electronically using CEHRT.

Yes 0

Numerator/
denominator required 
transmit a prescription 
that has queried a drug 
formulary

X X X X

Provide patient 
access

Patient 
electronic 
access

At least one patient seen by the 
clinician is provided timely 
access to view on-line, 
download and transmit to a third 
party their health information 
subject to the clinician’s 
discretion to withhold certain 
information.

Yes Up to 20%

Numerator/
denominator required 
Show portal for patient 
access,downloading 
and sharing of 
information

X X X

Security risk 
analysis

Protect 
patient health 
information

Conduct or review a security 
risk analysis in accordance with 
the Regiments in 45 CFR 
164.308(a)(1), including 
addressing the security (to 
include encryption) of EPHI 
created or maintained by 
CEHRT in accordance with 
requirements in 45 CFR 
164.312(a)(2)(Iv) and 45 CFR 
164.306(D)(3), and implement 
security updates as necessary 
and correct security 
deficiencies as part of the 
clinician’s risk management 
process.

Yes 0

Yes/no statement Show 
doc of risk assessment 
and result and any 
corrections

X X X

Send a summary 
of care record

Health 
information 
exchange

For at least one transition 
of care or referral, clinician 
that transitions or refers their 
patient to another setting of 
care or provider creates a 
summary of care record using 
CEHRT and electrically 
exchanges the summary of 
care record.

Yes Up to 10%

Numerator/ 
denominator required 
transmit a summary care 
report electronically

X X

Summary of 
care measure

Health 
information 
exchange

For at least one transition of 
care or referral received or 
patient encounter in which 
the clinician has never 
before encountered the 
patient, clinician receives or 
retrieves and incorporates 
into the patient’s record an 
electronic summary 
of care document.

Yes Up to 10%

Numerator/
denominator required 
uploads or accepts 
electronic summary of 
care

X X

For MSSP ACO Participants
ACI MEASURES qpp.cms.gov/measures/aci
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ID ACI MEASURE DESCRIPTION
REQUIRED 
FOR BASE 

SCORE

PERFORMANCE 
SCORE WEIGHT

REQUIREMENT FOR 
PROOF OF COMPLIANCE 

ATTESTATION EHR
MODIFIED 

MU 2
MU 3

Clinical data 
registry 
reporting

Public health 
and clinical 
data registry 
reporting

Clinician is in active 
engagement to submit data 
to a clinical data registry. 
Earn 5% bonus in the ACI 
category for submitting to 
one or more public health 
or clinical data registries.

No 0
Yes/no statement 
Show registry reporting

X X

Clinical 
information 
reconciliation

Health 
information 
exchange

For at least one transition of 
care or referral received or 
patient encounter which the 
clinician has never before 
encountered the patient, 
clinician performs clinical 
information reconciliation. 
The clinician must 
implement clinical 
information for the following 
tree clinical information 
sets: medication – review of 
the patient’s medication, 
including the name, 
dosage, frequency, and 
route of each medication; 
medication allergy;current 
problem list. Review of the 
current and active 
diagnoses.

No Up to 10%

Numerator/ 
denominator required
show med rec with 
allergies and problem list

X X

Electronic case 
reporting

Public health 
and clinical 
data registry 
reporting

Clinician is in active 
engagement with a public 
health agency to 
electronically submit case 
reporting of reportable 
conditions. Earn 5% bonus 
in the ACI category for 
submitting to one or more 
public health or clinical 
data registries.

No 0
Yes/no statement 
Show registry reporting

X X

Immunization 
registry 
reporting

Public health 
reporting

Clinician is in active 
engagement with a public 
health agency to submit 
immunization data.

No 0 or 10%
Yes/no statement 
show immunization 
registry reporting

X X X

Medication 
reconciliation

Medication 
reconciliation

Clinician performs medication 
reconciliation for at least one 
transition of care in which the 
patient is transitions into the 
care of the clinician.

No Up to 10%

Numerator/ 
denominator required  
perform a med 
reconciliation on a 
receiving referred 
patient

X X

Patient specific 
education

Patient 
specific 
education

Clinician must use clinically 
relevant information from 
CEHRT to identify 
patient-specific educational 
resources and provide 
electronic access to those 
materials to at least one 
unique patient seen by the 
clinician.

No Up to 10%

Numerator/ 
denominator required 
Provide education using 
a patient portal

X X X
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ID ACI MEASURE DESCRIPTION
REQUIRED 
FOR BASE 

SCORE

PERFORMANCE 
SCORE WEIGHT

REQUIREMENT FOR 
PROOF OF COMPLIANCE 

ATTESTATION EHR
MODIFIED 

MU 2
MU 3

Patient-
generated 
health data

Coordination 
of care 
through 
patient 
engagement

Patient-generated health data 
or data from a non-clinical 
settling is incorporated into the 
CEHRT for at least one unique 
patient.

No Up to 10%

Numerator/ 
denominator  
required show 
incorporation of data 
give to clinician in EHR

X X

Public health 
registry 
reporting

Public health 
and clinical 
data registry 
reporting

Clinician is in active 
engagement with a public 
health agency to submit data 
to public health registries. 
Earn 5% bonus in the ACI 
category for submitting to one 
or more public health or 
clinical data registries.

No 0
Yes/no statement Show 
registry reporting

X X

Secure 
messaging

Secure 
messaging

For at least 1 patient seen by 
the clinician, a secure 
message was sent using the 
electronic messaging function 
of CEHRT to the patient or in 
response to a secure message 
sent by the patient.

No Up to 10%

Numerator/ 
denominator required 
Show secure messaging 
capability of EHR

X X X

Specialized 
registry reporting

Public health 
reporting

Clinician is in active 
engagement to submit 
data to specialized registry. 
Earn 5% bonus in the ACI 
category for submitting to 
one or more public health or 
clinical data registries.

No 0
Yes/no statement  
Show registry reporting

X X

Syndromic 
surveillance 
reporting

Public health 
reporting

Clinicians is in active 
engagement with a public 
health agency to submit 
syndromic surveillance 
data. Earn 5% bonus in 
the ACI category for 
submitting to one or 
more public health or 
clinical data registries.

No 0
Yes/no statement 
Show registry reporting

X X X

View, 
Download or 
Transmit (VDT)

Patient 
electronic 
access

At least one patient seen by 
the clinician views, 
downloads or transmits 
their health information 
to a third party. 

No Up to 10%

Numerator/ 
denominator required
Show portal for patient 
access, downloading and 
sharing of information

X X X
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For Non-MSSP 
Providers(MIPS-PCPs)
SUMMARY MATRIX

DOMAIN WHAT’S MEASURED
MEASUREMENT 

PERIOD
HOW COLLECTED HOW SUBMITTED HOW CIN WILL HELP

WHAT DOES IT MEAN 
FOR PROVIDER

Quality

6 measures 
Completion of Data 
and Results >90 days

Jan 1-Oct 2, 2017
*Jan 1-Dec 31, 2017

Manual/EHR/Claims

Claims 
50% Medicare part B

Recommend 
measures to select

Reinforce proper 
coding and standardize 
documentation

Specialty 
subsets – all if <6 
measures or choose 
6 if >6 measures

EHR, Registry and 
QCDR – 50% all 
payers

Office education 
and materials

Claims – no additional 
action
EHR – Set up EHR web 
interface (like PQRS) 
QCDR – Establish 
relationship

*TINs>25 15
measures

*GPRO manual
Abstractions

*Web Interface via
Athena

CPIA

High and medium 
activities – up to 4 
activities >90 days

Jan 1-Oct 2, 2017 Attestation

EHR, registry and 
QCDR, attestation 
mechanism Provide recommended 

activities to select
You must select yes to 
selected activities to 
upload for attestation

*Web Interface via
Athena

TINs<15 or 
non-patient facing 
provider – 2 activities

ACI Minimum 5 measures >90 days
Jan 1-Oct 2, 2017 

Attestation and EHR

CEHRT, EHR, 
registry and QCDR, 
attestation mechanism

Compilation of 
all CIN EHRs

Survey of EHR 
and version

Determination if your 
EHR meets basic 5 

measures

Must be able to 
demonstrate and submit 
required information

None if hospital 
based provider

*Web interface via
Athena

Cost N/A N/A Claims N/A not scored in 2017 N/A Expect feedback 
from CMS for 2018 
requirements

* Groups Larger Than 25
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For Non-MSSP Providers (MIPS-PCPs)
QUALITY MEASURES qpp.cms.gov/measures/quality

QUALITY MEASURE BENCHMARK AGE DESCRIPTION REQUIRED DOCUMENTATION

DM: HbA1c poor control>9% N/A 18-75 % of DM patients with a hemoglobin a1c>9% Annual lab-date and results documented

Breast cancer screening 90%
Female
50-74

% of women who had a mammogram 
to screen for breast cancer

Date of mammogram and results – ”normal” 
“abnormal” acceptable

Colorectal cancer screening 90% 50-75
% of patients with appropriate screening 
for colorectal cancer

Date of colorectal cancer screening (FOBT) and 
results – ”normal” “abnormal” acceptable

HTN: controlling high blood pressure 90% 18-85
% of patients with HTN whose BP was 
adequately controlled (<140/90)

BP documented at every visit

IVD: use of aspirin or another 
antithrombotics

90% > 18

% of patients with AMI, CABG, PCI in 
2016 or a diagnosis of IVD in 2017 who 
had documentation of aspirin or other 
anti-platelet

Aspirin on med list

Preventive Care and Screening: 
screening for clinical depression 
& F/U Plan

90% > 12

% of patients screened for depression 
using an age appropriate standardized 
depression screening tool and if positive 
a follow-up plan is documented on the 
date of positive screen

Doc date,screening tool used, results. 
Follow-up plan must include at least 
one: additional level for depression, suicide risk 
assessment, referral to qualified practitioner, 
pharmacological interventions or other 
interventions for diagnosis or treatment of 
depression 
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For Non-MSSP Providers (MIPS-PCPs)
CPIA MEASURES qpp.cms.gov/measures/ia

ID SUBCATEGORY ACTIVITY WEIGHTING PCPS
EVIDENCE OF 
COMPLIANCE

EPA 3
Expanded 
practice access

Collection of patient experience and satisfaction data on access to care and 
development of an improvement plan, such as outlining steps for improving 
communications with patients to help understanding of urgent access needs.

