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Disclaimer
This presentation was current at the time it was published or uploaded onto the web. Medicare
policy changes frequently so links to the source documents have been provided within the
document for your reference.
This presentation was prepared as a tool to assist providers and is not intended to grant rights
or impose obligations. Although every reasonable effort has been made to assure the accuracy
of the information within these pages, the ultimate responsibility for the correct submission of
claims and response to any remittance advice lies with the provider of services. The Centers
for Medicare & Medicaid Services (CMS) employees, agents, and staff make no representation,
warranty, or guarantee that this compilation of Medicare information is error-free and will bear
no responsibility or liability for the results or consequences of the use of this guide. This
publication is a general summary that explains certain aspects of the Medicare Program, but is
not a legal document. The official Medicare Program provisions are contained in the relevant
laws, regulations, and rulings.
CPT only copyright 2013 American Medical Association. All rights reserved. CPT is a registered
trademark of the American Medical Association. Applicable FARS\DFARS Restrictions Apply to
Government Use. Fee schedules, relative value units, conversion factors and/or related
components are not assigned by the AMA, are not part of CPT, and the AMA is not
recommending their use. The AMA does not directly or indirectly practice medicine or dispense
medical services. The AMA assumes no liability for data contained or not contained herein.
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PQRS PROGRAM OVERVIEW
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What is PQRS?
•
•

•

The 2015 PQRS is a reporting program that promotes reporting of
quality information by eligible professionals (EPs)
Individual EPs and group practices that do not satisfactorily
participate or satisfactorily report in PQRS will be subject to a
payment adjustment
EPs are identified by their individual National Provider Identifier
[NPI] and Tax Identification Number [TIN])
– Payment adjustments are applied to the TIN
PQRS Program
Year

PQRS Payment
Adjustment Period

Negative Adjustment
Rate

2013

2015

-1.5%*

2014

2016

-2.0%*

2015

2017

-2.0%*

*Applies to all of the EP’s or group practice’s Medicare Part B PFS covered professional
services under MPFS during the payment adjustment period
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Why is PQRS important?
•

•

•

Gives participating EPs the opportunity to assess the
quality of care they are providing to their patients,
helping ensure that patients get the right care at the
right time
By reporting PQRS quality measures, EPs can also
quantify how often they are meeting a particular care
metric
Using the feedback report provided by CMS, EPs can
compare their performance on a given measure with
their peers
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Who Can Participate?
•

A list of eligible medical care professionals is available on the How to Get
Started page of the CMS PQRS website,
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-AssessmentInstruments/PQRS/How_To_Get_Started.html
Medicare physicians
• Doctor of Medicine
• Doctor of Osteopathy
• Doctor of Podiatric
Medicine
• Doctor of Optometry
• Doctor of Oral Surgery
• Doctor of Dental Medicine
• Doctor of Chiropractic

Practitioners
• Physician Assistant
• Nurse Practitioner*
• Clinical Nurse Specialist*
• Certified Registered Nurse
Anesthetist* (and
Anesthesiologist Assistant)
• Certified Nurse Midwife*
• Clinical Social Worker
• Clinical Psychologist
• Registered Dietician
• Nutrition Professional
• Audiologists

Therapists
• Physical Therapist
• Occupational Therapist
• Qualified SpeechLanguage Therapist

* Includes Advanced Practice Registered Nurse (APRN)
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How to Participate in PQRS?
•

EPs can participate:
–
–

•

as individuals analyzed at the rendering/individual NPI level;
OR
register to report as a group under the group practice reporting
option (GPRO), analyzed at the TIN level

EPs may also participate in PQRS under other
programs, such as the Medicare Shared Savings
Program, Pioneer Accountable Care Organization
(ACO) Model, or Comprehensive Primary Care (CPC)
initiative
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SELECTING PQRS MEASURES
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PQRS Measure Selection
The following factors should be considered when deciding which
measures to select for PQRS reporting:
• Clinical condition usually treated
–

•

Settings where care is usually delivered (e.g., office,
emergency department [ED], surgical suite)
–

•

Review diagnosis coding in the measure’s denominator, if
applicable

Review CPT coding in the measure’s denominator

Quality action (Numerator) intended to be captured by the
measure
–

Clinical care typically provided to patients (e.g. preventive,
chronic, acute) harmonize with the eligible professionals (EPs)
clinical practice and the numerator of the measure
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PQRS Measure Selection
Additional considerations should include researching
measures applicable to the individual EP’s/group practice’s
scope of practice that are based on the following:
‒
–
–
–
–

