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|. EXECUTIVE SUMMARY

In 2007, the Centersfor Medicare & Medicaid Services (CMS) implemented the Physician Quality
Reporting System (PQRS), a quality reporting program for eligible professionals (EPs)* that has grown
substantially fromitsinception. PQRS gives participating EPs and group practices the opportunity to
assessthe quality of care they provide to their patients, helping to ensure that patients get the right
care at the right time. The PQRS program entered its final yearin 2016. In the firsteight years of the
program, PQRS encouraged EPs to report clinical quality data by providing anincentive payment for
successful reporting.

The downward paymentadjustment applied to 2015 payments was based on 2013 data that was
reported duringthe first quarter of calendaryear 2014. PQRS reportingforthe 2014 program year
formed the basisforthe 2016 paymentadjustment; PQRS reporting for 2015 formed the basis forthe
2017 paymentadjustment;and PQRS reporting for 2016 formed the basis of the 2018 payment
adjustment. Formore information on the PQRS payment adjustment, pleasereferto Section V of this
report.

This report summarizesthe historical reporting experience of EPs in the PQRS program through program
year2016. Unless otherwise noted, all tables and figures are based on data reported for calendaryear
2016. Findingsin thisreport summarized at the practice level include both EPs participatingindividually,
as well as group practices that participated through the group practice reporting option (GPRO). Results
for group reportingfor PQRS also include EPs participating as part of a Medicare Accountable Care
Organization (ACO) underthe Medicare Shared Savings Program. EPs participatingin PQRS as part of a
Pioneer ACO Model, as part of a Next Generation ACO Model (NextGen), as part of a Comprehensive
ESRD (End Stage Renal Disease) Care Model (called a CEC ACO), and the Comprehensive Primary Care
(CPC) initiative are summarized as individual participantsin this report.?

For brevity, the tables and figuresinthis report present the Shared Savings Program, Pioneer Model
ACO, Next Generation ACO, CECACO programs and CPCas “participation options” under PQRS;
however, they are alternative payment models and EPs must meet all requirements underthose
models. Inaddition, unless otherwise noted, participation information from EPs who were part of group
practices participatingunderthe GPRO or as part of a Medicare ACO participatingunderthe Shared
Savings Program were combined with dataforindividual participants to describe the total number of
EPs that participatedin the program.

1 https://www.cms.gov/Medicare/Quality-lnitiatives-Patient-Assessment-
Instruments/PQRS/Downloads/2016 PQRS List of EPs.pdf

2 EPs within ACOs that meet specific PQRS requirements, as incorporated by the Shared Savings Program, Pioneer
ACO Model, Next Generation ACO Model, or CEC ACO Model are ableto avoid the PQRS payment adjustment
under the Medicare Shared Savings Program, Pioneer ACO Model, Next Generation ACO Model, or CEC ACO
Model, respectively. Inaddition, EPs inthe CPCinitiativethatelect a PQRS waiver and meet requirements under
that program are ableto avoid the PQRS payment adjustment.

viii
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Building on Existing Quality Programs

The Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) streamlined three existing CMS
programs with a single system where Medicare physicians and other eligible clinicians have a chance to
be rewarded forbettercare. MACRA consolidated aspects of those programs (PQRS, Value-Based
Payment Modifier (Value Modifier), and the Medicare ElectronicHealth Record (EHR) Incentive
Program) into the Merit-based Incentive Payment System (MIPS)and incentive payments for
participationin Advanced Alternative Payment Models (Advanced APMs), which we referto collectively
as the Quality Payment Program. This program, which is expected to affect Medicare payments for more
than 600,000 clinicians across the country, isa majorstep inimproving care across the entire health care
delivery system. Clinicians have been able to choose how they want to participate inthe Quality
Payment Program based on their practice size, specialty, location, or patient population. Atits core, the
Quality Payment Programis aboutimprovingthe quality of patient care and patient outcomes.

The PQRS program, along with the Medicare EHR Incentive Program for EPs and the Value Modifier
program, sunseton December 31, 2018. Components of these programs are the foundation for the new
Merit-based Incentive Payment System. There are four connected pillars on which payment adjustments
are based under MIPS — quality, improvement activities, advancing care information information, and
cost.

While the quality component of MIPS should look familiar to clinicians that participated in PQRS, there
are key differences between the PQRS program and MIPS which preclude drawing definitive conclusions
for MIPS based upon historical PQRS data. Forexample, fewer clinicians were eligible for MIPS than
PQRS due to volume thresholds. Specifically, the PQRS program did not have an exemption forclinicians
with a low volume of Medicare patients orallowed charges, clinicians newly enrolled in Medicare are
exempt from MIPS, certain participantsin Advanced APMs are exempt from MIPS, and MIPS eligible
clinicians may differfromthe types of EPs that were required to participate in PQRS.

Expansion of Participation Mechanisms and Program Eligibility

In programyear 2016, CMS expanded the PQRS reporting mechanisms by adding the Qualified Clinical
Data Registry (QCDR) for practices participating as part of the GPRO. In addition, practices could get
creditfor PQRS participation through participation in the Next Generation ACO Model or CEC ACO
Model.

Table 1: Reporting Options, Mechanisms, and Alternative Programs (2007 to 2016)

Reporting Options and 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

Mechanisms

Individual Participation -- -- -- -- -- -- -- -- -- --

Claims-based: Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
Individual Measures

Claims-based: No Yes Yes Yes Yes Yes Yes No No No
Measures Groups

Registry: Individual No Yes Yes Yes Yes Yes Yes Yes Yes Yes
Measures

Registry: Measures No Yes Yes Yes Yes Yes Yes Yes Yes Yes
Groups
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Reporting Options and
Mechanisms

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

EHR: Individual Measures No No No Yes VYes Yes Yes Yes Yes Yes
Qualified Clinical Data No No No No No No No Yes Yes Yes
Registry (QCDR)

GPRO -- -- -- -- -- -- -- -- -- --
GPRO | Web Interface No No No Yes Yes No No No No No
GPRO Il Claims No No No No Yes No No No No No
GPRO Il Registry No No No No Yes No No No No No
GPRO Web Interface (25 No No No No No Yes Yes Yes Yes Yes
or more NPIs)

GPRO Registry No No No No No No Yes Yes Yes Yes
GPRO EHR No No No No No No No Yes Yes Yes
GPRO QCDR No No No No No No No No No Yes

Accountable Care -- -- -- -- -- -- -- -- -- --

Organizations (ACO)

Shared Savings Program No No No No No Yes Yes Yes Yes Yes

ACO via Web Interface

Pioneer ACOvia GPRO No No No No No Yes Yes Yes Yes Yes

Web Interface

CECACO No No No No No No No No No Yes

NextGen ACO No No No No No No No No No Yes
Comprehensive Primary No No No No No No Yes Yes Yes Yes

Care Initiative (CPC)

Notes forTable 1: (1) In 2010, the Physician Quality Reporting System included a single option for group
practices with 200 or more professionals (referred to as “GPRO 1”). (2) In 2011, the GPRO Il option was
added for practices with 2 to 199 professionals. (3) In 2012, GPRO | and GPRO |l were replaced with

group practices reporting options for group practices with 25 or more NPIs.

e The numberof PQRS quality measures from which EPs could choose to participate in
the PQRS increased from 253 to 281 in programyear 2016, and the number of non-
PQRS measuresincreased from 739 to 848 (Table 2).
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Table 1: Number of Quality Measures (2012 to 2016)

Mechanism or Option

Total number of PQRS measures 266 258 284 253 281
Total number of non-PQRS measures N/A N/A 300 739 848
Number of measures groups [a] 22 22 25 22 25
Measures within measures groups [a] 117 119 127 108 114
Measures reportable via Claims 143 137 110 72 79
Measures reportable via Registry 208 203 201 175 198
Measures reportable via EHR 51 51 64 64 63
Measures reportable via QCDR [b] N/A N/A 584 992 1,129
Measures reportable via GPRO Web Interface 29 22 22 17 18
Measures reportable by ACOs via the GPRO 22 22 22 17 18
Web Interface

Measures reportable via the CPClInitiative N/A 14 11 13 13

[a] Measures groups were available to report via Claims or Registry until 2013, and only via Registry

starting 2014.

[b] Any PQRS measure can be reported via QCDR. In addition, each QCDR registry could submit up to 20
custom, non-PQRS measures in 2014 and 30 non-PQRS measures in 2015 and 2016.

Note for Table 2: Total number of measures reflects all measures, including all possible reporting
mechanisms and options.

Many of the measures reportable by the largest numberof EPs were preventive
measures, which are not specificto a given diagnosis or conditionand applytoa
broad range of specialties and providertypes (Table 12and Table A16).

CMS strivesto include quality measures that are applicable to a wide range of
specialties and providertypes and has annually requested suggestions for measures to
be includedin PQRS. Appendix Table Alpresentsalist of PQRS measuresin program
year2016. Of note, half of these measures are related to effective clinical care.