10 10
Press Ganey survey; results 
and improvement plan 
(template can be provided)

PM 
13

Population 
management

Pro-actively manage chronic and preventive care for empaneled patients that 
could include one or more of the following:
1. Provide patients annually with an opportunity for development and/or 
adjustment of an individualized plan of care as
appropriate to age and health status, including health risk appraisal; gender, age 
and condition-specific preventive care
services; plan of care for chronic conditions; and advance care planning;
2. Use condition-specific pathways for care of chronic conditions (e.g., 
hypertension, diabetes, depression, asthma and heart
failure) with evidence-based protocols to guide treatment to target;
3. Use pre-visit planning to optimize preventive care and team management of 
patients with chronic conditions: use panel support tools (registry functionality) 
to identify services due; use reminders and outreach (e.g. phone calls, emails, 
postcards, patient portals and community health workers where available) to 
alert and educate patients about services due; and/or routine medication 
reconciliation.

10 10

Physician practice 
liaisons have member 
lists and provider 
attribution. A 
relationship is started 
via letter and visit if high 
risk

PSPA 
18

Patient safety 
and practice 
assessment

Measure and improve quality at the practice and panel level that could include 
one or more of the following:

1. Regularly review measures of quality, utilization, patient satisfaction and other 
measures that may be useful at the practice level and at the level of the care 
team or MIPS eligible clinical or group (panel); and/or

2. Use relevant data sources to create benchmarks and goals for performance at 
the practice level and panel level.

10 10
CIN Metric 2.0 Phase 1 
measures

PSPA 
20

Patient safety 
and practice 
assessment

Ensure full engagement of clinical and administrative leadership in practice 
improvement that could include one or more of the following:

1. Make responsibility for guidance of practice change a component of clinical 
and administrative leadership roles;

2. Allocate time for clinical and administrative leadership for practice 
improvement efforts, including participation in regular team meetings; and/or

3. Incorporate population health, quality and patient experience metrics in 
regular reviews of practice performance. 

10 10

CIN clinical steering 
committee purpose; CIN 
leadership calls monthly; 
quick view dashboard and 
report cards when available
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For Non-MSSP Providers (MIPS-PCPs)
ACI MEASURES qpp.cms.gov/measures/aci

19

ID ACI MEASURE DESCRIPTION
REQUIRED 
FOR BASE 

SCORE

PERFORMANCE 
SCORE WEIGHT

REQUIREMENT FOR 
PROOF OF COMPLIANCE 

ATTESTATION EHR
MODIFIED 

MU 2
MU 3

Health 
information 
exchange

Health 
information 
exchange

The clinician that transitions 
or refers their patient to 
another care setting or 
clinician uses CERT to create 
a summary of care report and 
electronically transmits that 
summary to a receiving 
clinician for at least one 
transition of care or referral.

Yes Up to 20%

Numerator/
denominator required 
transmit a summary 
care report 
electronically

X X X

E-prescribing
Electronic 
prescribing

At least one permissible 
prescription written by 
clinician is queried for a drug 
formulary and transmitted 
electronically using CEHRT.

Yes 0

Numerator/
denominator required 
transmit a prescription 
that has queried a drug 
formulary

X X X X

Provide patient 
access

Patient 
electronic 
access

At least one patient seen by the 
clinician is provided timely 
access to view on-line, download 
and transmit to a third party their 
health information subject to the 
clinician’s discretion to withhold 
certain information.

Yes Up to 20%

Numerator/
denominator required 
Show portal for patient 
access, downloading 
and sharing of 
information

X X X

Security risk 
analysis

Protect 
patient health 
information

Conduct or review a security risk 
analysis in accordance with the 
regiments in 45 CFR 164.308(a)
(1), including addressing the 
security (to include encryption) 
of EPHI created or maintained 
by CEHRT in accordance with 
requirements in 45 CFR 
164.312(a)(2)(Iv) and 45 CFR 
164.306(D)(3), and implement 
security updates as necessary 
and correct security deficiencies 
as part of the clinician’s risk 
management process.

Yes 0

Yes/no statement Show 
doc of risk assessment 
and result and any 
corrections

X X X

Send a summary 
of care record

Health 
information 
exchange

For at least one transition 
of care or referral, clinician that 
transitions or refers their 
patient to another setting of 
care or provider creates a 
summary of care record using 
CEHRT and electrically 
exchanges the summary of 
care record.

Yes Up to 10%

Numerator/ 
denominator required 
transmit a summary care 
report electronically

X X

Summary of 
care measure

Health 
information 
exchange

For at least one transition of 
care or referral received or 
patient encounter in which 
the clinician has never before 
encountered the patient, 
clinician receives or retrieves 
and incorporates into the 
patient’s record 
an electronic summary 
of care document.

Yes Up to 10%

Numerator/
denominator required 
uploads or accepts 
electronic summary of 
care

X X
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ID ACI MEASURE DESCRIPTION
REQUIRED 
FOR BASE 

SCORE

PERFORMANCE 
SCORE WEIGHT

REQUIREMENT FOR 
PROOF OF COMPLIANCE 

ATTESTATION EHR
MODIFIED 

MU 2
MU 3

Clinical data 
registry 
reporting

Public health 
and clinical 
data registry 
reporting

Clinician is in active 
engagement to submit data 
to a clinical data registry. 
Earn 5% bonus in the ACI 
category for submitting to 
one or more public health 
or clinical data registries.

No 0
Yes/no statement 
Show registry reporting

X X

Clinical 
information 
reconciliation

Health 
information 
exchange

For at least one transition of 
care or referral received or 
patient encounter which the 
clinician has never before 
encountered the patient, 
clinician performs clinical 
information reconciliation. 
The clinician must 
implement clinical 
information for the following 
tree clinical information 
sets: medication – review of 
the patient’s medication, 
including the name, 
dosage, frequency, and 
route of each medication; 
medication allergy;current 
problem list. Review of the 
current and active 
diagnoses.

No Up to 10%

Numerator/ 
denominator required 
show med rec with 
allergies and problem 
list

X X

Electronic case 
reporting

Public health 
and clinical 
data registry 
reporting

Clinician is in active 
engagement with a public 
health agency to 
electronically submit case 
reporting of reportable 
conditions. Earn 5% bonus 
in the ACI category for 
submitting to one or more 
public health or clinical 
data registries.

No 0
Yes/no statement 
Show registry reporting

X X

Immunization 
registry 
reporting

Public health 
reporting

Clinician is in active 
engagement with a public 
health agency to submit 
immunization data.

No 0 or 10%
Yes/no statement 
show immunization 
registry reporting

X X X

Medication 
reconciliation

Medication 
reconciliation

Clinician performs medication 
reconciliation for at least one 
transition of care in which the 
patient is transitions into the 
care of the clinician.

No Up to 10%

Numerator/ 
denominator required  
perform a med 
reconciliation on a 
receiving referred 
patient

X X

Patient specific 
education

Patient 
specific 
education

Clinician must use clinically 
relevant information from 
CEHRT to identify 
patient-specific educational 
resources and provide 
electronic access to those 
materials to at least one 
unique patient seen by the 
clinician.

No Up to 10%

Numerator/ 
denominator required  
Provide education using 
a patient portal

X X X
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ID ACI MEASURE DESCRIPTION
REQUIRED 
FOR BASE 

SCORE

PERFORMANCE 
SCORE WEIGHT

REQUIREMENT FOR 
PROOF OF COMPLIANCE 

ATTESTATION EHR
MODIFIED 

MU 2
MU 3

Patient-
generated 
health data

Coordination 
of care 
through 
patient 
engagement

Patient-generated health data 
or data from a non-clinical 
settling is incorporated into the 
CEHRT for at least one unique 
patient.

No Up to 10%

Numerator / 
denominator  
Required Show 
Incorporation of Data 
Give to Clinician in EHR

X X

Public health 
registry 
reporting

Public health 
and clinical 
data registry 
reporting

Clinician is in active 
engagement with a public 
health agency to submit data 
to public health registries. 
Earn 5% bonus in the ACI 
category for submitting to one 
or more public health or 
clinical data registries.

No 0
Yes/no statement Show 
registry reporting

X X

Secure 
messaging

Secure 
messaging

For at least one patient seen 
by the clinician, a secure 
message was sent using the 
electronic messaging function 
of CEHRT to the patient or in 
response to a secure message 
sent by the patient.