Clinical conditions usually treated
Types of care typically provided – e.g., preventive, chronic,
acute
Settings where care is usually delivered – e.g., office,
emergency department (ED), surgical suite
Quality improvement goals for 2015
Other quality reporting programs in use or being considered
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Reporting PQRS Measures
• PQRS offers several reporting mechanisms for
reporting measures.
• EPs and PQRS group practices should consider
which reporting mechanism best fits their
practice and should choose measures within
the same option of reporting.
• The PQRS Implementation Guide includes
decision trees to help EPs PQRS group
practices select a reporting mechanism.
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Individual Participation
•
•

EPs do NOT need to register to participate in PQRS as
an individual
EPs participating as individuals should select their
reporting mechanism by reviewing the requirements and
measures associated to the various reporting options.
‒
‒
‒
‒

Electronic Health Record (EHR)
Claims-Based
Qualified PQRS registry
Qualified Clinical Data Registry (QCDR)

13

Group Practice Participation
•

Group practices must register to participate in PQRS through the
GPRO
–
–

•

During registration, the group practice must indicate the size of their
group at the time they register for GPRO
–
–
–

•

2015 PQRS GPRO registration will be held April 1 - June 30, 2015
Registration is completed through the Physician Value (PV)-PQRS registration
system, at http://www.cms.gov/Medicare/Medicare-Fee-for-ServicePayment/PhysicianFeedbackProgram/Self-Nomination-Registration.html

Group size is based on the number of EPs billing under the TIN
Update the group’s Medicare Provider Enrollment, Chain, and Ownership System
(PECOS) information before registration
Reporting mechanisms and requirements vary depending on the group size at the
time of GPRO registration

There are three PQRS GPRO group sizes
–
–
–

100+ EPs
25-99 EPs
2-24 EPs
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2015 Cross-Cutting Measures
Requirement
• In order for EPs to satisfactorily report PQRS
measures, a new reporting criterion has been
added for the claims and registry reporting of
individual measures.
• EPs or group practices are required to report
one cross-cutting measure if they have at least
one Medicare patient with a face-to-face
encounter.
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Calculating Measures
• Calculating the PQRS reporting rate (dividing
the numerator by the denominator) identifies the
percentage of a defined patient population that
was reported for the measure.
• The final performance rate calculation
represents the eligible population that received
a particular process of care or achieved a
particular outcome.
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2017 Payment Adjustments
Program

Applicable to

Adjustment Amount

Based
on PY

PQRS

All EPs

-2.0% of Medicare Physician Fee Schedule (MPFS)

2015

Medicare EHR
Incentive
Program

Medicare physicians
(if not a meaningful
user)

-3.0% of MPFS

2015

Value-based
Payment
Modifier

All physicians in
groups with 2+ EPs
and physicians who
are solo
practitioners

Mandatory Quality-Tiering for PQRS reporters:

2015

• Groups with 2-9 EPs and solo practitioners: Upward or
neutral VM adjustment only based on quality-tiering (+0.0% to
+2.0x of MPFS)
• Groups with 10+ EPs: Upward, neutral, or downward VM
adjustment based on quality-tiering (-4.0% to +4.0x of MPFS)
Groups and solo practitioners receiving an upward adjustment are
eligible for an additional +1.0x if their average beneficiary risk score
is in the top 25% of all beneficiary risk scores nationwide.
Non-PQRS reporters:
• Groups with 2-9 EPs and solo practitioners: automatic -2.0%
of MPFS downward adjustment
• Groups with 10+ EPs: Automatic -4.0% of MPFS downward
adjustment
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REPORTING BEHAVIORAL
HEALTH MEASURES
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Claims-Based Reporting
CMS-1500 Claim PQRS Example

*Examples of an individual NPI reporting on a single CMS-1500 claim. See http://www.cms.gov/manuals/downloads/clm104c26.pdf
for more information and complete billing requirements.
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Claims-Based Reporting
Ensure that the practice identifies and reports on all
denominator eligible cases for the measures selected by the
practice. Consider implementing an edit on the billing
software that will flag each claim every time a combination of
codes listed in a measure’s denominator is billed so the entry
QDCs is required prior to final claim submission. Additional
PQRS educational resources are available as downloads on
the CMS PQRS webpage.
EPs may satisfactorily report in 2015 PQRS by meeting the
following criteria:


Report on at least 9 measures covering 3 NQS domains
for at least 50% of the EP’s Medicare Part B FFS patients.
EPs that see 1 Medicare patient in a face-to-face
encounter must also report on 1 cross-cutting measure.