Over1.39 million professionals were eligible to participate in the 2016 program year
PQRSincludingthose participating through the PQRS GPRO; those participatingin
Medicare ACOs underthe Shared Savings Program, Pioneer ACO Model, Next
Generation ACO Model, or CEC ACO Model; and the CPC initiative—comparedto 1.36
million EPsin 2015 (Figure 1).
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e Some specialties orprovidertypes had more than 75,000 EPs who participatedin
PQRS during program year 2016 includinginternal medicine, family practice, and
nurse practitioner(Table A7).

e There were 5,245 practices who self-nominated to participate viathe GPROin
program year 2016, a significantincreasefromthe 4,089 practices that self-nominated
for the GPRO in 2015, the 2,985 practices that self-nominated forthe GPRO in 2014,
and the 677 practices thatself-nominated toreportunderthe GPROin 2013 (datanot
shown). Referto Table 3 for counts of participating practices. Intotal, there were
4,525 practicesthat participated viathe GPRO (3,088 through registry, 952 through
EHR, 262 through QCDR, and 296 throughthe web interface); note that 66 practices
reported through more than one reporting mechanismviathe GPRO.

e EPs belongingto practicesor ACOsinthe following programs were eligible for PQRS:
Shared Savings Program (432 Medicare ACOs), Pioneer (8 ACOs), Next Generation (18
ACOs), CEC(13 ACOs), and 192 practices were eligible through the CPCinitiative (data
not shown). Referto Table 3 for counts of participating practices.

X
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Participation

Participationin PQRS hasincreased every year, especially among EPs within practices
participatingviaagroup reporting option (Figure1).

The number of participating EPs increased by seven percent between 2015 and 2016
from 938,939 (69.1 percent of those eligible in 2015) to 1,001,731 (71.7 percent of
those eligible in 2016).

In 2016, 348,018 EPs participated in PQRS as part of practices electing to participate
underthe GPRO (Table 3).

There were 432 ACOs participatinginthe Shared Savings Program and 429 of these
reported datathrough the GPRO Web interface; these 429 ACOsincluded a total of
244,485 EPswho are considered participantsin PQRS.

There were 18 ACOs participatingunderthe Next Generation ACO Model; these ACOs
included atotal of 16,517 EPs.

A total of 13 ACOs participated underthe CECACO Model; these ACOsincluded atotal
of 670 EPs.

Eight ACOs participated underthe Pioneer ACO Model; these ACOsincluded 8,086
EPs.

454 EPs from 85 different practices participated underthe CPCinitiative (thatis, they
accepted the PQRS waiver).

The participation rate amongall EPs using any method to participate in PQRS
increased from 15 percentto almost 72 percent between 2007 and 2016 (Figure 1).

Of the 5,245 practices that self-nominated to participate underthe PQRS GPRO, 4,525
participated:

0 3,088 practices encompassing 155,674 EPs participated viaregistry,

0 952 practicesencompassing 71,150 EPs participated via EHR,
0 262 practicesencompassing 15,661 EPs participated via QCDR,

0 296 practices encompassing 110,001 EPs participated viathe web interface.

Xiii
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Figure 1 -TrendsinParticipation (2007 to 2016)
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Notes for Figure 1: (1) Results include all reporting mechanisms and options.

e Claimscontinuedto be the most popularreporting mechanism forindividual

participation but 2016 was the first time there were more EPs participating as part of

a group underthe GPRO thanthere were individual claims participants (Figure 2).

e Registryreportingincreased in programyear 2016, particularly the submission of

registry individual measures; and the number of participants viathe QCDR mechanism

was overtwo and a half times that of 2015 (39,541 EPs, up from 15,381).

e EHR reportingalso showed continued strong growth in 2016, with a 22.5% increase

over 2015 participation.

Xiv
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Figure 2 - Participating Eligible Professionals by Reporting Mechanism (2011 to 2016)

Claims

Claims

Registry

Registry

EHR

QCDR

GPRO

NextGen ACO

CEC ACO

SSp
ACO

Pioneer
ACO

Individual...

Measures...

Individual...

CPC

| nqagz

102
’g, 863

Measures...

................ 50,215
36,473

72637801

,A23
1.806,
%
4951
I 1,932 2011
2012
,541 m 2013
2014
#2015
112016

348,018

16,517

fiuf Q8P 244,485

2167
b

0

50,000 100,000 150,000 200,000 250,000 300,000 350,000

NoteforFigure 2: Results include individually participating EPs as well as EPs in group practices that
participated under the GPRO, EPs in Medicare ACOs participating underthe Shared Savings Program,
Pioneer ACO, Next Generation ACO, and CEC ACO Models, and EPs participating through the CPC
initiative. Some EPs participated in more than one reporting mechanism.

Some EPs participated in greaternumbers and/orat higherratesinthe 2016 programs
than others (Appendix Table A7).

Nurse Practitioner, internal medicine, family practice, physician assistant, and
emergency medicine had the largest numbers of overall participants.
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Nurse anesthetist, pathology, and anesthesiology had the highest participation rates
in 2016 (over 89 percent) (AppendixTable A7).

The participation rate of EPs rises with increasing number of patients going from
52.3% for EPs with 25 or fewer patients to 85.1% for EPs with more than 200 patients
(Table A13).

The median participation rate by state was 72.2% in 2016, with Wisconsin havingthe
highest participation rate of any state (85.0%) (Table A14).

Satisfactory Reporting and Challenges to Reporting

Figure 3 - Distribution of Satisfactorily Reported Individual Measures (2016)
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As in previousyears, rates of satisfactory reporting of at least one measure in PQRS
varied by participation method. Forregistry and EHR, 100% of EPs who participated
were able to satisfactorily report atleast one measure compared to 98% of QCDR
participants and 79% of EPs who participated through claims were able todo so
(Figure 3).

The number of satisfactorily reported measures varied by submission mechanism
as well: EPs reporting via EHR and QCDR were most likely to report9 or more
measures (97 percent of those using EHR and 76 percent for QCDR), compared
to only 34 percent of those participating viaregistry and 6 percent of those reporting
viaclaims (Figure3).

The most common reporting errors via registry were submitting datafor an EP that
had no Part B Physician Fee Schedule (PFS) allowed charges and submitting data
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where the calculated reporting or performance rate does not match the result
calculated from numerators and denominators provided.

e The most common issue for QCDR was submissionsfor EPs who did not have PFS
charges, reporting denominator not equal to the initial population minus exclusions,
and reportingrate not being equal to the reporting numerator divided by the
reporting denominator; CMS has reached out to entities reporting data under this
mechanismto helpimprove future submissions.

Table 3 presents asummary of 2016 PQRS eligibility and participation, atthe level of EP and group
practices. There were 1,398,085 EPs with 1,001,731 participating usingany method. The most
commonly used individual participation mechanism was through claims.

Table 2: Reporting Results by Mechanism or Alternative Program (2016)

Outcome and Mechanism Eligible Eligible
or Alternative Program Professionals Practices
Eligible 1,398,085 268,735
Participated via Any Method 1,001,731 111,393
Participatedvia Claims 310,595 66,005
Participated via Registry 123,324 32,911
Participated via EHR 69,532 14,061
Participated via QCDR 39,541 2,388
Participated via GPRO - Registry 155,674 3,088
Participatedvia GPRO- EHR 71,150 952
Participated via GPRO- QCDR 15,661 262
Participated via GPRO - Web Interface 110,001 296
Participated via Shared Savings Program ACO 244,485 429
Participated via Pioneer ACO 8,086 8
Participated via CEC ACO 670 13
Participated via NextGen ACO 16,517 18
Participated via CPC 454 85

Notes forTable 3: (1) Results include EPs who were part of a practice that participated underthe PQRS
GPRO, through the CPCinitiative, or as part of a Medicare ACO participating under the Shared Savings
Program, Pioneer ACO Model, NextGen ACO Model, or CEC ACO Model. (2) Some EPs participated in

more than one reporting method.
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2018 PQRS Payment Adjustment

e Almostsixty-ninepercentof all EPs avoided the 2.0percentreduction of their 2018
Part B PFS charges, based on 2016 PQRS reporting; thisleft 435,111 EPs who were
subjecttothe adjustment (Figure 4and Table 16). Note that Table 16 isbased on the
EPs who meetthe definition of an EP for the purposes of the paymentadjustment
(N=1,349,834).3

e Almosteighty-five percent of those subjecttothe adjustmentdid notattemptto
participate in PQRS, and about 14% of those subjectto the paymentadjustmentwere
participatingasindividual professionals. Only 0.8 percent of those receiving the
payment adjustment were unsuccessful participants, meaning theironly attempt at
participation involved the submission of invalid Quality Data Codes (QDCs). (Table
15).4

31,398,085 represents the number of EPs who hadaneligibleinstancein claims or who participated through
registry/QCDR/EHR, were partof the CPCinitiative, belonged to a practicethat self-nominated for the GPRO, were
ina TIN that was part of a Shared Savings Program ACO, or were part of an ACO inthe Pioneer, Next Generation,
or CEC ACO Model. When it comes to the payment adjustment, there arecertaintaxonomies thatare
automatically exempt. There are48,251 such EPs who could never be subjectfor this reasonsothey are not part
of the population of EPs who could be eligible. See https://www.cms.gov/Medicare/Quality-Initiatives-Patient-
Assessment-Instruments/PQRS/Downloads/2016_PQRS_List_of EPs.pdf and section I11.C of this report for more
information on the PQRS payment adjustment.

4 For more information on various types of QDC errors, pleaserefer to the section on Challenges to Successful
Reporting in Section IV.D of this report.

xviii
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Figure 4 - Trends in PQRS Participation (2011 to 2016) and the PQRS Payment Adjustment
(2015to 2018)
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Note for Figure 4: As shown in this chart, the participation counts and rates have increased every year;
the number of EPs subject to the payment adjustment increased from 2015 to 2016 but has decreased
for2017 and 2018. Table 18 provides more details on EPs who have avoided the payment adjustment as
well as how they were able to do so.

e EPswhoavoidedthe 2018 PQRS payment adjustment did so most often by reporting
the required data (Table 18):

0 For EPs who were eligible forindividual participation, 95 percent (N=914,427)
avoided the paymentadjustment due to satisfactory reporting; 98 percent
(N=347,391) of those eligible for GPRO participation avoided the payment
adjustment based on satisfactory reporting; nearly 100 percent of those eligible

XX
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for ACO participation avoided the payment adjustment due to successful
reporting, and 96 percent (N=1,975) of those eligible for CPCavoided the
paymentadjustment based on successful participation.