No Up to 10%

Numerator/ 
denominator required   
Show secure messaging 
capability of EHR

X X X

Specialized 
registry reporting

Public health 
reporting

Clinician is in active 
engagement to submit 
data to specialized registry. 
Earn 5% bonus in the ACI 
category for submitting to 
one or more public health or 
clinical data registries.

No 0
Yes/no statement  
Show registry reporting

X X

Syndromic 
surveillance 
reporting

Public health 
reporting

Clinicians is in active 
engagement with a public 
health agency to submit 
syndromic surveillance 
data. Earn 5% bonus in 
the ACI category for 
submitting to one or 
more public health or 
clinical data registries.

No 0
Yes/no statement 
Show registry reporting

X X X

View, download 
or transmit 
(VTD)

Patient 
electronic 
access

At least one patient seen by 
the clinician views, 
downloads or transmits 
their health information 
to a third party. 

No Up to 10%

Numerator/ 
denominator required 
Show portal for patient 
access,downloading and 
sharing of information

X X X
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For Non-MSSP 
Providers(MIPS-Specialist 
& Hospital-Based Providers)
SUMMARY MATRIX

DOMAIN
WHAT’S 

MEASURED
MEASUREMENT 

PERIOD
HOW COLLECTED HOW SUBMITTED HOW CIN WILL HELP

WHAT DOES IT MEAN 
FOR PROVIDER

Quality

6 measures 
Completion of Data 

and Results

>90 days 
Jan 1-Oct 2, 2017

*Jan 1-Dec 31, 2017

Manual/EHR/Claims Claims 
50% Medicare Part B 

Recommend 
measures to select

Office education and 
materials

Reinforce proper 
coding and standardize 
documentation 

Specialty subsets 
All if <6 measures 
or choose 6 if >6 

measures *GPRO Manual 
Abstractions

EHR, registry and 
QCDR – 50% all 

payers

Claims: no additional 
action
EHR: set up EHR web 
interface (like PQRS) 
QCDR – establish 
relationship

*TINs>25 
15 measures

*Web interface
via Athena

CPIA

High and medium 
activities – up to 4 

activities 
>90 days 

Jan 1-Oct 2, 2017 Attestation

EHR, registry and 
QCDR, attestation 

mechanism
Provide 

recommended 
activities to select

You must select yes to 
selected activities to 
upload for attestation

TINs<15 or 
non-patient facing

Provider-2 
activities

*Web interface
via Athena

ACI

Minimum 5 
measures

>90 days 
Jan 1-Oct 2, 2017 Attestation and EHR

CEHRT, EHR, 
registry and 

QCDR, attestation 
mechanism

Compilation of 
all CIN EHRs

Survey of EHR 
and version

Must be able to 
demonstrate and submit 
required information

Determination if your 
EHR meets basic 5 

measures

None if hospital- 
based provider

*Web interface
via Athena

Cost N/A N/A Claims N/A not scored 
in 2017

N/A
Expect feedback 
from CMS for 2018 
requirements
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For Non-MSSP Providers 
(MIPS-Specialists & Hospital-Based Providers)
QUALITY MEASURES

qpp.cms.gov/measures/quality

23

For the specific requirements of the quality measures specialists and hospital-based providers should review 
the details directly via the link below.
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ID SUBCATEGORY ACTIVITY WEIGHTING SPECIALISTS HBP’S EVIDENCE OF COMPLIANCE

EPA 3
Expanded 
practice access

Collection of patient experience and satisfaction data 
on access to care and development of an 
improvement plan, such as outlining steps for 
improving communications with patients to help 
understanding of urgent access needs.

10 10 10

Press Ganey survey; results 
and improvement plan. 
Template can be provided for 
specialist and hospital-based 
providers

PM 13
Population 
management

Pro-actively manage chronic and preventive care for 
empaneled patients that could include one or more of 
the following:
1. Provide patients annually with an opportunity for 
development and/or adjustment of an individualized 
plan of care as appropriate to age and health status, 
including: health risk appraisal; gender, age and 
condition-specific preventive care services; plan of 
care for chronic conditions; and advance care 
planning;
2. Use condition-specific pathways for care of chronic 
conditions (e.g., hypertension, diabetes, depression, 
asthma and heart failure) with evidence-based 
protocols to guide treatment to target;
3. Use pre-visit planning to optimize preventive care 
and team management of patients with chronic 
conditions: use panel support tools (registry 
functionality) to identify services due; use reminders 
and outreach (e.g., phone calls, emails, postcards, 
patient portals and community health workers where 
available) to alert and educate patients about services 
due; and/or routine medication reconciliation. 

10 10 10

Physician practice liaisons 
have member lists and 
provider attribution. A 
relationship is started via letter 
and visit if high risk.  
*NOTE: HOSPITAL-BASED 
PROVIDERS participate in 
hospital quality initiatives and 
have chronic condition 
pathways and order sets built 
into cerner 

PSPA 18
Patient safety 
and practice 
assessment

Measure and improve quality at the practice and 
panel level that could include one or more of the 
following: 
1. Regularly review measures of quality, utilization, 
patient satisfaction and other measures that may be 
useful at the practice level and at the level of the care 
team or MIPS eligible clinician or group (panel); and/
or
2. Use relevant data sources to create benchmarks 
and goals for performance at the practice level and 
panel level.

10 10 10

CIN Metric 2.0 phase 1 
measures.  
*NOTE: HOSPITAL-BASED 
PROVIDERS quality results are 
reported to the applicable 
medical committees

PSPA 20
Patient safety and 
practice 
assessment

Ensure full engagement of clinical and administrative 
leadership in practice improvement that could include 
one or more of the following:
1. Make responsibility for guidance of practice change 
a component of clinical and administrative leadership 
roles;
2. Allocate time for clinical and administrative 
leadership for practice improvement efforts, including 
participation in regular team meetings; and/or
3. Incorporate population health, quality and patient 
experience metrics in regular reviews of practice 
performance.

10 10 10

CIN Clinical Steering 
Committee oversees. CIN 
leadership calls monthly. 
Quick view dashboard and 
report cards when available. 
*NOTE: HOSPITAL-BASED 
PROVIDERS participate in 
quality program with reported 
results and Press Ganey 
patient experience activities

For Non-MSSP Providers 
(MIPS-Specialists & Hospital-Based Providers)
CPIA MEASURES qpp.cms.gov/measures/ia
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Non-MSSP Participants 
(MIPS-Specialists and Hospital-Based Providers)
ACI MEASURES qpp.cms.gov/measures/aci
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ID ACI MEASURE DESCRIPTION
REQUIRED 
FOR BASE 

SCORE

PERFORMANCE 
SCORE WEIGHT

REQUIREMENT FOR 
PROOF OF COMPLIANCE 

ATTESTATION EHR
MODIFIED 

MU 2
MU 3

Health 
information 
exchange

Health 
information 
exchange

The clinician that transitions 
or refers their patient to 
another care setting or 
clinician uses CERT to 
create a summary of care 
report and electronically 
transmits that summary to a 
receiving clinician for at 
least one transition of care 
or referral.

Yes Up to 20%

Numerator/
denominator required  
transmit a summary 
care report 
electronically

X X X

E-prescribing
Electronic 
prescribing

At least one permissible 
prescription written by 
clinician is queried for a 
drug formulary and 
transmitted electronically 
using CEHRT.

Yes 0

Numerator/
denominator required  
transmit a prescription 
that has queried a drug 
formulary

X X X X

Provide patient 
access

Patient 
electronic 
access

At least one patient seen by 
the clinician is provided timely 
access to view on-line, 
download and transmit to a 
third party their health 
information subject to the 
clinician’s discretion to 
withhold certain information.

Yes Up to 20%

Numerator/
denominator required   
Show portal for patient 
access,downloading 
and sharing of 
information

X X X

Security risk 
analysis

Protect 
patient health 
information

Conduct or review a security 
risk analysis in accordance 
with the regiments in 45 CFR 
164.308(a)(1), including 
addressing the security (to 
include encryption) of EPHI 
created or maintained by 
CEHRT in accordance with 
requirements in 45 CFR 
164.312(a)(2)(Iv) and 45 CFR 
164.306(D)(3), and 
implement security updates 
as necessary and correct 
security deficiencies as part of 
the clinician’s risk 
management process.

Yes 0

Yes/no statement Show 
doc of risk assessment 
and result and any 
corrections

X X X

Send a summary 
of care record

Health 
information 
exchange

For at least one transition 
of care or referral, clinician 
that transitions or refers their 
patient to another setting of 
care or provider creates a 
summary of care record 
using CEHRT and electrically 
exchanges the summary of 
care record.

Yes Up to 10%

Numerator/ 
denominator required 
transmit a summary 
care report 
electronically

X X

This MACRA Playbook aims to assist you in understanding what MIPS is, identifying which metrics to report on, and developing a strategy for successful 
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ID ACI MEASURE DESCRIPTION
REQUIRED 
FOR BASE 

SCORE

PERFORMANCE 
SCORE WEIGHT

REQUIREMENT FOR 
PROOF OF COMPLIANCE 

ATTESTATION EHR
MODIFIED 

MU 2
MU 3

Summary of 
care measure

Health 
information 
exchange

For at least one transition of 
care or referral received or 
patient encounter in which 
the clinician has never before 
encountered the patient, 
clinician receives or retrieves 
and incorporates into the 
patient’s record 
an electronic summary 
of care document.