EPs that submit quality data for only 1 to 8 PQRS
measures for at least 50% of their patients or encounters
eligible for each measure, OR that submit data for 9 or
more PQRS measures covering less than 3 domains for
at least 50% of their patients or encounters eligible for
each measure will be subject to MAV.



EPs that see 1 Medicare patient (face-to-face encounter),
but do not report on 1 cross-cutting measure will be
subject to MAV. (See the Analysis and Payment webpage)



Measures with a 0% performance rate will not be
counted.

Use of Current Procedural
Terminology (CPT)
Use of Current Procedural Terminology (CPT) Category I Modifiers
•

PQRS measure specifications include specific instructions on including the CPT
Category I modifiers. Unless otherwise specified, CPT Category I codes may be
reported with or without CPT modifiers. Refer to each individual measure
specification for detailed instructions regarding CPT Category I modifiers that
qualify or do not qualify a claim for denominator inclusion.

•

Note that surgical procedures billed by an assistant surgeon(s) will be excluded
from the denominator population so his/her performance rates will not be
negatively impacted for PQRS. Analysis will exclude otherwise PQRS-eligible
CPT Category I codes, when submitted with assistant surgeon modifiers 80, 81,
82, or AS. The primary surgeon, not the assistant surgeon, is responsible for
performing and reporting the quality action(s) in applicable PQRS measures.

•

Eligible CPT Category I procedure codes, billed by surgeons performing surgery
on the same patient, submitted with modifier 62 (indicating two surgeons, i.e.,
dual procedures) will be included in the denominator population for applicable
PQRS measure(s). Both surgeons taking part in PQRS will be fully accountable
for the clinical action(s) described in the PQRS measure(s).
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Use of Current Procedural
Terminology (CPT), cont.
CPT Category II Codes
•

CPT Category II or CPT II codes, developed through the CPT Editorial Panel for
use in performance measurement, encode the clinical action(s) described in a
measure’s numerator. CPT II codes consist of five alphanumeric characters in a
string ending with the letter “F.” CPT II codes are not modified or updated during
the reporting period and remain valid for the entire program year as published in
the measure specifications manuals and related documents for PQRS.

Quality-Data Codes
•

QDCs are non-payable Healthcare Common Procedure Coding System (HCPCS)
codes composed of specified CPT Category II codes and/or G-codes that
describe the clinical action required by a measure’s numerator. Clinical actions
can apply to more than one condition and, therefore, can also apply to more than
one measure. Where necessary, to avoid shared CPT Category II codes, G-codes
are used to distinguish clinical actions across measures. Some measures require
more than one clinical action and may have more than one CPT Category II code,
G-code, or a combination associated with them. EPs should review numerator
reporting instructions for each measure carefully.
22

Performance Measure Exclusion
Modifier Categories
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Claims-Based Reporting Principles
•

Up to 4 diagnoses can be reported in the header on the current
CMS-1500 paper claim and up to 12 diagnoses can be reported in
the header on the electronic claim.
–
–
–

•

Only 1 diagnosis can be linked to each line item, although for PQRS all
diagnosis codes will be taken into consideration for analysis.
PQRS analyzes claims data using ALL diagnoses from the base claim (Item 21
of the CMS-1500 or electronic equivalent) and service codes for each
individual eligible professional (identified by individual NPI).
EPs should review ALL diagnosis and encounter codes listed on the claim to
make sure they are capturing ALL chosen measures applicable to that patient’s
care.

All diagnoses reported on the base claim will be included in PQRS
analysis, as some measure require reporting more than one
diagnosis on a claim.