0 Some participantsinthe PQRS program did not fit the specificdefinition of an
EP for the purposes of the payment adjustment; these individuals can submit
measures data but they would not be subjected to the payment adjustment
since they don’t have the autonomy to provide services without direct orders of
anotherclinician; acouple of examples are recreational therapist assistantand
prevention professional. These EPs made up five percent (N=48,251) of those
whowere eligible forindividual participation and avoided the payment
adjustment, three percent of those who were eligible for GPRO participation
(N=10,769), four percent (N=340) of those eligible for Pioneer ACO
participation, thirty-eight percent (N=254) of those who were eligible to
participate as part of a practice in the CEC ACO Model, three percent (N=467) of
those eligible for participation via Next Generation ACO, three percent
(N=7,224) of those eligible for Shared Savings Program ACO participation, and
lessthan one percent (N=9) of those eligible for CPC participation.

0 Finally, regardless of whetheran EP was eligible forindividual, GPRO, ACO, or
CPC participation, 0.8 percent of EPs avoided the 2018 payment adjustment
based on informal reviews processed through March 28, 2018.
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Il. INTRODUCTION

In 2007, the Centersfor Medicare & Medicaid Services (CMS) implemented the Physician Quality
Reporting System (PQRS), a pay-for-reporting program for EPs that has grown substantially fromits
5

inception. The program (formerly, Physician Quality Reporting Initiative or PQRI) was authorized under
Section 101(b) of division B of the Tax Relief and Health Care Act (TRHCA) of 2006 (Public Law 109-423;
120 Stat. 2975), and entereditstenthyearin 2016. The program rewarded EPs with a payment
incentive—determined based on a percentage of the estimated Part BPFS allowed charges for covered
professional services furnished by the EP during the applicable reporting period—and applies a payment
adjustment based on whether EPs meetapplicable requirements forreportinginformation on
standardized clinical quality measures. The last yearin which EPs could earn an incentive payment
was 2014. Beginningin 2015, EPs who did not meetreportingrequirements for programyear 2013 or
who did not have any other reason for avoiding the 2015 payment adjustmentwere subjecttoa 1.5
percentreductionintheir Part B PFS charges. PQRS reportingin program year 2014 was used to
determine which EPs would be subjectto a two percentreductionin their 2016 Part B PFS charges.
PQRS reportingin program year 2015 was used to determine which EPs would be subjectto a two
percentreductionintheir 2017 Part B PFS charges and PQRS reportingin program year 2016 was used
to determine which EPs would be subjectto a two percent reductionin their 2018 Part B PFS charges.

Thisreport summarizes the program year 2016 and historical reporting experience of EPsin PQRS.
Section Il of this report presents background on the evolution of the PQRS program and payment
adjustmentand describes dataand methods used forthisreport. Sections IV - VI detail findings for PQRS
participation, payment adjustment, and clinical performance rates. Sections Vlland VIl describe
information aboutfeedback reports available under PQRS and the services available from the Help Desk.
Section IX concludes. Atthe end of the report is a table of abbreviations used in this report. The
Appendixisaseparate Microsoft Excel documentforinterested readers, which contains detailed tables
of results.

Thisreportusesthe term “EP” to describe physicians and other health care professionals who could
participate in PQRS. The health care professionals who are eligible to participate in the programare
preciselyidentified on the CMS website.® In general, thisincludes professionals who furnish PFS covered
servicesto Medicare Part B beneficiaries (including Railroad Retirement Board [RRB] and Medicare
Secondary Payer [MSP]) forwhom selected PQRS measure(s) are applicable.

The unit of analysis fordescribing EPsisa combination of a professional’s National Provider Identifier
(NPI) numberand the Taxpayer Identification Number (TIN) under which they billed for services; thisis
commonly referredtoasa “TIN/NPI” (please see Section Ill for more details). Findings reported at the
practice level include both EPs participating individually, summarized at the practice level, aswell as
practices that participated through the group practice reporting option (GPRO). The resultsinclude EPs

5 http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments /PQRS

6 https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/Downloads/2016 _PQRS List_of EPs.pdf
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reporting (forthe purposes of PQRS) through a Medicare Accountable Care Organization (ACO) under
the Medicare Shared Savings Program (Shared Savings Program), EPs reporting through a Medicare ACO
participatingin the Pioneer ACO Model, the Next Generation ACO Model, the CECACO Model, and EPs
participatingin the Comprehensive Primary Care (CPC) Initiative. Forbrevity, the tablesandfiguresin
thisreport presentthe Shared Savings Program, Pioneer model, Next Generation Model, and CEC Model
ACO programs and CPCas “participation options” under PQRS; however, we note that they are
alternative programs and EPs must meet all requirements underthose programs. EPs participating via
the Pioneer ACO Model, Next Generation ACO Model, CECACO Model, orthe CPC initiativeare
summarizedinthisreportasindividual participants. While reporting through the GPRO or through a
Medicare ACO participating underthe Shared Savings Program are notindividual participation options,
unless otherwise noted, the participation information from these options are combined with
participation information from the individual participation options to describe the total number of EPs
that participatedin PQRS.

The information and datain thisreportgenerally address PQRS, butalsoinclude certain PQRS data
related to EPs within Medicare ACOs underthe Shared Savings Program, Pioneer ACO Model, Next
Generation ACO Model, CECACO Model, and the Comprehensive Primary Care (CPC) initiative, given
that EPs within ACOs often report through the ACO for the purposes of avoiding the payment
adjustmentand CPC participants avoid the paymentadjustment through successful participationin that
program. However, such EPs participatingin suchinitiatives outside the traditional PQRS are subject to
the reporting, participation, and program requirements specificto that program. Unless otherwise
indicated, the program requirements discussed below (e.g. reporting options, mechanisms, periods,
criteria, measures, participation rules, etc.) pertain to PQRS.
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lll. BACKGROUND AND METHODS

A.Program Origins

The Physician Quality Reporting System s part of an overall effort to move toward avalue-based
purchasing (VBP) system thataims to reward the value of care provided, ratherthan the quantity of
services. Tothisend, PQRS quality measures are intended to define, standardize and drive improvement
inthe quality of health care. A payment adjustment, applicable to professionals who do not satisfy the
criteriaforreporting quality dataunder PQRS, isintended to encourage professionals to adopt evidence-
based, outcomes-driven healthcare delivery practices.

The authorizinglegislation forthe programis contained in Section 101(b) of Division B (Medicare
Improvements and Extension Act of 2006 [MIEA]) of the TRHCA, which was enacted on December 20,
2006. Section 101(b) of the MIEA-TRHCA added subsection Kto section 1848 of the Social Security Act
and required the establishment of a quality reporting system. CMS initially referred to the Physician
Quality Reporting System as the Physician Quality Reporting Initiative or PQRI.

Section 101(c) of MIEA-TRHCA established a financial incentive for professionals to participateina
voluntary quality reporting program, which has been amended by subsequent legislation. An EP who
chose to participate inthe 2007 program and satisfied the reporting criteria on aset of quality measures
was eligible foranincentive, subjecttoacap, equal to 1.5 percent of the total estimated Part B PFS
chargesfor covered professional services furnished by the EP during the reporting period.

B. Program Evolution

Measures forthe 2007 program were defined by the TRHCA as quality measures that were developed
underthe Physician Voluntary Reporting Program (PVRP) and published on the CMS website as of the
date of enactment of the TRHCA. The statute also provided that measures could be changed by the
Secretary through a consensus-based process if such changes were published onthe CMS website by a
specified date. A portion of the original 74 measures and theirspecifications were developed by the
American Medical Association-Physician Consortium for Performance Improvement (AMA-PCPI),
physician specialty organizations, and the National Committee for Quality Assurance (NCQA). The AMA-
PCPI collaborated with CMS on defining reporting specifications for measures used in the 2007 program
and developed instructions on how datawould be captured through a claims-based reporting process
using quality data codes (QDCs) based on either Current Procedural Terminology (CPT) Il codes or G-
codes. QDCsindicate performance of a quality action, non-performance of the action, oran exclusion
from performingthe action.

The Medicare, Medicaid, and SCHIP Extension Act of 2007 (MMSEA), enacted on December 29, 2007
(Pub. Law 110-173), extended the quality reporting system through 2008 and 2009. The MMSEA
authorized incentive payments for 2008 and removed the cap on the total earned incentive amount
previously mandated by TRHCA. Additionally, the MMSEA required that CMS establish alternative
reporting periods, criteriaforreporting groups of clinically-related measures, and collecting quality
information through aclinical dataregistry. Registries do not require QDCs to accept clinical data. In
2008, MIPPA (Pub. Law 110-275, section 131(b)) made changestothe quality measure requirements as
well as authorized incentives through 2010. In 2009 and 2010, the applicable quality percent forthe
incentive was setattwo percent; itwas decreased toone percentinthe 2011 program yearand to one-
half percentforprogram years 2012 through 2014.
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The Patient Protection and Affordable Care Act, Pub. Law 111-148, enacted on March 23, 2010, as
amended by the Health Care and Education Reconciliation Act of 2010, Pub. Law 111-152, and
collectively known as the Affordable Care Act, made a number of changes to the PQRS, including
authorizingincentive payments through 2014 and requiring a paymentadjustment (penalty), beginning
in 2015, for EPs and group practices who do not meetreporting requirements, described in more detail
below.