Yes Up to 10%

Numerator/
denominator required  
uploads or accepts 
electronic summary of 
care

X X

Clinical data 
registry 
reporting

Public health 
and clinical 
data registry 
reporting

Clinician is in active 
engagement to submit data to 
a clinical data registry. Earn 
5% bonus in the ACI category 
for submitting to one or more 
public health or clinical data 
registries.

No 0
Yes/no statement 
Show registry reporting

X X

Clinical 
information 
reconciliation

Health 
information 
exchange

For at least one transition of 
care or referral received or 
patient encounter which the 
clinician has never before 
encountered the patient, 
clinician performs clinical 
information reconciliation. 
The clinician must implement 
clinical information for the 
following tree clinical 
information sets: medication 
– review of the patient’s 
medication, including the 
name, dosage, frequency, 
and route of each 
medication; medication 
allergy;current problem list. 
Review of the current and 
active diagnoses.

No Up to 10%

Numerator/ 
denominator required 
show med rec with 
allergies and problem list

X X

Electronic case 
reporting

Public health 
and clinical 
data registry 
reporting

Clinician is in active 
engagement with a public 
health agency to 
electronically submit case 
reporting of reportable 
conditions. Earn 5% bonus in 
the ACI category for 
submitting to one or more 
public health or clinical data 
registries.

No 0
Yes/no statement 
Show registry reporting

X X

Immunization 
registry 
reporting

Public health 
reporting

Clinician is in active 
engagement with a public 
health agency to submit 
immunization data.

No 0 or 10%
Yes/no statement 
show immunization 
registry reporting

X X X

Medication 
reconciliation

Medication 
reconciliation

Clinician performs medication 
reconciliation for at least one 
transition of care in which the 
patient is transitions into the 
care of the clinician.

No Up to 10%

Numerator/ 
denominator required 
perform a med 
reconciliation on a 
receiving referred 
patient

X X

Non-MSSP Participants 
(MIPS-Specialists and Hospital-Based Providers)
ACI MEASURES (continued) qpp.cms.gov/measures/aci

This MACRA Playbook aims to assist you in understanding what MIPS is, identifying which metrics to report on, and developing a strategy for successful 
reporting and performance in 2017. It is divided into categories that cover the requirements for MSSP ACO participants as well as NON-MSSP participants 
(PCPs, specialists, and hospital-based providers). For more information on MACRA, please visit the CMS website at qpp.cms.gov.

©2017 Dignity Health

TABLE OF CONTENTS

http://qpp.cms.gov/measures/aci
http://qpp.cms.gov


27

ID ACI MEASURE DESCRIPTION
REQUIRED 
FOR BASE 

SCORE

PERFORMANCE 
SCORE WEIGHT

REQUIREMENT FOR 
PROOF OF COMPLIANCE 

ATTESTATION EHR
MODIFIED 

MU 2
MU 3

Patient specific 
education

Patient 
specific 
education

Clinician must use clinically 
relevant information from 
CEHRT to identify 
patient-specific educational 
resources and provide 
electronic access to those 
materials to at least one 
unique patient seen by the 
clinician.

No Up to 10%

Numerator/ 
denominator required  
Provide education 
using a patient portal

X X X

Patient-
generated 
health data

Coordination 
of care 
through 
patient 
engagement

Patient-generated health data 
or data from a non-clinical 
settling is incorporated into the 
CEHRT for at least one unique 
patient.

No Up to 10%

Numerator/ 
denominator  
Required Show 
Incorporation 
of Data Give to 
Clinician in EHR

X X

Public health 
registry 
reporting

Public health 
and clinical 
data registry 
reporting

Clinician is in active 
engagement with a public 
health agency to submit data 
to public health registries. 
Earn 5% bonus in the ACI 
category for submitting to one 
or more public health or 
clinical data registries.

No 0
Yes/no statement Show 
registry reporting

X X

Secure 
messaging

Secure 
messaging

For at least one patient seen 
by the clinician a secure 
message was sent using the 
electronic messaging function 
of CEHRT to the patient or in 
response to a secure message 
sent by the patient.

No Up to 10%

Numerator/ 
denominator required   
Show secure 
messaging capability of 
EHR

X X X

Specialized 
registry reporting

Public health 
reporting

Clinician is in active 
engagement to submit 
data to specialized registry. 
Earn 5% bonus in the ACI 
category for submitting to 
one or more public health or 
clinical data registries.

No 0
Yes/no statement 
Show registry reporting

X X

Syndromic 
surveillance 
reporting

Public health 
reporting

Clinicians is in active 
engagement with a public 
health agency to submit 
syndromic surveillance 
data. Earn 5% bonus in 
the ACI category for 
submitting to one or 
more public health or 
clinical data registries.

No 0
Yes/no statement 
Show registry reporting

X X X

View, download 
or transmit 
(VDT)

Patient 
electronic 
access

At least one patient seen by 
the clinician views, 
downloads or transmits 
their health information 
to a third party. 

No Up to 10%

Numerator/ 
denominator required 
Show portal for patient 
access,downloading 
and sharing of 
information

X X X

Non-MSSP Participants 
(MIPS-Specialists and Hospital-Based Providers)
ACI MEASURES (continued) qpp.cms.gov/measures/aci
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28MIPS Scoring
& Reporting

PERFORMANCE 
CATEGORY

MIPS PROVIDER IN 
MSSP PROGRAM

MIPS PROVIDER NOT IN 
MSSP / IN PRACTICE 

WITH ≥ 16 PROVIDERS

MIPS PROVIDER NOT IN 
MSSP / IN PRACTICE 

WITH ≤ 15 PROVIDERS

PERFORMANCE 
CATEGORY SCORING 

FORMULA
DATA SUBMISSION METHOD

Quality

Points Achieved: 
scored and reported 
by ACO

Possible Points: 100

Quality measures required 
by MSSP program

Points Achieved: 
scored and reported 
by provider

Possible Points: 70

6 selected quality 
measures and 1 
population measure

Points Achieved: 
scored and reported 
by provider

Possible Points: 60

6 selected quality 
measures

Points Achieved: 
points per measure 
(0-10) + bonus for 
addition measures 
reported

Category Score: 
points achieved ÷ 
possible points

For MSSP providers and practices 
of 25 or more providers: 
data will be collected and submitted 
via the web interface by Athena.

For all other providers:
assistance will be available from the 
CIN but final submission will be the 
responsibility of the provider/practice

Advancing care 
information

Points Achieved: 
average weight of 
all TIN Scores

Possible Points: 40

5 measures and 
additional points for 
activities that 
use certified EHR 
technology

Points Achieved: 
scored and reported 
by Provider

Possible Points: 100

5 measures and 
additional points for 
activities that 
use certified EHR 
technology

Points Achieved: 
scored and reported 
by provider

Possible Points: 100

5 measures and 
additional points for 
activities that 
use certified EHR 
technology

Points Achieved: 
base score + 
performance score + 
bonus points

Category Score: 
points achieved ÷ 
possible points

Data will be collected and 
submitted via combination 
of attestation activities and 
EHR data.

For all providers:
Assistance will be available from the 
CIN but final submission will be the 
responsibility of the provider/practice

Clinical practice 
improvement 
activities

Points Achieved: 40

Possible Points: 40

4 Medium Weighted or 
2 High-Weighted Activities

Coordination of 
care through patient 
engagement

Patient-generated health 
data or data from a 
non-clinical settling is 
incorporated into the 
CEHRT for at least one 
unique patient

Points Achieved: 
points high-weighted 
activities + points 
medium weighted 
activities

Category Score: 
points achieved ÷ 
possible points

Data will be collected and 
submitted via combination 
of attestation activities.

For MSSP providers:
all points will be 
automatically awarded.

For all other providers:
assistance will be available from the 
CIN but final submission will be the 
responsibility of the provider/practice

Cost N/A N/A N/A N/A N/A
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29Pick Your Pace
2017 IS A TRANSITION YEAR FOR MIPS PARTICIPATION

Report Minimal Data, 
Avoid Penalty

• Submit minimal data: 
1 quality measure or, 
1 CPIA or,     
Minimum required ACI

• No minimum time 
period required

• Avoids downward 
payment adjustment

Report Partial Data, 
Potential for Small Bonus

• Submit partial data: 
>1 quality measure or,
>1 CPIA or,
More than required ACI

• Report for a continuous 
90-day period (start no 
later than 10-2-17)

• Potential for a small 
positive payment 
adjustment

Report All Data, 
Potential for Larger Bonus

• Submit required data 
across all categories:
6 quality measures and,
40 CPIA points and,
5 ACI

• Report for at least 90 
days; ideally a full year

• Potential for moderate 
positive payment 
adjustment

Clinicians who do not report any data in 2017 will receive
a negative 4% payment adjustment in 2019.