‒
‒

For line items containing a QDC, only 1 diagnosis from the base claim should
be referenced in the diagnosis pointer field.
To report a QDC for a measure that requires reporting of multiple diagnoses,
enter the reference number in the diagnosis pointer field that corresponds to
one of the measure’s diagnoses listed on the base claim. Regardless of the
reference number in the diagnosis pointer field, all diagnoses on the claim(s)
are considered in PQRS analysis.
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Claims-Based Reporting
Principles, cont.
•

If billing software limits the number of line items
available on a claim, you should add a nominal amount
such as a penny to one of the line items on that second
claim for a total charge of one penny.
–

–

PQRS analysis will subsequently join claims based on the
same beneficiary for the same date-of-service, for the same
TIN/NPI and analyze as one claim.
Providers should work with their billing software
vendor/clearinghouse regarding line limitations for claims to
ensure that diagnoses, QDCs, or nominal charge amounts are
not dropped.
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Reporting QDCs via Claims
QDCs must be reported:
•
•
•
•

On the claim(s) with the denominator billing code(s) that
represents the eligible Medicare Part B PFS encounter.
For the same beneficiary.
For the same date of service (DOS).
By the same eligible professional (individual rendering
NPI) that performed the covered service, applying the
appropriate encounter codes (ICD-9-CM, ICD-10-CM,
CPT Category I or HCPCS codes). These codes are
used to identify the measure's denominator.
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Reporting QDCs via Claims, cont.
•

QDCs must be submitted with a line-item charge of one penny
($0.01) at the time the associated covered service is performed.
‒
‒
‒
‒

The submitted charge field cannot be blank.
The line item charge should be $0.01 – the beneficiary is not liable for
this nominal amount.
Entire claims with a $0.01 charge will be rejected.
When the $0.01 nominal amount is submitted to the MAC, the PQRS
code line will be denied but will be tracked in the National Claims
History (NCH) for analysis.

•

When a group bills, the group NPI is submitted at the claim level;
therefore, the individual rendering/performing physician’s NPI must
be placed on each line item, including all allowed charges and
quality-data line items.

•

Solo practitioners should follow their normal billing practice of
placing their individual NPI in the billing provider field (#33a on the
CMS-1500 form or the electronic equivalent).
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Submitting Claims
Submission through MACs
QDCs shall be submitted to MACs through one of the
following options:
•

•

Electronic-based Submission - PQRS QDCs are submitted on
the claim just like any other code; however, QDCs will have a
nominal $0.01 (or $0.00) charge. Electronic submission, which is
accomplished using the ASC X 12N Health Care Claim Transaction
(Version 5010), should follow the current HIPAA standard version of
the ASC x12 technical
Paper-based Submission - Use the CMS-1500 or CMS-1450
claim form as described in the sample claims provided in Appendix
D. The CMS-1450 claim form may also be used as applicable.
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Submitting Claims, cont.
Group NPI Submission
•

When a group bills, the group’s NPI is submitted at the claim
level, therefore, the individual rendering EP’s NPI must be
placed on each line item, including all allowed charges and
quality-data line items.

Solo NPI Submission
•

The individual NPI of the solo practitioner must be included
on the claim as is the normal billing process for submitting
Medicare claims. For PQRS, the QDC must be included on
the claim(s) representing the eligible encounter that is
submitted for payment at the time the claim is initially
submitted in order to be included in PQRS analysis.
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Submitting Claims, cont.
Claim Adjustment Reason Code (CARC) for QDCs with $0.01
The CARC 246 with Group Code CO or PR and with RARC N620 indicates that
this procedure is not payable unless non-payable reporting codes and
appropriate modifiers are submitted.
•
In addition to N620, the remittance advice will show Claim Adjustment
Reason Code (CARC) CO or PR 246 (This non-payable code is for
required reporting only).
•
CARC 246 reads: This non-payable code is for required reporting only.
•
EPs who bill with a charge of $0.01 on a QDC item will receive CO 246
N620 on the EOB.

Remittance Advice Remark Code (RARC) for QDCs with $0.00
The new RARC code N620 is your indication that the PQRS codes were
received into the CMS National Claims History (NCH) database.
•
EPs who bill with $0.00 charge on a QDC line item will receive an N620
code on the EOB.
•
N620 reads: This procedure code is for quality reporting/informational
purposes only.
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Reporting via Qualified Registry
Qualified Registry reporting criteria for Individual EPs
•

Report on at least 9 individual measures covering 3 National
Quality Strategy (NQS) domains for at least 50% of the EP’s
Medicare Part B FFS patients.
‒