The Affordable Care Act also authorized an additional incentive (an additional one-half percent of PFS
allowed charges) for2011 through 2014 for EPswho satisfactorily report data on quality measures
under PQRS and satisfy certain requirements related to participation in a Maintenance of Certification
Program Incentive (MOCP). Finally, Section 601(b) of the American Taxpayer Relief Act of 2012 (Pub.
Law 112-240, enactedJanuary 2, 2013) included anamendmentto Section 1848 (m) (3) of the Social
Security Act which would expand quality reporting options to include qualified clinical data registries
(QCDRs) for2014 and subsequentyears.

PQRS Measures

CMS strivesto include quality measures that are applicable to awide range of specialties and annually
requests suggestions formeasuresto be includedin PQRS. CMS has generally expanded the number of
measures and reporting options and mechanisms for PQRS each year (Figure 5). Forexample, the total
number of measures availablewas 153 in 2009, 179 in 2010, 198 in 2011, and 266 in 2012. The 2013
program has 258 total measures; 10 measures were added and 18 measures were retired. The 2014
program further expanded the number of PQRS measures to 284 and there were also 300 non-PQRS
measures which were availableto those who reported through QCDR. In 2015, the total number of
PQRS measures declined to 253, although the number of non-PQRS measuresincreasedto 739. In
program year 2016 there were 281 PQRS measuresand 848 non-PQRS measures available. Appendix
Table Al listsall individual PQRS measures that could be reportedin the program during the 2016
program yearand AppendixTable A2lists the 2016 non-PQRS measures that were available.

As seeninFigure 5, the number of measures reportableviathe EHR mechanism has expanded from 10
measuresin 2010 whenthe reporting mechanism was firstintroduced to 20 measuresin 2011, 51
measuresin 2012 and 2013, 64 measuresin 2014 and 2015, and 63 measuresin 2016. The measures
underthe GPRO web interface grew modestly from 26 in 2010 and 2011 to 29 in 2012, were reducedto
22 measuresin 2013 and 2014, decreased to 17 in 2015 and thenrose to 18 in 2016, inalignment with
the ACO GPRO web interface measures.



2016 Physician Quality Reporting System Reporting Experience and Trends

Figure 5 - Number of PQRS Measures by Reporting Mechanism/Option (2009 to 2016)

400 —

RO TR RO RO LA T

BT

T P T AT

350

w
o
o

284

1=
el
=

w
[=]
o

%]
wu
o

Number of Measures
N
Q
o

150 -
100 -
50
0 h L
2009 2010 2011 2012 2013 2014 2015
M Total PQRS Measures X Measures in Measures Groups © EHR Measures
® GPRO Measures WACO Measures E non-PQRS measures

Notes for Figure 5: Categories are not mutually exclusive; for example, an individual measure can also be
partof a measures group. GPRO counts for PQRS in 2011 do notinclude the GPRO Il reporting option and
GPRO countsin 2013- 2016 include web interface measures only. The numberof measures also includes
measures reported by EPs through Medicare ACOs participating in the Shared Savings Program, Pioneer
ACO Model, Next Generation ACO Model, CEC ACO Model, and measures reported by EPs through the
CPClnitiative.

Measures groups were introduced to PQRS inthe 2008 programyear and expanded eachyear
thereafter.” For program years from 2008 through 2014, measures groups are a subset of four or more
clinically-related measures;in 2015 and 2016, measures groups contain six ormore clinically-related
measures. Measures groups were reportable by claims orregistry when firstintroduced, and from 2014
on are reportable viaregistry only. The number of measures groups has increased steadily: four
measures groupsin 2008, sevenin 2009, 13 in 2010, 14 in 2011, 22 in 2012 and 2013, and 25 groupsin
2014, though wasreducedto 22 in 2015. In 2016, the number of measures groups increased again to 25.
Some measures groups are made up of measures reportable only viameasures groups as noted below
although beginningin 2014, EPs reportingviathe QCDR mechanism could reportthese “measures
groups only” measures asindividual measures.

CMS has also revised measure group reporting requirements over the years to simplify measure group
reporting. Beginningin 2009, CMS introduced anew QDC that allowed EPs reporting on measures
groups via claimsto use a single code toindicate if all recommended quality actions were performed for

" Measures groups do not apply to reporting by ACOs participatingin the Shared Savings Program, Pioneer ACO
Model, Next Generation ACO Model, CEC ACO Model, or to the CPC Initiative.



2016 Physician Quality Reporting System Reporting Experience and Trends

each measure inthe group. That is, EPs could report a single QDC— referred to asa composite G-code—
for the entire measures group. Before this code existed, EPsreported one QDCforeach measure within
the measures group. Moreover, in an effort to simplify measures group reporting, the 2009 program
yearrequirementto report on consecutive patients was removed. That s, beginningin the 2010
program year, EPs could reporta measures group measure on 30 non-consecutive beneficiaries—
appropriate forthe measures group—during the reporting period. This change applied toreporting
measures groups through both claims and a registry. The 2013 program lowered the required patient
count from 30 to 20 patients. The 2014 program removed the claims-based measure group reporting
option. The 2015 program deleted five measures groups (Back Pain, Cardiovascular Prevention,
Hypertension, IschemicVascular Disease, and Perioperative Care) and added two (Acute Otitis Externa
and General Surgery). The available measures groupsin 2016 were:

e Acute Otitis Externa (AOE) (eight measures)

e Asthma(six measures)

e [New]Cardiovascular Prevention (sixmeasures)

e Cataracts (eight measures)

e ChronicKidney Disease (CKD) (sixmeasures)

e ChronicObstructive Pulmonary Disease (COPD) (seven measures)

e Coronary Artery Bypass Graft (CABG) surgery (seven measures)

e CoronaryArtery Disease (CAD) (six measures)

e Dementia(ten measures)

e Diabetes Mellitus (six measures)

e [New] DiabeticRetinopathy (seven measures)

e General Surgery (seven measures)

e Heart Failure (six measures)

e Hepatitis C(eight measures)

e HIV/AIDS (eight measures)

¢ Inflammatory Bowel Disease (IBD) (seven measures)

e [New] MultipleChronicConditions (nine measures)

e Oncology (seven measures)

e Optimizing Patient Exposure to lonizing Radiation (six measures) —measures group
only

e Parkinson’s Disease (seven measures)
e Preventive Care (ten measures)

e Rheumatoid Arthritis (ninemeasures)
e Sinusitis (sixmeasures)

e SleepApnea(seven measures)

e Total Knee Replacement (six measures)
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Participation Options and Mechanisms

In addition to expanding the available measures, CMS has continued to refine the avenues for
participationinthe PQRS, asshownin Table 1. Individual reporting viaa qualified EHRvendor directly
was added tothe programin 2010. In 2012, CMS added an EHR data submission vendor reporting
mechanism, underwhich EPs could work with an approved data submission vendorto submit EHR data
on theirbehalf, ratherthan directly submitting EHR data. In addition, anew qualified clinical data
registry (QCDR) reporting method was available forindividual participantsin 2014." Beginningin 2014,
the claims-based measures group reporting mechanism was no longeravailable.

The group reporting option was introduced in 2010 for practices with 200 or more EPs. GPRO reporting
differsfromreporting forindividually participating EPs. To participate through the GPRO, a group
practice self-nominates with CMS.° Among practices that met requirements and were approved to
participate through the GPRO, CMS provided aweb interface containing a pre- selected sample of
patients with select patient demographicand utilization characteristics. . The practiceswere
responsible for completing datafields to report specificquality actions for GPRO measures forthe
selected patients. The GPRO was expandedin 2011 to include “GPROI” for practices with 200 or more
EPs and “GPRO II” for practices with 2 to 199 EPs. In 2012, GPRO | and GPRO Il were replaced with the
GPRO forpractices with 25 or more EPs. In 2013, the GPRO option was furtherrefined toinclude:
practiceswith 2 or more EPs; these groups have been maintained since the 2013 programyear. Figure
6 provides asummary of GPRO options overtime, based on the group’ssize.

8 https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/Downloads/2016PQRS_QCDR_MadeSimple.pdf

° For more information see: https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/PhysicianFeedbackProgram/Self-Nomination-Registration.html

©|nthe 2011 program, GPRO | used the web interfacefor reporting; GPRO Il practices used claims, registry, or EHR
reporting. In both 2010 and 2012, group practices could reportvia one method, a databasetool andan onlineweb
interface, respectively.In 2013, GPRO practices with two to 24 EPs could onlyreport via registry, whilethose
participatinginthe GPRO with 25 or more EPs could report via web interface or registry. Startingin 2014, all sizes
of GPRO practices could also reportvia EHR. GPRO reporting was also possiblethrough QCDRs startingin program
year 2016.


https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/Downloads/2016PQRS_QCDR_MadeSimple.pdf
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https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeedbackProgram/Self-Nomination-Registration.html

2016 Physician Quality Reporting System Reporting Experience and Trends

Figure 6 - Group Practice Reporting Options (2010-2016)

GROUP SIZE 2010 2011 2012 2013 - 2016
2-24 N/A N/A
25-99 N/A GPRO II
GPRO
100-199 N/A GPRO
200+ GPRO GPRO |
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Table 3: Summary of PQRS Payment Adjustment (2015 to 2018)

Statistic 2015 2016 2017 2018
Applicable Payment 1.5% of PFS allowed 2.0% of PFS allowed 2.0% of PFS allowed 2.0% of PFS allowed
Adjustment charges charges charges charges
Percentage Amount
[a]

Program Year 2013 2014 2015 2016

Evaluated to
Determine
Applicability

Number of
Measures and
Measures Groups

- 258 Total PQRS
measures
- 22 Measures Groups

- 284 Total PQRS
measures

- 300 Total non-PQRS
measures

- 25 Measures Groups

- 253 Total PQRS measures
- 739 Total non-PQRS
measures

- 22 Measures Groups

- 281 Total PQRS measures
- 848 Total non-PQRS
measures

- 25 Measures Groups




Statistic

How Individual
Participants Can
Avoid the Payment
Adjustment
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P

- Meetrequirementsto
satisfactorily participate
forincentiveeligibility

- Reportat leastone
valid measure via
claims, participating
registry, or
participating/qualified
Electronichealth Record
(EHR, including Data
submissionVendors and
Direct EHR vendors) OR
reportat leastone valid
measures group via
claims or participating
registry.