This MACRA Playbook aims to assist you in understanding what MIPS is, identifying which metrics to report on, and developing a strategy for successful 
reporting and performance in 2017. It is divided into categories that cover the requirements for MSSP ACO participants as well as NON-MSSP participants 
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30Contact Information

Rosa Vicente-Soito 
rosa.vicente-soito@dignityhealth.org

Dr. James Stone 
james.stone@dignityhealth.org

Barbara Minnery
barbara.minnery@dignityhealth.org

Edie Brown 
edie.brown@dignityhealth.org

Kenneth Johns
kenneth.johns@dignityhealth.org

Inland Empire Chapter

Todd Ricotta 
todd.ricotta@azcarenetwork.org

ArizonaACN Care Network

Dr. Robert Pretzlaff 
robert.pretzlaff@dignityhealth.org

Kalie Valencia 
kalie.valencia@dignityhealth.org

Kristin Rosemond 
kristin.rosemond@dignityhealth.org
 
Jocelyn Silero 
jocelyn.silero@dignityhealth.org

Michael Myers 
mmyers@managedcaresystems.com

A series of MACRA educational newsletters were created as an extension of this playbook. 
Please contact your network Executive Director to obtain a copy of the newsletter series.
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(PCPs, specialists, and hospital-based providers). For more information on MACRA, please visit the CMS website at qpp.cms.gov.

©2017 Dignity Health

TABLE OF CONTENTS

Please contact your respective Executive Director at the provided email 

address below with any questions or comments. For more information on 

MACRA, please visit the CMS website at qpp.cms.gov.

http://qpp.cms.gov
http://qpp.cms.gov


2017 CMS Web Interface Measures
Specifications

2017 CMS Web Interface Measures
Specifications



2017 CMS Web Interface
Measures List

Web 
Interface 
Measure 
Number 

Measure Title Page Numbers Measure Steward

Care Coordination/Patient Safety (CARE) Measures 
(2 Measures – Individually Sampled)

CARE-1 Medication Reconciliation Post-Discharge NCQA

CARE-2 Falls: Screening for Future Fall Risk NCQA

Diabetes Composite
(Single Composite Consisting of 2 Measures)

CMS-created 
Composite

Composite: (All or Nothing Scoring)
DM-2 Composite (All or Nothing Scoring): Diabetes: Hemoglobin A1c Poor Control NCQA

DM-7 Composite (All or Nothing Scoring): Diabetes: Eye Exam NCQA

 5

19

 32

 32



2017 CMS Web Interface
Measures List

Web 
Interface 
Measure 
Number 

Measure Title Page Numbers Measure Steward

Hypertension (HTN) Disease Measure
HTN-2 Controlling High Blood Pressure NCQA

Ischemic Vascular Disease (IVD) Measure
IVD-2 Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antithrombotic NCQA

Mental Health (MH) Disease Measure
MH-1 Depression Remission at Twelve Months MNCM

Preventive (PREV) Care Measures
(8 Measures – Individually Sampled)

PREV-5 Breast Cancer Screening NCQA

PREV-6 Colorectal Cancer Screening NCQA

PREV-7 Preventive Care and Screening: Influenza Immunization PCPI

PREV-8 Pneumonia Vaccination Status for Older Adults NCQA

51

94

107

120

 134

64

77



2017 CMS Web Interface
Measures List

Web 
Interface 
Measure 
Number 

Measure Title Measure Steward

PREV-9 Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up Plan CMS

PREV-10 Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention PCPI

PREV-12 Preventive Care and Screening: Screening for Clinical Depression and Follow-Up Plan CMS

PREV-13 Statin Therapy for the Prevention and Treatment of Cardiovascular Disease CMS

*Alternative measure numbers are for reference only and are not to be used for reporting via the CMS Web Interface data
submission method.

147

164

180

196

Page Numbers



CARE-1: Medication Reconciliation Post-Discharge 2017 

2017 CMS Web Interface
CARE-1 (NQF 0097): Medication Reconciliation Post-

Discharge 
Measure Steward: NCQA



CARE-1: Medication Reconciliation Post-Discharge 2017 

NARRATIVE MEASURE SPECIFICATION
THIS MEASURE DOES NOT HAVE A CORRESPONDING eCQM

DESCRIPTION: 
The percentage of discharges from any inpatient facility (e.g. hospital, skilled nursing facility, or rehabilitation facility) 
for patients 18 years and older of age seen within 30 days following discharge in the office by the physician, 
prescribing practitioner, registered nurse, or clinical pharmacist providing on-going care for whom the discharge 
medication list was reconciled with the current medication list in the outpatient medical record

IMPROVEMENT NOTATION: 
No Corresponding eCQM

INITIAL POPULATION: 
No Corresponding eCQM

DENOMINATOR: 
All discharges from any inpatient facility (e.g., hospital, skilled nursing facility, or rehabilitation facility) for patients 18 
years of age and older seen within 30 days following discharge in the office by the physician, prescribing practitioner, 
registered nurse, or clinical pharmacist providing on-going care.

DENOMINATOR EXCLUSIONS: 
Not Available

DENOMINATOR EXCEPTIONS: 
Not Available

NUMERATOR: 
Medication reconciliation conducted by a prescribing practitioner, clinical pharmacist or registered nurse on or within 
30 days of discharge. Medication reconciliation is defined as a type of review in which the discharge medications are 
reconciled with the most recent medication list in the outpatient medical record.

NUMERATOR EXCLUSIONS: 
Not Available

DEFINITION:
Medication Reconciliation – A type of review in which the discharge medications are reconciled with the most 
recent medication list in the outpatient medical record. Documentation in the outpatient medical record must include 
evidence of medication reconciliation and the date on which it was performed. Any of the following evidence meets 
criteria: (1) Documentation of the current medications with a notation that references the discharge medications (e.g., 
no changes in meds since discharge, same meds at discharge, discontinue all discharge meds), (2) Documentation 
of the patient’s current medications with a notation that the discharge medications were reviewed, (3) Documentation 
that the provider “reconciled the current and discharge meds,” (4) Documentation of a current medication list, a 
discharge medication list and notation that the appropriate practitioner type reviewed both lists on the same date of 
service, (5) Notation that no medications were prescribed or ordered upon discharge.

GUIDANCE: 
This denominator is based on discharges followed by an office visit, not patients. Patients may appear in the 
denominator more than once if there was more than one discharge followed by an office visit in the performance 
period.
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CARE-2: Falls: Screening for Future Fall Risk 2017 

NARRATIVE MEASURE SPECIFICATION
DESCRIPTION:
Percentage of patients 65 years of age and older who were screened for future fall risk during the measurement 
period

IMPROVEMENT NOTATION: 
Higher score indicates better quality

INITIAL POPULATION: 
Patients aged 65 years and older with a visit during the measurement period

DENOMINATOR:
Equals Initial Population

DENOMINATOR EXCLUSIONS: 
None

DENOMINATOR EXCEPTIONS: 
Documentation of medical reason(s) for not screening for fall risk (eg, patient is not ambulatory)

NUMERATOR:
Patients who were screened for future fall risk at least once within the measurement period

NUMERATOR EXCLUSIONS:
Not Applicable

DEFINITIONS: 
Screening for Future Fall Risk: Assessment of whether an individual has experienced a fall or problems with gait or 
balance. A specific screening tool is not required for this measure, however potential screening tools include the 
Morse Fall Scale and the timed Get-Up-And-Go test. 
Fall: A sudden, unintentional change in position causing an individual to land at a lower level, on an object, the floor,
or the ground, other than as a consequence of sudden onset of paralysis, epileptic seizure, or overwhelming external 
force.

GUIDANCE:
None
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DM Composite (All or Nothing Scoring) 2017 

NARRATIVE MEASURE SPECIFICATION
DM-2: Diabetes: Hemoglobin A1c (HbA1c) Poor Control (>9%)
DESCRIPTION:
Percentage of patients 18 - 75 years of age with diabetes who had hemoglobin A1c > 9.0% during the measurement 
period

IMPROVEMENT NOTATION: 
Lower score indicates better quality

INITIAL POPULATION: 
Patients 18 - 75 years of age with diabetes with a visit during the measurement period

DENOMINATOR:
Equals Initial Population

DENOMINATOR EXCLUSIONS:
None

DENOMINATOR EXCEPTIONS:
None

NUMERATOR:
Patients whose most recent HbA1c level (performed during the measurement period) is > 9.0%

NUMERATOR EXCLUSIONS:
Not Applicable

DEFINITIONS: 
None

GUIDANCE:
Patient is numerator compliant if most recent HbA1c level is > 9%, the most recent HbA1c result is missing, or if 
there are no HbA1c tests performed and results documented during the measurement period. If the HbA1c test result 
is in the medical record, the test can be used to determine numerator compliance.

Only patients with a diagnosis of Type 1 or Type 2 diabetes should be included in the denominator of this measure; 
patients with a diagnosis of secondary diabetes due to another condition should not be included.
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DM Composite (All or Nothing Scoring) 2017 

NARRATIVE MEASURE SPECIFICATION
DM-7: Diabetes: Eye Exam
DESCRIPTION:
Percentage of patients 18 - 75 years of age with diabetes who had a retinal or dilated eye exam by an eye care 
professional during the measurement period or a negative retinal or dilated eye exam (no evidence of retinopathy) in 
the 12 months prior to the measurement period

IMPROVEMENT NOTATION: 
Higher score indicates better quality

INITIAL POPULATION: 
Patients 18 - 75 years of age with diabetes with a visit during the measurement period

DENOMINATOR:
Equals Initial Population

DENOMINATOR EXCLUSIONS:
None

DENOMINATOR EXCEPTIONS:
None

NUMERATOR:
Patients with an eye screening for diabetic retinal disease. This includes diabetics who had one of the following: A 
retinal or dilated eye exam by an eye care professional in the measurement period or a negative retinal or dilated eye
exam (no evidence of retinopathy) by an eye care professional in the year prior to the measurement period

NUMERATOR EXCLUSIONS:
Not Applicable

DEFINITIONS: 
None

GUIDANCE:
Only patients with a diagnosis of Type 1 or Type 2 diabetes should be included in the denominator of this measure; 
patients with a diagnosis of secondary diabetes due to another condition should not be included.