‒
‒

EPs who satisfactorily report for only 1 to 8 PQRS measures
covering 3 NQS domains for at least 50% of the EP’s Medicare
Part B FFS patients OR who submit data for 9 or more PQRS
measures covering less than 3 domains for at least 50% of
the EP’s Medicare Part B FFS patients eligible for each
measure will be subject to Measure-Applicability Validation
(MAV).
Measures with a 0% performance rate will not be counted
An EP who sees at least 1 Medicare patient (face-to-face
encounter) must report on 1 cross-cutting measure, counts
towards the 9 measures.
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Reporting via Qualified Registry
Measures Groups are utilized by individual EPs reporting
PQRS measures via registry ONLY
•

Report at least 1 measures group on a 20-patient sample, a
majority of which (at least 11 out of 20) must be Medicare Part B
FFS patients.
‒

‒

A participating eligible professional must report on all applicable
measures within the selected measures group for a minimum sample
of 20 unique patients (or procedures as applicable), a majority of
which must be Medicare Part B FFS patients, who meet patient
sample criteria for the measures group.
If the eligible professional does not have at least 11 unique Medicare
Part B FFS patients who meet patient sample criteria for the measures
group, the eligible professional will need to choose another measures
group or choose another reporting option. Please refer to the 2015
Physician Quality Reporting System (PQRS) Implementation Guide to
determine the proper reporting option.
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Reporting via EHR
EHR Reporting Criteria for Individual EP’s
1. Report on at least 9 measures covering at least 3
National Quality Strategy (NQS) domains
2. Use a direct EHR product that is Certified EHR
Technology (CEHRT) or EHR data submission vendor
that is CEHRT
•

If the EP’s CEHRT does not contain patient data for at
least 9 measures covering at least 3 domains, then the EP
must report the measures for which there is Medicare
patient data. An EP must report on at least 1 measure
containing Medicare patient data.
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EHR Reporting
2015 eCQMs for EPs
•

The electronic clinical quality measures (eCQM) specifications are
used for multiple programs, including the electronic reporting option
for PQRS as well as the Medicare EHR Incentive Program, to
reduce the burden on providers participating in multiple quality
programs. Please follow the link provided below to the Medicare
EHR Incentive Program’s eCQM Library webpage to obtain the 2014
eCQM Specifications for Eligible Professionals Table July 2014 and
supporting documentation. EPs and group practices electronically
reporting PQRS using an EHR are required to use the July 2014
updated version of the 2014 eCQMs for the 2015 program year.
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Measure-Applicability Validation
(MAV)
MAV applies when:
•

EPs or group practices satisfactorily report or submit quality
data codes (QDCs) for less than nine measures or less than
three domains.
‒

•

EPs must satisfactorily report on at least 50 percent (50%) of
their eligible patients or encounters for each measure

Individual providers or group practices with face-to-face
encounters that satisfactorily report cross-cutting measures.
‒

‒

If it is determined that at least one cross-cutting measure was
not reported, the individual EP or group practice with face-toface encounters will be automatically subject to the 2017
PQRS payment adjustment and MAV will not be utilized for that
individual provider.
For those individual EPs or group practice with no face-to-face
encounters, MAV will be utilized for those that report less than
nine measures and/or less than three NQS domains.
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MAV, cont.
MAV also applies when:
For measures reported, there must be at least one patient or
procedure in the numerator of the measure for the measure to
be counted as satisfactory reporting.
• For measures that move toward 100 percent (100%), to
indicate higher quality outcome, the performance rate must
be greater than zero percent (0%).
• For inverse measures where higher quality moves the rate
toward zero percent (0%), the performance rate must be less
than 100%.
• For complete information on MAV, please review information
located on the PQRS Analysis and Payment Web
http://www.cms.gov/Medicare/Quality-Initiatives-PatientAssessment-Instruments/PQRS/AnalysisAndPayment.html
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Behavioral Health Measures
Reporting Options
•

Five 2015 PQRS Measures are reportable via EHR only:
#107 - Adult Major Depressive Disorder (MDD): Suicide Risk Assessment
#366 - ADHD: Follow-Up Care for Children Prescribed Attention-Deficit/Hyperactivity
Disorder (ADHD) Medication
#367 - Bipolar Disorder and Major Depression: Appraisal for Alcohol or Chemical
Substance Use
#371 - Depression Utilization of the PHQ-9 Tool
#382 - Child and Adolescent Major Depressive Disorder (MDD): Suicide Risk
Assessment

•

Three 2015 PQRS Measures are reportable via Claims and Registry only:
#46 - Medication Reconciliation
#173 - Preventive Care and Screening: Unhealthy Alcohol Use – Screening
#181 - Elder Maltreatment Screen and Follow-Up Plan