- Electto participatein
the CMS-calculated
administrative claims-
basedreporting
mechanism.

2016

- Meet requirements to
satisfactorily participate
for incentiveeligibility

- Report atleast3
measures covering 1
NQS domainfor at least
50 percent of the
individual EP's Medicare
PartB fee-for-service
(FFS) patients via claims
or qualified registry.
Note thatan individual
EP that reported fewer
than 3 measures
coveringatleastl NQS
domainvia claims or
qualifiedregistryis
subjectto MAV.
-Participateviaa
qualified clinical data
registry (QCDR) that
selects measures for
theindividual EP,
includingatleast3
measures coveringa
minimum of 1 NQS
domain AND
submitted measures
for at least 50% of
applicable patients
seenduringthe
participation periodin
which the measure
applies.

2017

- Claims and registry:
Satisfactorilyreportatleast9
measures covering atleast 3 NQS
domains and satisfactorily report
atleast 1 cross-cutting measure
when required;ifthe EPreported
on fewerthan9 measures and/or
fewerthan3 domains, thenthey
mustpass MAV.

- Registrymeasures groups:
Satisfactorilyreportallmeasures
within a measures group, at |l east
one measurein the measures
group must be reportedforat
least 20 patients, and atleast one
measure inthe measures group
mustbe reported foratleast 11
beneficiaries.

- EHR: Reportatleast 9 measures
acrossatleast3domainsandat
least one ofthose measures must
include Medicare patient data (if
data donotcontainatleast9
measures across at least 3
domains, thenmustreport all of
the measures for which there s
Medicare patient data).

- QCDR: Satisfactorilyreporton
atleast9 measuresacross at
least 3domains AND atleast 2 of
the satisfactorilyreported
measures are Outcome measures
OR atleast1ofthesatisfactorily
reported measuresisan
Outcome measure and atleast
one of the satisfactorily re ported
measures is from the Personand
Caregiver Experience and
outcomes, Efficiencyand Cost
reductionor Patient Safety NQS
domains.

2018

- Claims and registry:
Satisfactorily report atleast
6 measures;if the EP
reported onfewerthan6
measures, then they must
pass MAV.

- Registry measures groups:
Satisfactorily reportall
measureswithina
measures group, atleast
one measure inthe
measures group must be
reportedforat least 20
patients, and at least one
measure inthe measures
group must be reported for
at least 11 beneficiaries.

- EHR: Reportatleast6
measures and at least one
of those measures must
include Medicare patient
data (if data do not contain
at least 6 measures, then
must report all of the
measures forwhichthere is
Medicare patient data).

- QCDR: Satisfactorily
reporton at least6
measures.

10
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How Group Participants
Can Avoid the Payment
Adjustment
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P

- Meetrequirementsto
satisfactorily participate for
incentive eligibility

- Reportat leastone valid
measure viaweb interface

(only availableto practices of

25 or more EPs) or
participatingregistry
(available toall PQRS GPRO
sizes)

- Electto participate inthe
CMS-calculated
administrative claims-based
reporting mechanism.

2016

- Meetrequirements for
satisfactorily reporting for
incentive eligibility.

- Reportat least3
measures covering 1NQS
domainforat least 50% of
the group practice's
Medicare Part B FFS
patientsviaqualified
registry.

- Report 1-8 measures
covering 1-3 NQS domains
for whichthere is Medicare
patientdata (subjectingthe
group practice to the MAV
process) ANDreport each
measure for at least 50% of
the group practice's
Medicare Part B FFS
patientsseen duringthe
reporting periodinwhich
the measure applies.

2017

- Webinterface: Submitall web
interface measures forthe
required population (atleast
one measure must have data for
a Medicare patient).

- Registry: Ifthe group is
requiredorelectedtoreport
CAHPS, then they must
satisfactorily reporton atleast6
measures across 2 domains; if
theyreported onfewerthan6
measuresoracross only 1
domainthenthey must pass
MAYV. Ifthe group is not
reporting CAHPS datathenthey
must satisfactorily reporton9
measures across 3 domains (or
they can reporton fewerthan9
measures and/orfewerthan 3
domains, provided theypass
MAV)

- EHR: Ifthe group has elected
oris requiredtoreport CAHPS,
thenthey mustreportat least6
measures across at least 2
domains; of these dataat least 1
measure mustinclude Medicare
patient data. If the group isnot
reporting CAHPS, they must
reportat least9 measures
across at least 3 domains

2018

- Web interface: Submitall web
interface measures for the required
population (atleastone measure
must have data for a Medicare
patient).

- Registry: Ifthe group elected to
report CAHPS, then they must
satisfactorilyreportonatleast3
measures; if they reported on
fewer than3 measures then they
must pass MAV. If the group is not
reporting CAHPS data then they
must satisfactorily reporton 6
measures (or they canreport on
fewer than 6 measures, provided
they pass MAV)

- EHR: If the group elected to
report CAHPS, then they must
report at least3 measures; of these
data atleast1l measure must
include Medicarepatient data. If
the group is not reporting CAHPS,
they must report at least6
measures (if data do not contain at
least6 measures, then must report
all of the measures for which there
is Medicare patient data).

- QCDR: Ifthe group elected to
report CAHPS, then they must
satisfactorilyreportonatleast3
measures; otherwise the TIN must
report atleast6 measures (PQRS
measures and/or non-PQRS
measures).

[a] Applicable Quality Percentis applied to estimated allowed charges for covered professionalservices furnished by the EP in the applicable reporting period.
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Notes for Table 4: Information in this table does not apply to EPs participating in Medicare ACOs underthe Shared Savings Program, the Pioneer ACO Model, the Next
Generation ACO Model, the CEC ACO Model, nordoes it apply to those participating under the CPC Initiative.
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C. PQRS Payment Adjustment

As mandated by Section 1848(a)(8) of the Social Security Act, a paymentadjustment forthe PQRS
program was implementedin 2015, based on 2013 reporting. EPs and groups who did not meet
reportingrequirementsin 2013 were subjecttoa 1.5 percentreductionintheir PFSallowed chargesin
2015; the adjustmentincreasedto 2.0percentreductionin PFSallowed charges for 2016, 2017, and
2018 based on reporting years 2014, 2015, and 2016 respectively (Table4).

CMS implemented changes to requirements foravoiding the paymentadjustment for2016. The
administrative claims method was eliminated as a method to avoid the 2016 PQRS paymentadjustment;
to avoid an adjustment of two percent of PFS allowed chargesin 2016, EPs and groups had to meet
more stringent criteriacompared to prior program years (Table 4). For program year 2014, EPs that
assigned theirreimbursementand billing to a critical access hospital under Method Il (CAHs) also had to
meetreportingrequirements, orbe subjectto a two percentreductionintheir2016 CAH Il charges.

The Measures Applicability Validation (MAV) process continued in 2016 for the claims and registry
reporting mechanisms. MAV determines if EPs reporting individual measures (via claims and registry) or
groups reportingindividual measures underthe GPRO (viaregistry) satisfactorily reported despite
reporting fewer measures than required underthe satisfactory reporting requirements for avoiding the
2018 PQRS paymentadjustment. For more details on MAV, please referto the CMS website.!!

There were several ways thatindividual EPs could avoid the PQRS payment adjustment for 2018:

e Forclaimsandregistry individual measures: Satisfactorily report at least six measures;
if the EP reported on fewerthan six measures, then they must pass MAV.

e Forregistry measures groups: Reportall measures withinameasures group ona 20
patientsample; atleast 11 of the 20 patients must be Medicare Part B FFS patients.

e For EHR: Reportat leastsix measures and at least one of those measures mustinclude
Medicare patient data (if data do not contain at least six measures, then must report
all of the measures forwhichthere is Medicare patientdata).

e For QCDR: Satisfactorily reporton atleastsix measures.
Group practices could avoid the 2018 payment adjustmentif they:

e For Webinterface: Submitall web interface measuresforthe first 248 consecutively
ranked beneficiaries. If the pool of eligible beneficiariesis less than 248, thenreport
on 100 percent of assigned beneficiaries. Practices with 250r more EPs can electto
report CAHPS summary survey modules as well.

" For details onthe MAV process in 2016, pleaserefer to the claims and registry MAV documents found under the
Analysis and Paymentsectionin following link: _https://www.cms.gov/Medicare/Quality-Initiatives-Patient-
Assessment-Instruments/PQRS/2016_Physician_Quality Reporting_System.html
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e ForRegistry: Ifthe group has elected toreport CAHPS, thenin addition to the CAHPS
data they mustreport at least three measures; if fewerthan three measures apply,
thentheyare subjectto MAV. Ifthe group is not reporting CAHPS, they mustreport
at least six measures; if they report on fewerthan six measures then they are subject
to MAV.

e ForEHR: Ifthe group has elected toreport CAHPS, then they mustreportat least
three measures; of these dataat least 1 measure mustinclude Medicare patient data.
If the groupis notreporting CAHPS, they must report at least six measures (if datado
not contain at least six measures, then mustreportall of the measures for which there
is Medicare patientdata).

e For QCDR: If the group has elected toreport CAHPS, thenin addition to the CAHPS
data they mustreport at least three measures. If the groupis notreporting CAHPS,
they mustreport at least six measures.