The eye exam must be performed by an ophthalmologist or optometrist.
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HTN-2: Controlling High Blood Pressure 2017 

NARRATIVE MEASURE SPECIFICATION
DESCRIPTION:
Percentage of patients 18 - 85 years of age who had a diagnosis of hypertension and whose blood pressure was 
adequately controlled (< 140/90 mmHg) during the measurement period

IMPROVEMENT NOTATION: 
Higher score indicates better quality

INITIAL POPULATION: 
Patients 18 - 85 years of age who had a diagnosis of essential hypertension within the first six months of the 
measurement period or any time prior to the measurement period

DENOMINATOR:
Equals Initial Population

DENOMINATOR EXCLUSIONS: 
Patients with evidence of end stage renal disease (ESRD), dialysis or renal transplant before or during the 
measurement period. Also exclude patients with a diagnosis of pregnancy during the measurement period

DENOMINATOR EXCEPTIONS:
None

NUMERATOR:
Patients whose blood pressure at the most recent visit is adequately controlled (systolic blood pressure < 140 mmHg 
and diastolic blood pressure < 90 mmHg) during the measurement period

NUMERATOR EXCLUSIONS:
Not Applicable

DEFINITIONS: 
None

GUIDANCE:
In reference to the numerator element, only blood pressure readings performed by a clinician in the provider office 
are acceptable for numerator compliance with this measure. Blood pressure readings from the patient’s home 
(including readings directly from monitoring devices) are not acceptable.

If no blood pressure is recorded during the measurement period, the patient’s blood pressure is assumed “not 
controlled”.

If there are multiple blood pressure readings on the same day, use the lowest systolic and the lowest diastolic 
reading as the most recent blood pressure reading. 
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IVD-2: Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antiplatelet 2017 

NARRATIVE MEASURE SPECIFICATION
DESCRIPTION:
Percentage of patients 18 years of age and older who were diagnosed with acute myocardial infarction (AMI), 
coronary artery bypass graft (CABG) or percutaneous coronary interventions (PCI) in the 12 months prior to the 
measurement period, or who had an active diagnosis of ischemic vascular disease (IVD) during the measurement 
period, and who had documentation of use of aspirin or another antiplatelet during the measurement period

IMPROVEMENT NOTATION: 
Higher score indicates better quality

INITIAL POPULATION: 
Patients 18 years of age and older with a visit during the measurement period who had an AMI, CABG, or PCI during 
the 12 months prior to the measurement year or who had a diagnosis of IVD overlapping the measurement year

DENOMINATOR:
Equals Initial Population

DENOMINATOR EXCLUSIONS: 
Patients who had documentation of use of anticoagulant medications overlapping the measurement year 

DENOMINATOR EXCEPTIONS:
None

NUMERATOR: 
Patients who had an active medication of aspirin or another antiplatelet during the measurement year

NUMERATOR EXCLUSIONS:
Not Applicable

DEFINITIONS:
None

GUIDANCE:
None
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MH-1: Depression Remission at Twelve Months 2017 

NARRATIVE MEASURE SPECIFICATION
DESCRIPTION:
Patients age 18 and older with major depression or dysthymia and an initial Patient Health Questionnaire (PHQ-9) 
score greater than nine who demonstrate remission at twelve months (+/- 30 days after an index visit) defined as a 
PHQ-9 score less than five. This measure applies to both patients with newly diagnosed and existing depression 
whose current PHQ-9 score indicates a need for treatment

IMPROVEMENT NOTATION: 
Higher score indicates better quality

INITIAL POPULATION: 
Patients age 18 and older with a diagnosis of major depression or dysthymia and an initial PHQ-9 score greater than 
nine during the index visit

DENOMINATOR:
Equals Initial Population

DENOMINATOR EXCLUSIONS: 
Patients who died
Patients who received hospice or palliative care services
Patients who were permanent nursing home residents 
Patients with a diagnosis of bipolar disorder
Patients with a diagnosis of personality disorder

DENOMINATOR EXCEPTIONS:
None

NUMERATOR:
Patients who achieved remission at twelve months as demonstrated by a twelve month (+/- 30 days grace period) 
PHQ-9 score of less than five

NUMERATOR EXCLUSIONS:
Not Applicable

DEFINITIONS: 
Index Date - the first instance (12/1/2015 to 11/30/2016) of elevated PHQ-9 greater than nine and diagnosis of 
depression or dysthymia. 
Remission - is defined as a PHQ-9 score of less than five.
Twelve Months - is defined as the point in time from the date that a patient meets the Initial Population inclusion 
criteria (diagnosis and PHQ-9 score greater than nine) extending out twelve months and then allowing a grace period 
of thirty days prior to and thirty days after this date. The most recent PHQ-9 score less than five obtained during this 
two month period is deemed as remission at twelve months, values obtained prior to or after this period are not 
counted as numerator compliant (remission).

GUIDANCE:
None
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PREV-5: Breast Cancer Screening 2017 

NARRATIVE MEASURE SPECIFICATION
DESCRIPTION:
Percentage of women 50 - 74 years of age who had a mammogram to screen for breast cancer

IMPROVEMENT NOTATION:
Higher score equals better quality

INITIAL POPULATION:
Women 51 - 74 years of age with a visit during the measurement period

DENOMINATOR:
Equals Initial Population

DENOMINATOR NOTE:
The intent of the measure is that starting at age 50 women should have one or more mammograms every 
24 months with a 3 month grace period. 

DENOMINATOR EXCLUSIONS: 
Women who had a bilateral mastectomy or who have a history of a bilateral mastectomy or for whom there 
is evidence of a right and a left unilateral mastectomy 

DENOMINATOR EXCEPTIONS:
None

NUMERATOR:
Women with one or more mammograms during the measurement period or the 15 months prior to the measurement 
period

NUMERATOR EXCLUSIONS:
Not Applicable

DEFINITION: 
None

GUIDANCE:
None
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PREV-6: Colorectal Cancer Screening 2017 

NARRATIVE MEASURE SPECIFICATION
DESCRIPTION: 
Percentage of adults 50 - 75 years of age who had appropriate screening for colorectal cancer

IMPROVEMENT NOTATION:
Higher score indicates better quality

INITIAL POPULATION:
Patients 50 - 75 years of age with a visit during the measurement period

DENOMINATOR:
Equals Initial Population

DENOMINATOR EXCLUSIONS: 
Patients with a diagnosis or past history of total colectomy or colorectal cancer

DENOMINATOR EXCEPTIONS:
None

NUMERATOR:
Patients with one or more screenings for colorectal cancer. Appropriate screenings are defined by any one of the 
following criteria below:
• Fecal occult blood test (FOBT) during the measurement period
• Flexible sigmoidoscopy during the measurement period or the four years prior to the measurement period
• Colonoscopy during the measurement period or the nine years prior to the measurement period
• Computed tomography (CT) colonography during the measurement period or the four years prior to the

measurement period
• Fecal immunochemical DNA test (FIT-DNA) during the measurement period or the two years prior to the

measurement period

NUMERATOR EXCLUSIONS:
Not Applicable

DEFINITION:
None

GUIDANCE:
None
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PREV-7: Preventive Care and Screening: Influenza Immunization 2017 

NARRATIVE MEASURE SPECIFICATION
DESCRIPTION:
Percentage of patients aged 6 months and older seen for a visit between October 1 and March 31 who received an 
influenza immunization OR who reported previous receipt of an influenza immunization

IMPROVEMENT NOTATION:
Higher score indicates better quality

INITIAL POPULATION:
All patients aged 6 months and older seen for at least two visits or at least one preventive visit during the 
measurement period

DENOMINATOR:
Equals Initial Population and seen for a visit between October 1 and March 31

DENOMINATOR EXCLUSIONS:
None

DENOMINATOR EXCEPTIONS: 
• Documentation of medical reason(s) for not receiving influenza immunization (eg, patient allergy, other

medical reasons)
• Documentation of patient reason(s) for not receiving influenza immunization (eg, patient declined, other

patient reasons)
• Documentation of system reason(s) for not receiving influenza immunization (eg, vaccine not available,

other system reasons)

NUMERATOR:
Patients who received an influenza immunization OR who reported previous receipt of an influenza immunization

NUMERATOR EXCLUSIONS:
Not Applicable

DEFINITION:
Previous Receipt – receipt of the current season’s influenza immunization from another provider OR from same 
provider prior to the visit to which the measure is applied (typically, prior vaccination would include influenza vaccine 
given since August 1st).