•

Two 2015 PQRS Measures are reportable via Registry only:
#325 - Adult Major Depressive Disorder (MDD): Coordination of Care of Patients
with Specific Comorbid Conditions
#383 - Adherence to Antipsychotic Medications for Individuals with Schizophrenia
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2015 PQRS Behavioral Health
Measures List
NQF #

PQRS
#

0105

12

Effective Clinical Care

Anti-Depressant Medication
Management

Electronic Health Record (EHR)

97

46

Communication and
Care Coordination

Medication Reconciliation

Claims and Registry

104

107

Effective Clinical Care

Adult Major Depressive Disorder (MDD):
EHR
Suicide Risk Assessment
Claims, Registry, EHR, Group
Practice Reporting Option Web
Interface (GPRO WI), and
Measure Groups

NQS Domain

Reporting Method

Measure Title

421

128

Community/Population
Health

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

419

130

Patient Safety

Documentation of Current Medications
in the Medical Record

Claims, Registry, EHR, GPRO
WI, and Measure Groups

420

131

Community/Population
Health

Pain Assessment and Follow-Up

Claims, Registry, and
Measure Groups
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2015 PQRS Behavioral Health
Measures List, cont.
NQF #

PQRS
#

NQS Domain

Measure Title

Reporting Method

418

134

Preventive Care and Screening:
Community/Population
Screening for Clinical Depression
Health
and Follow-Up Plan

N/A

173

Community/Population Preventive Care and Screening:
Health
Unhealthy Alcohol Use – Screening

N/A

181

Patient Safety

226

Preventive Care and Screening:
Community/Population
Tobacco Use: Screening
Health
and Cessation Intervention

Claims, Registry, EHR, GPRO
WI, and Measure Groups

317

Preventive Care and Screening:
Community/Population
Screening for High Blood Pressure
Health
and Follow-Up Documented

Claims, Registry, EHR, GPRO
WI, and Measure Groups

325

Communication and
Care Coordination

28

N/A

N/A

Elder Maltreatment Screen
and Follow-Up Plan

Claims, Registry, EHR, GPRO
WI, and Measure Groups
Claims and Registry
Claims and Registry

Adult Major Depressive Disorder
(MDD): Coordination of Care of Patients Registry
with Specific Comorbid Conditions
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2015 PQRS Behavioral Health
Measures List, cont.
NQF #

108

PQRS
#

366

NQS Domain

Reporting Method

Measure Title

ADHD: Follow-Up Care for Children
Prescribed AttentionEffective Clinical Care
Deficit/Hyperactivity Disorder (ADHD)
Medication

EHR

N/A

367

Effective Clinical Care

Bipolar Disorder and Major Depression:
EHR
Appraisal for Alcohol or
Chemical Substance Use

710

370

Effective Clinical Care

Depression Remission at Twelve
Months

712

371

1365

382

1879

383

N/A

402

Depression Utilization of the PHQ-9
Tool
Child and Adolescent Major Depressive
Disorder (MDD): Suicide Risk
Patient Safety
Assessment
Adherence to Antipsychotic
Medications for Individuals with
Patient Safety
Schizophrenia
Community/Population Tobacco Use and Help with Quitting
Health
Among Adolescents
Effective Clinical Care

EHR and GPRO WI
EHR

EHR

Registry

Registry and Measure Groups
40

RESOURCES &
WHERE TO CALL FOR HELP
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Resources
•

•

•

•

•

•

CMS PQRS Website
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-AssessmentInstruments/PQRS
2015 PQRS Implementation Guide
http://cms.gov/Medicare/Quality-Initiatives-Patient-AssessmentInstruments/PQRS/Downloads/PQRS_2015_Measure-List_111014.zip
2015 PQRS Individual Claims and Registry Measure Specification
Documents
http://www.cms.gov/apps/ama/license.asp?file=/PQRS/downloads/2015_PQ
RS_IndividualMeasureSpecs_SupportingDocs_111214.zip
2015 PQRS Measures List
http://cms.gov/Medicare/Quality-Initiatives-Patient-AssessmentInstruments/PQRS/Downloads/PQRS_2015_Measure-List_111014.zip
2015 Physician Quality Reporting System (PQRS) Measures – Claims
Reporting Made Simple
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-AssessmentInstruments/PQRS/Downloads/2015PQRS_Claims_Made_Simple.pdf
2015 Claims-Based Coding and Reporting Principles
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-AssessmentInstruments/PQRS/Downloads/2015PQRS_Claims_CodingRpgPrinc.pdf
42
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Resources
•