Otherreasonsforavoiding the paymentadjustmentinclude:

e Nothavingat leastone eligible denominatorclaim; or
e Notmeetingthe definition of an EP for the PQRS paymentadjustment; or
e Nothavingany PFScharges in 2016; or

e Beingamemberofanindependentlabordiagnostictestingfacility in 2016.

In addition, individual EPs or groups participating via GPRO, ACO, or CPCwere able to requestan
informal review of theirdownward payment determination between September 18, 2017 and
December1, 2017, forthe 2016 PQRS program year.

14
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D. Dataand Methods

Data

Thisreportdraws on multiplesources of data: (1) Medicare Part B claims data; (2) data submitted by
qualified registries and QCDRs; (3) data submitted by qualified EHR vendors; (4) PQRS measure data
submitted through an online web interface by practices that were approved to participate in the GPRO
and by EPs participating viathe Shared Savings Program, Pioneer ACO Model, Next Generation ACO
Model, CEC ACO Model; and (5) Consumer Assessment of Healthcare Providers and Systems (CAHPS) for
PQRS data submitted by practices participating underthe GPRO. Data on the 2018 PQRS payment
adjustmentwere from the PQRS Payment Adjustment file dated March 28, 2018.

Claims dataencompassed services within the respective program years and must have been processed
by the last Friday in February of the followingyearto be includedin analyses. Forexample, the analysis
of the 2016 programyear encompassed claims with service dates from January 1, 2016 through
December 31, 2016 and processed by February 24, 2017. Similarto claims data, data collected from the
registry, QCDR, and EHR mechanisms as well as the GPRO web interface aligns with the program year
and must have beenreceived by CMS by the established deadline forthe reporting option.

Information on physician specialty/providertype and location was obtained from the National Plan and
Provider Enumeration System (NPPES), whichis publicly available dataand downloadablefrom the

NPPES website. ™
Unit of Analysis

The most common unit of analysisinthe reportisthe individual EP. The National Provider Identifier
number (NPI) withinabillingunit (i.e., the Taxpayer ldentification Number [TIN]) defined an EP; the NPI
was the performing NPI.%2 All analyses regarding individual eligibility and participation were performed
at the NPIlevel withinaTIN (referred to as TIN/NPI). Consequently, asingle EP could be counted more
than once if he/she worked for multiple practices (i.e., single NPland more than one TIN).

An additional unit of analysis presented inthe reportis the group practice level, which was defined by a
TIN. Practices that participated underthe GPRO and Shared Savings Program ACO were analyzed at the
practice (i.e., TIN) level. In addition to summarizing group reportinginformation at the TIN level, this
reportalso aggregatesinformation fromindividual EPs to the practice (TIN) level for descriptive
purposes. Forthese descriptions, a practice was defined as eligible or participatingif at least one EP
associated with that practice was eligible or participating.

This report alsodescribes counts of individual EPs who belong to a practice that participated
undergroup reporting options (including those in practices participating underthe GPRO and EPs within

12 hitp://download.cms.gov/nppes/NPI_Files.ht ml

13 There are multiple NPIs associated with a service (performing, referring, and ordering); the performing NPI
identifies the EP who actually performed the service.
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Shared Savings Program ACOs reporting PQRS data). ' Unless otherwise noted, tables and figures that
presentcounts of total EPs alsoinclude the number of EPs within practices participatingunder group
reporting options. Forthe purposes of summarizing participation, all EPs that are part of a practice
that participates are considered to have participated. EPs that participatedin PQRS as part of the
Pioneer ACO model, Next Generation ACO Model, CECACO Model, or by accepting the PQRS waiveras
part of a CPC practice are reported asindividual participantsin this report.

The specialty and providertype and state for EPs were obtained from NPPES; we also used the specialty
from claims data to identify providers who provided hospice or palliative care services; aseparate
specialty category has been created to capture these providers. Region was based on CMS carrier
regions on claims. Intablesthat provide regional breakouts, information on the Railroad Retirement
Board (RRB) carrier is not provided. Thisis due to the RRB not being based on geographical location of

the EP.

14 As part of their quality reporting requirements, practices within Medicare ACOs reporting PQRS data under the
MedicareShared Savings Program, Pioneer ACO Model, Next Generation ACO Model, or CEC ACO Model submitted
data on 18 measures via the GPRO web interfaceon behalf of their participants for the purposes of PQRS
reporting.

16
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IV. PARTICIPATION

A.How to Participate

CMS provided multiple resources on the PQRS website (https://www.cms.gov/Medicare/Quality-
Initiatives-Patient-Assessment-Instruments/PQRS/index.html) to assist EPs who chose to participate in
the program. The 2016 PQRS Measure List and 2016 PQRS Implementation Guide gave guidance on how
to determine which measures to report, the reporting method, and claims-based reporting principles.
CMS also provided Frequently Asked Questions (FAQ's) covering awide range of topics regarding the
program.

In 2016, there were six individual participation options and six group participation options (plus
additional requirements for groups that elected to submit CAHPS data; see that section below for more
details) for submitting measure datato PQRS. Unless otherwise noted, each mechanism applied to a 12-
month period fromJanuary 1 to December 31, 2016:

1. Claims-Based Individual Measures. EPs could report QDCs for measures via claims. Toavoid the
2018 paymentadjustment, EPs had toreporton at least six measures (orfewerthan six
measures, subjecttoa MAV review) foratleast 50 percent of reporting opportunities.

2. Registry-Based Reporting Individual Measures. EPs could submit measures through a qualified
registry. To avoid the 2018 payment adjustment, EPs had to reporton at least six measures (or
fewerthan six measures, subjecttoa MAV review)foratleast 50 percent of reporting
opportunities.

3. Registry-Based Reporting Measures Groups. EPs could submit datathrough a qualified registry.
To avoid the 2018 payment adjustment, EPs had toreport all applicable measures foratleast 1
measures group on at least 20 patients (11 out of 20 patients had to be Medicare Part B FFS
patients).

4. Qualified Clinical Data Registry (QCDR). EPs could submit measures through a CMS-approved
entity that collects medical and/or clinicaldataforthe purpose of patient and disease tracking
to fosterimprovementin the quality of care furnished to patients. To avoid the 2018 payment
adjustment, EPs had to report at least six measures forat least 50 percent of reporting
opportunities; QCDRs are not limited to PQRS measures or Medicare beneficiaries and can
reporton up to 30 non-PQRS measures.

5. EHR —Direct Submission. EPs could submit data directly through a qualified EHR product. To
avoid the 2018 paymentadjustment, EPs had toreport on at least six EHR measures foratleast
50 percent of reporting opportunities via a direct EHR-based product thatis Certified EHR
Technology (CEHRT); if an EP’s CEHRT does not contain patient datafor at least six measures, he
or she must report the measuresforwhichthere is Medicare patient data.

6. EHR —Data Submission Vendor (DSV). EPs could submitdatathrough a qualified data submission
vendor. Toavoid the 2018 payment adjustment, EPs had to meetthe same requirements as
described for EHR Direct Submission except submitted viaan approved data submission vendor
that is CEHRT.

7. GPRO —Registry Reporting. Practices with two or more NPIs that self-nominated and were
selected forSmall, Medium, or Large GPRO could reportvia a qualified registry. Toavoid the
2018 paymentadjustment, practices had to report on at least six measures (or fewerthan six
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measures, subjecttoaMAV review) foratleast 50 percent of the practice’s eligible Medicare
Part B FFS patients. (Note: GPRO practices had the option to report CAHPS data in addition to
registry measures. The measure criteriaforwhen practices report CAHPS datais described
underthat mechanism below.)

GPRO —EHR Direct Submission. Practices with two or more NPIs that self-nominated and were
selected forSmall, Medium, or Large GPRO could report through a qualified EHR product.
Practices had to reporton at least six EHR measuresforat least 50 percent of reporting
opportunitiesviaadirect EHR-based product that is CEHRT. If a practice’s CEHRT does not
contain patientdatafor at least six measures, it must reportall measures forwhich thereis
Medicare patient data; it must report at least one measure with atleast one Medicare
beneficiary. (Note: GPRO practices had the optionto report CAHPS data in additionto EHR. The
measure criteriaforwhen practices report CAHPS datais described underthat mechanism
below.)

GPRO —EHR Data Submission Vendor (DSV). Same as GPRO EHR — Direct Submission except
submitted viaan approved data submission vendorthatis CEHRT.

GPRO —QCDR. [New] Practices with two or more NPIs that self-nominated and were selected
for Small, Medium, or Large GPRO could reportvia a qualified QCDR. To avoid the 2018 payment
adjustment, eligible practices had toreport at least six measures forat least 50 percent of
reporting opportunities; QCDRs are not limited to PQRS measures or Medicare beneficiaries and
can reporton up to 30 non-PQRS measures. (Note: GPRO practices had the optiontoreport
CAHPS data. The measure criteriafor when practices report CAHPS data is described underthat
mechanism below.)

GPRO —Web Interface. Practices with 25 or more NPIs that self-nominated and were selected
for Medium or Large GPRO could reportthe GPRO web interface forapre-populated patient
sample of 248 consecutivelyranked and assigned beneficiaries. If the pool of eligible assigned
beneficiariesisless than 248, they had to report on 100 percent of assigned beneficiaries.