GUIDANCE:
To enable reporting of this measure at the close of the performance period, this measure will only assess the 
influenza season that ends in March of the performance period. The subsequent influenza season (ending March of 
the following year) will be measured and reported in the following year.
To account for the majority of reporting years' appropriate flu season duration, the measure logic will look at the first 
89 days of the measurement period for the appropriate criteria and actions to be present/performed (January 1 
through March 31). The measure developer believes it is best to keep the logic as static as possible from one
reporting year to the next. Therefore, during leap years, only encounters that occur through March 30 will be counted 
in the denominator.
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PREV-8: Pneumococcal Vaccination Status for Older Adults 2017 

NARRATIVE MEASURE SPECIFICATION
DESCRIPTION: 
Percentage of patients 65 years of age and older who have ever received a pneumococcal vaccine

IMPROVEMENT NOTATION
Higher score indicates better quality

INITIAL POPULATION
Patients 65 years of age and older with a visit during the measurement period

DENOMINATOR: 
Equals Initial Population

DENOMINATOR EXCLUSIONS:
None

DENOMINATOR EXCEPTIONS:
None

NUMERATOR: 
Patients who have ever received a pneumococcal vaccination

NUMERATOR EXCLUSIONS:
Not Applicable

DEFINITIONS:
None

GUIDANCE:
None
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PREV-9: Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-
Up Plan 2017

NARRATIVE MEASURE SPECIFICATION
DESCRIPTION: 
Percentage of patients aged 18 years and older with a BMI documented during the current encounter or during the 
previous six months AND with a BMI outside of normal parameters, a follow-up plan is documented during the 
encounter or during the previous six months of the current encounter
Normal Parameters: Age 18 years and older BMI => 18.5 and < 25 kg/m2

IMPROVEMENT NOTATION: 
Higher score indicates better quality

INITIAL POPULATION: 
All patients 18 years and older on the date of the encounter with at least one eligible encounter during the 
measurement period

DENOMINATOR: 
Equals Initial Population

DENOMINATOR EXCLUSIONS:
• Patients who are pregnant
• Patients receiving palliative care
• Patients who refuse measurement of height and/or weight or refuse follow-up

DENOMINATOR EXCEPTIONS: 
Patients with a documented Medical Reason:
• Elderly Patients (65 or older) for whom weight reduction/weight gain would complicate other underlying

health conditions such as the following examples:
• Illness or physical disability
• Mental illness, dementia, confusion
• Nutritional deficiency, such as Vitamin/mineral deficiency

• Patients in an urgent or emergent medical situation where time is of the essence and to delay treatment
would jeopardize the patient's health status

NUMERATOR: 
Patients with a documented BMI during the encounter or during the previous six months, AND when the BMI is 
outside of normal parameters, a follow-up plan is documented during the encounter or during the previous six months 
of the current encounter.

NUMERATOR EXCLUSIONS:
Not Applicable



PREV-9: Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-
Up Plan 2017

DEFINITIONS:  
BMI – Body mass index (BMI) is a number calculated using the Quetelet index: weight divided by height squared 
(W/H2) and is commonly used to classify weight categories. BMI can be calculated using:

o Metric Units: BMI = Weight (kg) / (Height (m) x Height (m))
OR

o English Units: BMI = Weight (lbs.) / (Height (in) x Height (in)) x 703
Follow-Up Plan – Proposed outline of treatment to be conducted as a result of a BMI out of normal parameters. A 
follow-up plan may include, but is not limited to: documentation of education, referral (for example a registered 
dietician, nutritionist, occupational therapist, physical therapist, primary care provider, exercise physiologist, mental 
health professional or surgeon), pharmacological interventions, dietary supplements, exercise counseling or nutrition 
counseling.

GUIDANCE:
• There is no diagnosis associated with this measure.
• This measure is to be reported a minimum of once per performance period for patients seen during the

performance period.
• This measure may be reported by eligible clinicians who perform the quality actions described in the

measure based on the services provided at the time of the qualifying visit and the measure-specific
denominator coding.

BMI Measurement Guidance:

• Height and Weight - An eligible clinician or their staff is required to measure both height and weight. Both
height and weight must be measured within six months of the current encounter and may be obtained from
separate encounters. Self-reported values cannot be used.

• The BMI may be documented in the medical record of the provider or in outside medical records obtained by
the provider.

• If the most recent documented BMI is outside of normal parameters, then a follow-up plan is documented
during the encounter or during the previous six months of the current encounter.

• If more than one BMI is reported during the measurement period, the most recent BMI will be used to
determine if the performance has been met.

• Review the exclusions criteria to determine those patients that BMI measurement may not be appropriate or
necessary.

Follow-Up Plan Guidance:

• The documented follow-up plan must be based on the most recent documented BMI, outside of normal
parameters, example: "Patient referred to nutrition counseling for BMI above or below normal parameters."
(See Definitions for examples of follow-up plan treatments).

Variation has been noted in studies exploring optimal BMI ranges for the elderly (see Donini et al., (2012); Holme and 
Tonstad (2015); and Diehr et al. (2008). Notably however, all these studies have arrived at ranges that differ from the 
standard range for ages 18 and older, which is >=18.5 and < 25 kg/m2. For instance, both Donini et al. (2012) and 
Holme and Tonstad (2015) reported findings that suggest that higher BMI (higher than the upper end of 25kg/m2) in 
the elderly may be beneficial. Similarly, worse outcomes have been associated with being underweight (at a 
threshold higher than 18.5 kg/m2) at age 65 (Diehr et al. 2008). Because of optimal BMI range variation 
recommendations from these studies, no specific optimal BMI range for the elderly is used. However, It may be 



PREV-9: Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-
Up Plan 2017

appropriate to exempt certain patients from a follow-up plan by applying the exception criteria. Review the following 
to apply the Medical Reason exception criteria: 
The Medical Reason exception could include, but is not limited to, the following patients as deemed appropriate by 
the health care provider:

• Elderly Patients (65 or older) for whom weight reduction/weight gain would complicate other underlying
health conditions such as the following examples:

o Illness or physical disability
o Mental illness, dementia, confusion
o Nutritional deficiency such as Vitamin/mineral deficiency

• Patients in an urgent or emergent medical situation where time is of the essence and to delay treatment
would jeopardize the patient's health status
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PREV-10: Preventive Care and Screening: Tobacco Use: Screening and Cessation 
Intervention

2017 

NARRATIVE MEASURE SPECIFICATION
DESCRIPTION:
Percentage of patients aged 18 years and older who were screened for tobacco use one or more times within 24 
months AND who received cessation counseling intervention if identified as a tobacco user

IMPROVEMENT NOTATION: 
Higher score indicates better quality

INITIAL POPULATION: 
All patients aged 18 years and older seen for at least two visits or at least one preventive visit during the 
measurement period

DENOMINATOR:
Equals Initial Population

DENOMINATOR EXCLUSIONS:
None

DENOMINATOR EXCEPTIONS: 
Documentation of medical reason(s) for not screening for tobacco use (eg, limited life expectancy, other 
medical reason)

NUMERATOR:
Patients who were screened for tobacco use at least once within 24 months AND who received tobacco cessation 
intervention if identified as a tobacco user

NUMERATOR EXCLUSIONS:
Not Applicable

DEFINITIONS: 
Tobacco Use – Includes any type of tobacco
Tobacco Cessation Intervention – Includes brief counseling (3 minutes or less), and/or pharmacotherapy

GUIDANCE:
If a patient uses any type of tobacco (ie, smokes or uses smokeless tobacco), the expectation is that they should 
receive tobacco cessation intervention: either counseling and/or pharmacotherapy.
If tobacco use status of a patient is unknown, the patient does not meet the screening component required to be 
counted in the numerator and should be considered a measure failure. Instances where tobacco use status of 
“unknown” is recorded include: 1) the patient was not screened; or 2) the patient was screened and the patient (or 
caregiver) was unable to provide a definitive answer. If the patient does not meet the screening component of the 
numerator but has an allowable medical exception, then the patient should be removed from the denominator of the 
measure and reported as a valid exception.
The medical reason exception only applies to the screening data element of the measure; once a patient has been 
screened, there are no allowable medical reason exceptions for not providing the intervention. 
If a patient has a diagnosis of limited life expectancy, that patient has a valid denominator exception for not being 
screened for tobacco use or for not receiving tobacco use cessation intervention (counseling and/or 
pharmacotherapy) if identified as a tobacco user.
As noted above in a recommendation statement from the USPSTF, the current evidence is insufficient to recommend 
electronic nicotine delivery systems (ENDS) including electronic cigarettes for tobacco cessation. Additionally, ENDS 
are not currently classified as tobacco in the recent evidence review to support the update of the USPSTF 



PREV-10: Preventive Care and Screening: Tobacco Use: Screening and Cessation 
Intervention

2017 

recommendation given that the devices do not burn or use tobacco leaves. In light of the current lack of evidence, the 
measure does not currently capture e-cigarette usage as either tobacco use or a cessation aid.
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PREV-12: Preventive Care and Screening: Screening for Depression and Follow-Up 
Plan

2017 

NARRATIVE MEASURE SPECIFICATION
DESCRIPTION:
Percentage of patients aged 12 years and older screened for depression on the date of the encounter using an age 
appropriate standardized depression screening tool AND if positive, a follow-up plan is documented on the date of 
the positive screen

IMPROVEMENT NOTATION: 
Higher score indicates better quality

INITIAL POPULATION: 
All patients aged 12 years and older before the beginning of the measurement period with at least one eligible 
encounter during the measurement period

DENOMINATOR:
Equals Initial Population

DENOMINATOR EXCLUSIONS: 
Patients with an active diagnosis for Depression or a diagnosis of Bipolar Disorder

DENOMINATOR EXCEPTIONS: 
Patient Reason(s): Patient refuses to participate
OR
Medical Reason(s): Patient is in an urgent or emergent situation where time is of the essence and to delay 
treatment would jeopardize the patient’s health status
OR
Situations where the patient’s functional capacity or motivation to improve may impact the accuracy of 
results of standardized depression assessment tools. For example: certain court appointed cases or cases 
of delirium