•

•

2015 PQRS (Electronic Health Record) EHR Reporting Made Simple
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-AssessmentInstruments/PQRS/Downloads/2015PQRS_EHR_Made_Simple.pdf
2015 PQRS Registry Reporting Made Simple
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-AssessmentInstruments/PQRS/Downloads/2015_PQRS_Registry_Reporting_Made_Sim
ple.pdf
2015 PQRS Measure-Applicability Validation (MAV) Process for ClaimsBased Reporting and Registry Reporting of Individual Measures
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-AssessmentInstruments/PQRS/AnalysisAndPayment.html
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Where to Call for Help
•

QualityNet Help Desk:
866-288-8912 (TTY 877-715-6222)
7:00 a.m.–7:00 p.m. CST M-F or qnetsupport@hcqis.org
You will be asked to provide basic information such as name, practice, address,
phone, and e-mail

•

Provider Contact Center:
Questions on status of 2013 PQRS/eRx Incentive Program incentive payment (during
distribution timeframe)
See Contact Center Directory at
http://www.cms.gov/MLNProducts/Downloads/CallCenterTollNumDirectory.zip

•

EHR Incentive Program Information Center:
888-734-6433 (TTY 888-734-6563)

•

VM Help Desk:
888-734-6433 Option 3 or pvhelpdesk@cms.hhs.gov

• Physician Compare Help Desk:
E-mail: PhysicianCompare@Westat.com
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QUESTION & ANSWER
SESSION
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APPENDICES
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Appendix A: Summary of Requirements
for the 2017 PQRS Payment Adjustment
Individual Reporting Criteria via Claims, Qualified Registry, and EHRs and Satisfactory Participation
Criterion in QCDRs
Reporting
Period
12-month
(Jan 1–
Dec 31,
2015)

Measure
Type
Individual
Measures

Reporting
Mechanism
Claims

12-month
(Jan 1–
Dec 31,
2015)

Individual
Measures

Qualified
Registry

Satisfactory Reporting/Satisfactory Participation Criteria
Report at least 9 measures, covering at least 3 of the NQS domains AND report each measure
for at least 50 percent of the eligible professional’s Medicare Part B FFS patients seen during the
reporting period to which the measure applies. Of the measures reported, if the eligible
professional sees at least 1 Medicare patient in a face-to-face encounter, the eligible
professional will report on at least 1 measure contained in the proposed cross-cutting measure
set specified in Table 52. If less than 9 measures apply to the eligible professional, the eligible
professional would report up to 8measure(s), AND report each measure for at least 50 percent
of the Medicare Part B FFS patients seen during the reporting period to which the measure
applies. Measures with a 0 percent performance rate would not be counted.
Report at least 9 measures, covering at least 3 of the NQS domains AND report each measure
for at least 50 percent of the eligible professional’s Medicare Part B FFS patients seen during the
reporting period to which the measure applies. Of the measures reported, if the eligible
professional sees at least 1 Medicare patient in a face-to-face encounter, the eligible
professional will report on at least 1 measure contained in the proposed cross-cutting measure
set specified in Table 52. If less than 9 measures apply to the eligible professional, the eligible
professional would report up to 8 measure(s), AND report each measure for at least 50 percent
of the Medicare Part B FFS patients seen during the reporting period to which the measure
applies. Measures with a 0 percent performance rate would not be counted.
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the 2017 PQRS Payment Adjustment, cont.
Individual Reporting Criteria via Claims, Qualified Registry, and EHRs and
Satisfactory Participation Criterion in QCDRs
Reporting
Period

Measure Reporting
Type
Mechanism

12-month
(Jan 1–
Dec 31,
2015)

Individual
Measures

12-month
(Jan 1–
Dec 31,
2015)
12-month
(Jan 1–
Dec 31,
2015)

Measures
Groups

Individual
PQRS
measures
and/or
nonPQRS
measures
reportable
via a
QCDR

Direct EHR
Product or
EHR Data
Submission
Vendor
Product
Qualified
Registry

Qualified
Clinical Data
Registry
(QCDR)