GPRO — CAHPS Certified Survey Vendor. Practices with 250r more EPs had the optionto
supplementtheirreporting with CAHPS data. GPRO practices who reported viaregistry, EHR, or
QCDR had the option of reporting CAHPS data; if they reported CAHPS data, they were required
to reportat leastthree measuresforat least 50% of reporting opportunities.

In additiontothe participation options forthe traditional PQRS described above, Medicare ACOs
participatinginthe Shared Savings Program, Pioneer ACO Model, or Next Generation ACO Model were
required tosubmitthe same 18 quality measuresviathe GPRO web interface. EPs participatinginthese
ACOs could avoid the 2018 paymentadjustmentifthe ACO metthe same requirements as applicable to
the GPRO, in addition to meetingthe requirements for successful participation in the ACO program. The
CEC ACOs had theirown set of quality measuresto report which are designed to focus more on the
specificneeds of beneficiaries with end stage renal disease; these measures were reported through the
Quality Measurement Assessment Tool. Forfurtherinformation on how EPs participatingin aMedicare
ACO underthe Shared Savings Program, Pioneer ACO Model, Next Generation ACO Model, or CECACO
Model, CMS provides multipleresources onits website. Practices that were part of the CPCand electing
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a PQRS waiverwere required to meet the eCQMreporting requirements under that programto avoid

the 2018 paymentadjustment. The CMS website includes furtherinformation on these programs and
15

initiatives.

To participate through the claims reporting mechanism, EPs submitted the specified Quality Data
Code(s) (QDC) foragiven measure on a Medicare Part B professional services claim that met the
denominatorcriteriaforthat measure. QDCs indicate that a specific quality action or outcome was or
was not met, or that exclusion criteriaforthe measure were met. QDCs are enteredonalineitemon
the claim, similarto procedure codes. AQDC fora given quality measure must be entered onaclaim
that also has all the required denominator criteriaforthat measure. Forexample, ameasure could
require aspecificcombination of diagnosis, procedure codes, and beneficiary age to be an ‘eligible
instance’; toreportthe measure validly, the EP had to submitthe required QDC(s) on line items forthat
claim.

To report measures through the registry, EHR, and QCDR mechanisms, EPs submitted performance data
viaan approved vendor (forregistry, QCDR, and EHR data submission vendor), orvia an approved EHR
productfor each measure—such as number of eligible instances (denominator), instances of quality
service performed (numerator), number of performance exclusions, reporting rates, and performance
rates—inafile formatspecified by CMS.

B. Overall Participation Results
Eligibility

A professional was defined as eligible to participate individually in PQRS if he/she had atleast one PFS
professional services claim that contained the denominator criteria of the applicable quality measurefor
any PQRS measure, respectively, and was not participating under the CPCinitiative. Eligible practices
(TINs) that chose to report underthe GPRO applied and met requirements for participation.® AllEPs
that were part of a Shared Savings Program ACO were considered eligible through their participationin
the Shared Savings ACO Program. EPs were considered eligible via the Pioneer ACO, Next Generation
ACO Model, CEC ACO Model, or CPC mechanismif they elected to participate viathese programs.

15 Information on the Shared Savings Programcan be found at http://www.cms.gov/Medicare/Medicare-Fee-for-
Service-Payment/sharedsavingsprogram/index.html; information on the Pioneer ACO Model can be found at
https://innovation.cms.gov/initiatives/Pioneer-aco-model/;information on the Next Generation ACO Model can
be found at https://innovation.cms.gov/initiatives/Next-Generation-ACO-Model/; information on the CEC ACO
Model canbe found at https://innovation.cms.gov/initiatives/comprehensive-esrd-care/ and information on the
CPC Initiativecan befound athttp://innovation.cms.gov/initiatives/comprehensive-primary-care-initiative/.

16 GPRO eligibility criteria varied by programyear. In 2010, practices with at least200 NPIs could participatein
the GPRO option; in 2011, practices with 200+ NPIs could participatein “GPRO |” and those with 2-199NPIs
could participatein the GPRO Il option;in 2012, practices with 25-99 NPIs could participatein the “Small GPRO”
option, while practices with 100+ NPIs could participatein the “Large GPRO” option;and in2013-2016,Small
GPRO (2-24 NPIs), Medium GPRO (25-99 NPIs), and Large GPRO (100+ NPIs) were available.
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In 2016, there were 1,001,731 EPs who participated in PQRS, including 348,018 EPs who were partof a
group practice that submitted datathrough GPRO and 244,485 EPs who were part of a Medicare ACO
participating underthe Shared Savings Program (Appendix Table A3). There were 487,451 EPs who
participated individually via claims, through registry, EHR, or QCDR, 8,086 participated underthe
Pioneer ACO Model, 16,517 participated underthe Next Generation ACO Model, 670 participated under
the CEC ACO Model, and 454 participated as part of a CPC practice.

Appendix Table A4 presents characteristics of EPs that were eligible to participate in the 2016 PQRS.
Over 30 percentof all EPs eligibleforindividual participation were in solo practices or practices with 10
or fewer EPs. The majority (over 70%) of EPs eligible for group reporting (because their practice self-
nominated) werein large practices (100 or more EPs). More than half of EPs were eligible to report
sixteen or more measures; however, 22 percent were eligible to report from one to five measures.

A broadrange of specialties and providertypes were eligible to report PQRS measures. Appendix Table
A5 presents the numberof EPs who could have participated in PQRS through any reporting option by
specialty forthe 2012 to 2016 programyears. For the firsttime, Nurse practitioner was the provider
type withthe most EPs (N=134,464); the top 4 specialties or providertypesalsoincluded internal
medicine (N=121,838), family practice (N=115,797), and Physician Assistant (N=93,527). Most specialties
or providertypes hadincreasesinthe numberof EPs, with the largestincreases seeninthe hospice and
palliative care — MD/DO, interventional radiology, and nurse practitioner specialties/provider types
(22.1%, 21.1%, and 18.5%, respectively).

Participation

EPs were defined as participatingin PQRSif they had a complete and valid submission of data on
quality measures through claims or a valid submission from a qualified registry, EHR (viadirect
submission orthe data submission vendor mechanism), or QCDR. A practice was defined as participating
inthe PQRS GPRO or Shared Savings Program ACO if the practice (GPRO submissions) or ACO submitted
data for an assigned sample of patients through aweb interface provided by CMS (or submitted data
through aregistry, EHR, or QCDR for PQRS GPRO); practices within an ACO worked with the ACOwho
submitted dataontheirbehalf; all EPs within a practice that participates underthe GPRO or as part of a
Shared Savings Program ACO are considered to be participating. A practice was defined as participating
in PQRS as a Pioneer ACO, Next Generation ACO, or CECACO if the TIN elected to participate in the
Pioneer ACO Model, Next Generation ACO Model, or CECACO Model, respectively; note that some of
these TINs are “split TINs” in which only some of the NPIs are participatinginthe Pioneer ACO model;in
these cases, the non-ACO NPIs can only participate in PQRS through the usual individual participation
mechanisms (i.e. claims, registry, EHR, or QCDR) unless the TIN was also participating underthe GPRO.
EPs were considered participatingin PQRS viathe CPCinitiative if theywere eligible to participate in this
program and had submitted a PQRS waiver. !’

17 TIN/NPI that were on the CPC finder file but did not submita PQRS waiver and submitted PQRS data via the
claims, registry, QCDR, or EHR submission mechanismsarecounted as participating under those mechanisms.

20



2016 Physician Quality Reporting System Reporting Experience and Trends

Asshownin Figure 2 inthe Executive Summary, pastyears of program operation have seen growthin
participation across most reporting options exceptforadecline in registry reporting from 2011 to 2012,
adeclineinPioneer ACO participation from 2012 to 2013, and a decline in claims reporting from 2013 to
2014. For the 2015 program year, there was a decrease in Pioneer ACO and CPC. In program year
2016 there was a significant increase inthe number of EPs participating under the GPRO and as
part of an ACO participating under the Shared Savings Program; this could explain the slight drop
in claims reporting in 2016. Overall, 508,487 EPs (36 percent of those eligible) participated individually
inthe 2016 PQRS (Appendix Table A3). In addition, 348,018 EPs within 4,525 practices participated
underthe GPRO; 244,485 EPs participated through 429 Medicare ACOs participating underthe Shared
Savings Program; 8,086 EPs participatedin 8 ACOs underthe Pioneer Model; 16,517 EPs were
considered participating as part of 18 TINs participating underthe Next Generation ACO Model; and 670
EPs were considered participating as part of 13 ACOs participating underthe CECACO Model (Table 3).
Includingall reporting options and participationin other programs for the sake of avoiding the 2018
payment adjustment, the overall participation rate was 71.7 percent, and the total number participating
inthe 2016 PQRS increased seven percent from 2015.