NUMERATOR:
Patients screened for depression on the date of the encounter using an age appropriate standardized tool AND if 
positive, a follow-up plan is documented on the date of the positive screen

NUMERATOR EXCLUSIONS:
Not Applicable

DEFINITIONS: 
Screening: Completion of a clinical or diagnostic tool used to identify people at risk of developing or having a certain 
disease or condition, even in the absence of symptoms.
Standardized Depression Screening Tool – A normalized and validated depression screening tool developed for 
the patient population in which it is being utilized.
Examples of depression screening tools include but are not limited to:

• Adolescent Screening Tools (12-17 years)
• Patient Health Questionnaire for Adolescents (PHQ-A)
• Beck Depression Inventory-Primary Care Version (BDI-PC)
• Mood Feeling Questionnaire (MFQ)
• Center for Epidemiologic Studies Depression Scale (CES-D)
• Patient Health Questionnaire (PHQ-9)
• Pediatric Symptom Checklist (PSC-17)
• PRIME MD-PHQ-2
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PREV-12: Preventive Care and Screening: Screening for Depression and Follow-Up 
Plan

2017 

• Adult Screening Tools (18 years and older)
• Patient Health Questionnaire (PHQ-9)
• Beck Depression Inventory (BDI or BDI-II)
• Center for Epidemiologic Studies Depression Scale (CES-D)
• Depression Scale (DEPS)
• Duke Anxiety-Depression Scale (DADS)
• Geriatric Depression Scale (GDS)
• Cornell Scale Screening
• PRIME MD-PHQ-2

Follow-Up Plan: Documented follow-up for a positive depression screening must include one or more of the 
following:

• Additional evaluation for depression
• Suicide Risk Assessment
• Referral to a practitioner who is qualified to diagnose and treat depression
• Pharmacological interventions
• Other interventions or follow-up for the diagnosis or treatment of depression

GUIDANCE:
A depression screen is completed on the date of the encounter using an age appropriate standardized depression 
screening tool AND if positive, a follow-up plan is documented on the date of the positive screen. 
Screening Tools:

• The name of the age appropriate standardized depression screening tool utilized must be documented in
the medical record

• The depression screening must be reviewed and addressed in the office of the provider filing the code, on
the date of the encounter

• The screening and encounter must occur on the same date
• Standardized Depression Screening Tools should be normalized and validated for the age appropriate

patient population in which they are used and must be documented in the medical record

Follow-Up Plan:
• The follow-up plan must be related to a positive depression screening, example: “Patient referred for

psychiatric evaluation due to positive depression screening.”
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PREV-13: Statin Therapy for the Prevention and Treatment of Cardiovascular Disease 2017 

NARRATIVE MEASURE SPECIFICATION
THIS MEASURE DOES NOT HAVE A CORRESPONDING eCQM
DESCRIPTION:
Percentage of the following patients—all considered at high risk of cardiovascular events—who were prescribed or 
were on statin therapy during the measurement period:

• Adults aged ≥ 21 years who were previously diagnosed with or currently have an active diagnosis of clinical
atherosclerotic cardiovascular disease (ASCVD); OR

• Adults aged ≥ 21 years who have ever had a fasting or direct low-density lipoprotein cholesterol (LDL-C)
level >= 190 mg/dL or were previously diagnosed with or currently have an active diagnosis of familial or
pure hypercholesterolemia; OR

• Adults aged 40-75 years with a diagnosis of diabetes with a fasting or direct LDL-C level of 70-189 mg/dL

IMPROVEMENT NOTATION: 
No Corresponding eCQM

INITIAL POPULATION: 
No Corresponding eCQM

DENOMINATOR: 
(Patient must be in at least one of the three denominators below)
There are three reporting criteria for this measure*:

1) Patients aged ≥21 years at the beginning of the measurement period with clinical ASCVD diagnosis
OR

2) Patients aged ≥ 21 years at the beginning of the measurement period who have ever had a fasting or direct
laboratory result of LDL-C ≥ 190 mg/dL or were previously diagnosed with or currently have an active
diagnosis of familial or pure hypercholesterolemia
OR

3) Patients aged 40 to 75 years at the beginning of the measurement period with Type 1 or Type 2 diabetes
and with an LDL-C result of 70–189 mg/dL recorded as the highest fasting or direct laboratory test result in
the measurement year or during the two years prior to the beginning of the measurement period

*All patients who meet one or more of the criteria indicated above would be considered at “high risk” for
cardiovascular events under 2013 ACC/AHA Guidelines.

DENOMINATOR EXCLUSIONS: 
Patients who have an active diagnosis of pregnancy
Patients who are breastfeeding
Patients with a diagnosis of rhabdomyolysis

DENOMINATOR EXCEPTIONS: 
Patients with adverse effect, allergy, or intolerance to statin medication
Patients who are receiving palliative care
Patients with active liver disease or hepatic disease or insufficiency
Patients with end-stage renal disease (ESRD)
Patients with diabetes who have the most recent fasting or direct LDL-C laboratory test result < 70 mg/dL 
and are not taking statin therapy
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NUMERATOR:
Patients who are actively using or who receive an order (prescription) for statin therapy at any point during the 
measurement period

NUMERATOR NOTE: In order to meet the measure, current statin therapy use must be documented in the 
patient’s current medication list or ordered during the measurement period. Only statin therapy meets the 
measure Numerator criteria (NOT other cholesterol lowering medications). Prescription or order does NOT 
need to be linked to an encounter or visit; may be called to the pharmacy. Statin medication “samples” 
provided to patients can be documented as “current statin therapy” if documented in the medication list in 
health/medical record. Patients who meet the denominator criteria for inclusion but are not prescribed or 
using statin therapy will NOT meet performance for this measure. Adherence to statin therapy is not 
calculated in this measure. 

NUMERATOR EXCLUSIONS:
None

DEFINITIONS: 
Clinical atherosclerotic cardiovascular disease (ASCVD) includes:

• Acute coronary syndromes
• History of myocardial infarction
• Stable or unstable angina
• Coronary or other arterial revascularization
• Stroke or transient ischemic attack (TIA)
• Peripheral arterial disease of atherosclerotic origin

Lipoprotein Density Cholesterol (LDL-C) result - A fasting or direct LDL-C laboratory test performed and test 
result documented in the medical record.
Statin therapy - Administration of one or more of a group of medications that are used to lower plasma lipoprotein 
levels in the treatment of hyperlipoproteinemia
Sample list of statin medications (list is NOT inclusive of all agents) is included in the clinical recommendations

GUIDANCE:
Denominator Guidance: The denominator covers three distinct populations. Use the following process to prevent 
counting patients more than once.

Denominator Population 1: Patients aged ≥ 21 years at the beginning of the measurement period with 
clinical ASCVD

If YES, patient meets Denominator Population 1 risk category
If NO, screen for next risk category

Denominator Population 2: Patients aged ≥ 21 years at the beginning of the measurement period who have 
ever had a fasting or direct laboratory test result of LDL-C ≥ 190 mg/dL or were previously diagnosed with 
or currently have an active diagnosis of familial or pure hypercholesterolemia

If YES, patient meets Denominator Population 2 risk category
If NO, screen for next risk category

Denominator Population 3: Patients aged 40 through 75 years at the beginning of the measurement period 
with Type 1 or Type 2 diabetes and with an LDL-C result of 70–189 mg/dL recorded as the highest fasting or 
direct laboratory test result in the measurement year or during the two years prior to the beginning of the 
measurement period
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If YES, patient meets Denominator Population 3 risk category
If NO, patient does NOT meet denominator criteria and is NOT eligible for measure inclusion

Denominator Guidance for Encounter:
In order for the patient to be included in the denominator, the patient must have ONE denominator-eligible visit, 
defined as follows:

• Outpatient encounter visit type
• Encounter, performed: initial or established office visit, face-to-face interaction, preventive care services, or

annual wellness visit
LDL-C Laboratory test result options:
The measure can be reported for all patients with a documented fasting or direct LDL-C level recorded as follows:
To meet Denominator Population 1:
There is no required LDL-C result required
To meet Denominator Population 2:
If a patient has ANY previous fasting or direct laboratory result of LDL-C >= 190 mg/dL, report the highest value ≥190 
mg/dL
To meet Denominator Population 3:
If a patient has more than one LDL-C result during the measurement period or during the two years before the start 
of the measurement period, report the highest level recorded during either time. The Denominator Exception, 
“Patients with diabetes who have the most recent fasting or direct LDL-C laboratory test result<70 mg/dl and are not 
taking statin therapy” applies only to Denominator Population 3.
Intensity of statin therapy in primary and secondary prevention:
The expert panel of the 2013 ACC/AHA Guidelines (Stone et al. 2013) defines recommended intensity of statin 
therapy on the basis of the average expected LDL-C response to specific statin and dose. Although intensity of statin 
therapy is important in managing cholesterol, this measure assesses prescription of ANY statin therapy, irrespective 
of intensity. Assessment of appropriate intensity and dosage documentation added too much complexity to allow 
inclusion of statin therapy intensity in the measure at this time.
Lifestyle modification coaching:
A healthy lifestyle is important for the prevention of cardiovascular disease. However, lifestyle modification monitoring 
and documentation added too much complexity to allow its inclusion in the measure at this time.
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