Satisfactory Reporting/Satisfactory Participation Criteria
Report 9 measures covering at least 3 of the NQS domains. If an eligible professional’s
direct EHR product or EHR data submission vendor product does not contain patient
data for at least 9 measures covering at least 3 domains, then the eligible professional
would be required to report all of the measures for which there is Medicare patient data.
An eligible professional would be required to report on at least 1 measure for which
there is Medicare patient data.
Report at least 1 measures group AND report each measures group for at least 20
patients, the majority (11 patients) of which are required to be Medicare Part B FFS
patients. Measures groups containing a measure with a 0 percent performance rate will
not be counted.
Report at least 9 measures available for reporting under a QCDR covering at least 3 of
the NQS domains, AND report each measure for at least 50 percent of the eligible
professional’s patients. Of these measures, the eligible professional would report on at
least 2 outcome measures, OR, if 2 outcomes measures are not available, report on at
least 1 outcome measures and at least 1 of the following types of measures – resource
use, patient experience of care, efficiency/appropriate use, or patient safety
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the 2017 PQRS Payment Adjustment, cont.
Reporting Criteria for Satisfactory Reporting of Quality Measures Data via the GPRO
Reporting
Period

Group
Practice
Size

Measure Reporting
Type
Mechanism

12-month
(Jan 1–
Dec 31,
2015)

2-99 eligible
professionals

Individual
Measures

Qualified
Registry

12-month
(Jan 1–
Dec 31,
2015)

2-99 eligible
professionals
and 100+
eligible
professionals

Individual
Measures
+ CAHPS
for PQRS

Qualified
Registry +
CMS
Certified
Survey
Vendor

Satisfactory Reporting/Satisfactory Participation Criteria
Report at least 9 measures, covering at least 3 of the NQS domains. Of these
measures, if a group practice sees at least 1 Medicare patient in a face-to-face
encounter, the group practice would report on at least 1measure in the crosscutting measure set specified in Table 52. If less than 9 measures covering at least
3 NQS domains apply to the group practice, the group practice would report up to
8 measures covering 1–3 NQS domains for which there is Medicare patient data,
AND report each measure for at least 50 percent of the group’s Medicare Part B
FFS patients seen during the reporting period to which the measure applies.
Measures with a 0 percent performance rate would not be counted.
The group practice must have all CAHPS for PQRS
survey measures reported on its behalf via a CMS certified survey vendor, and
report at least 6 additional measures, outside of CAHPS for PQRS, covering at
least 2 of the NQS domains using the qualified registry. If less than 6 measures
apply to the group practice, the group practice must report up to 5 measures. Of
the additional measures that must be reported in conjunction with reporting the
CAHPS for PQRS survey measures, if any eligible professional in the group
practice sees at least 1 Medicare patient in a face-to-face encounter, the group
practice must report on at least 1 measure in the cross-cutting measure set
specified in Table 52.
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the 2017 PQRS Payment Adjustment, cont.
Reporting Criteria for Satisfactory Reporting of Quality Measures Data via
the GPRO
Reporting
Period

Group
Practice
Size

Measure Reporting
Type
Mechanism

12-month
(Jan 1–
Dec 31,
2015)

2-99
eligible
profession
als

Individual
Measures

12-month
(Jan 1–
Dec 31,
2015)

2-99
eligible
profession
als and
100+
eligible
profession
als

Individual
Measures
+ CAHPS
for PQRS

Direct EHR
Product or
EHR Data
Submission
Vendor
Product
Direct EHR
Product or
EHR Data
Submission
Vendor
Product +
CMS
Certified
Survey
Vendor

Satisfactory Reporting/Satisfactory Participation Criteria
Report 9 measures covering at least 3 domains. If the group practice’s direct EHR
product or EHR data
submission vendor product does not contain patient data for at least 9 measures
covering at least 3 domains, then the group practice must report the measures for
which there is patient data. A group practice must report on at least 1 measure for
which there is Medicare patient data.
The group practice must have all CAHPS for PQRS
survey measures reported on its behalf via a CMS certified survey vendor, and
report at least 6 additional measures, outside of CAHPS for PQRS, covering at least
2 of the NQS domains using the direct HER product or EHR data submission
vendor product. If less than 6 measures apply to the group practice, the group
practice must report up to 5 measures. Of the additional 6 measures that must be
reported in conjunction with reporting the CAHPS for PQRS survey measures, a
group practice would be required to report on at least 1 measure for which there is
Medicare patient data.
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