EPs who chose to participate inthe 2016 PQRS using the registry or QCDR-based reporting mechanisms
contacted the CMS-qualified registries or QCDR vendors listed in the posted CMS qualified lists.!8 In
2016, there were 115 qualified registries that could submit data on behalf of EPs, comparedto 99 in
2015; 93 registries actually submitted quality measure information for program year 2016 compared to
80 for 2015. In 2016 there were also 69 qualified clinical dataregistries, up from 50in 2015; for program
year 2016, 44 of the QCDRs actually submitted data, compared to 29 forthe previous programyear. The
Office of the National Coordinator for Health Information Technology (ONC) certification process has
established standards and other criteriafor structured data that EHRs must use. Asseenin Appendix
Table A3, withinthe individual reporting option:

e 61 percentofindividual participants used the claims mechanism (N=310,595)
e 24 percentusedregistry reporting (N=123,324)
e 14 percent participated via EHR (N=69,532, unduplicated)
e Eightpercentparticipated viaQCDR (N=39,541)
o Three percent participated as part of a Next Generation ACO (N=16,517)
e Two percentparticipated as part of a Pioneer ACO (N=8,086)
e <1 percentparticipated as part of the CPC (N=454) or CEC ACO (N=670)
The number of participants reporting using specific mechanismsincreased over 2015, forall reporting

mechanisms except forindividuals participating via claims oras part of a Pioneer ACO (Figure 2). In total,
11.6 percentof individual participants used more than one individual participation mechanism. For

18 Lists can be found at: Registries: https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/Downloads/2016QualifiedRegistries.pdf; QCDRs: https ://www.cms.gov/Medicare/Quality-
Initiatives-Patient-Assessment-Instruments /PQRS/Downloads/2016QCDRPosting.pdf
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example, 6.3 percent of individuals used claims and registry, 2.2 percent used claims and EHR, and 1.3
percentused claimsand QCDR; less than one percent used other combinations such as registry and
QCDR (0.7 percent), registry and EHR (0.1 percent), claims/registry/QCDR (0.1 percent), or
claims/registry/EHR (0.1%).

Withinthe GPRO, participation varied by reporting mechanism (Appendix Table A3). Of all EPs
belongingto practices reportingunderthe GPRO, 45 percent belongedto TINs who reported via
registry, 32 percentbelongedto TINs who reported viathe web interface, 20 percent belonged to TINs
reportingviaEHR, and five percentbelonged to TINs reporting via QCDR. For all GPRO reporting
mechanisms, most of the EPs belonged to TINs who reported CAHPS for PQRS measures, although
within each reporting mechanismthe percentage of EPsin practices reporting CAHPS for PQRS measures
varied as follows: webinterface (94 percent), EHR (74 percent), QCDR (58 percent), and registry (57
percent).

Appendix Table A4 presents information on the characteristics of EPs who were eligibleand
participatinginthe 2016 PQRS. As with the distribution of those eligible, the Atlanta, and Chicago
regions had the most participating EPs; Chicago, Philadelphia, and Atlanta had the highest participation
rates. Amongindividual participants, over half could report on 15 or fewer measures. Forthose who
were eligible forindividual participation, participation rates were higheramongthose in larger practices;
the same can be said for those who were eligible for group participation. Itis also true that participation
rates were higherforEPs with higherbeneficiary volumes and higher PFS charges.
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C. Use of Measures Groups and Registries

Between 2015 and 2016, three measures groups were added. In 2016, one-third of EPs reportingvia
registry (N=41,198 out of 123,324) reported viaregistry measures groups (Appendix Table A3). The
number of EPs participating using registry measures groups increased from 2015 to 2016 by about6.5
percent (Figure 2). Use of registry measures group reporting was concentrated within family practice,
internal medicine, cardiology, oncology/hematology, nurse practitioner,and nephrology (Table A10).

The number of registries submitting data on behalf of EPs has increased overtime. In 2008, 31 qualified
registries submitted PQRS data on behalf of EPs; this grew to 69 in 2014, 80 in 2015, and 93 in 2016
(datanot shown).

Table 5 displays the registries that submitted data for the most EPs in 2016'°. Some registries are
more specific to a certainspecialty or providertype and, therefore, might not have a high volume of
EPs to report measuresviatheirregistry.

Table 4:Registries that Submitted Data on Behalf of the MostParticipants (2016)

Registry Name EPs Practices Submitted

Submitted

-- Individual Participants -- --
1 CECity 18,113 N/A
2 WebPTInc. 10,436 N/A
3 EClinicalWeb 8,445 N/A
4 MDinteractive 8,052 N/A
5 PQRS Solutions by Mingle Analytics 7,396 N/A
6 NetHealth 6,260 N/A
7 NextGen Registry 5,620 N/A
8 Central Utah Informatics 5,173 N/A
9 Covisint Corporation 4,397 N/A
10 Anesthesia Quality Institute National 3,908 N/A
Anesthesia Clinical Outcomes Registry
-- Group Participants -- --
1 PQRS Solutions by Mingle Analytics 27,436 525
2 CECity 21,827 492
3 National Healthcare Quality Institute, Inc. 12,162 132
4 MDinteractive 8,948 163

19 A complete listingof qualified registries availablefor the 2016 PQRS can be found at
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/Downloads/2015QualifiedRegistries.pdf
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Registry Name EPs Practices Submitted
Submitted
5 EClinicalWeb 8,868 277
6 WellCentive 7,883 74
7 Covisint Corporation 6,857 74
8 ReportingMD 6,179 125
9 athenaHealth, Inc. 5,603 192
10 Central Utah Informatics 5,180 39

D. Challenges to Participation and Satisfactory Reporting

Differentreporting methods had different challengestoreporting. Forthe claims reporting mechanism,
the main challenges to satisfactory reportingin PQRS included: (1) failure to identify eligible patients or
claims; (2) QDC submission errors; and (3) failure to submit QDCs for at least 50 percent of eligible
instances. Forexample, QDCsubmission errors encompass submittinga QDC on a claim that did not
have a qualifying diagnosis or the appropriate patient age, or submittingthe QDCon an incorrect
Healthcare Common Procedure Coding System (HCPCS) code. Aninvalid QDC could occur, forexample, if
an EP submitsa QDC ona claimthat lacks the necessary combination of diagnosis and procedure codes
to identify the measuredenominator. Because ineligible claims are notincluded in the measure’s
denominator, QDC errors do not adversely affectan EP’s reporting rate.?? Anindividual measure was
satisfactorily reported when there were valid submissions forat least 50 percent of eligible instances. As
was seenin Figure 3,21 percent of EPsreportingviaclaims reported no (zero) measures satisfactorily,
compared to two percentfor QCDR and zero percent of those reportingviaregistry and EHR.

Figure 7 summarizes participation through the claims-based individual measure reporting mechanismin
2016: 1,397,631 EPswere eligible to participate individually via claimsin PQRSin 2016, and 22% of these
professionals participated by submitting atleast one QDC without errorvia claims (N=306,203); note
that the QDC counts for Figure 7 reflect the hierarchy usedin our performance data, so EPs who
submitted through both claimsand EHR or QCDR would not be reflected heresince EHRand QCDR are
higherinour hierarchy (See section VI. Clinical Performance Rates foran explanation of the hierarchy).
Amongall EPs attempting to submita QDC (N=314,336, regardless of the hierarchy), almost 99 percent
of them had at leastone valid QDC (data not shown). Over 81 percent of those submitting atleast one
correct QDC were able toreport at least 50 percent of instances for at least one measure.

20 The reporting rate is the number of instances an EP reported (e.g., a valid QDC) divided by the number of eligible
instances.
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Figure 7 - Summary of Individual Measures Reported through PQRS Claims Mechanism
(2016)
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NoteforFigure 7: The counts for who reported a QDC correctly and who reported at least 50% of
instances for atleast 1 measure are derived after the application of our hierarchy in performance data.

Some PQRS participants who used a registry, QCDR, or EHR experienced submission problems. Eighty-six
percentof registries submitted datafor EPs who did not have Part B PFS charges; this affected 6,534
EPs. Ofthe EPswho submitted through QCDR, about eight percent of EPs had submissions even though
they did not have Part B PFS charges. The most prevalentdataissues for QCDR were havingreporting
denominators notequal to the initial population count minus exclusions (affectingabout 45 percent of
EPs submitting through a QCDR) and not havingthe reporting rate equal to the reporting numerator
divided by the reporting denominator (affecting about 21 percent of the EPs submittingthrough a
QCDR). CMS has communicated with the registries and QCDRs about these issues, so thatthey can
improve on these submissionsin future program years.

In addition, there were challenges for those who submitted data through the web interface (i.e.
practices participatingunderthe GPRO and EPs participating as part of a Medicare ACO underthe
Shared Savings Program, Pioneer ACO Model, Next Generation ACO Model, or CECACO Model). These
included alack of understanding aboutthe assignmentand/orsampling methodology, inexperience
usingthe webinterface, and challenges with the layers between those providing care and those
abstracting the data for submission, which resulted in some users notinputting the data properly. CMS
remediated datareporting where appropriate by notapplying the PQRS penalty to groups and EPs who
made an attempt to successfully report but were unable to do so due to submissionissues.
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E. Participation by Specialty or Provider Type

The measuresin PQRS apply to a broad range of specialties and providertypes, providing numerous
opportunitiesfor EPsin all specialties and provider types to report on their Medicare patients.?!
Appendix Table A7 shows participation rates by specialty or providertype across all reporting options
from 2013 to 2016. Participation rates by specialty/provider type and submission mechanism for 2013
through 2016 can be foundin Appendix Tables A8through A12.

As showninTable 6, of EPs who participated through the claims-based reporting option, several
hospital-based specialties or providertypes were amongthe top ten specialties or providertypes using
this reporting mechanism. Forexample, emergency medicine had the largest representation amongall
specialties and also had a high rate of participation in this mechanism (50 percent), followed by physical
therapy and radiology, which had participation rates of 53 and 50 percentrespectively. Hospital-based
practices may have processesin place to capture clinical data, facilitating quicker uptake of reporting
quality measure data. EPsin the fields of internal medicine, family practice, nurse practitioner, physician
assistant, chiropractor, optometry, and anesthesiology also had arelatively large number of
professionals who participatedinthe 2016 program via claims; however, these specialties or provider
types had participation rates of less than 40 percent. (Appendix Table A8 presents results forall
specialties or providertypesreportingviaclaims.)

Table 5: Top Specialties or Provider Types Participatingvia Claims (2016)

Rank Specialty or Provider Type (A) (B) (C)=(B)/(A)

Eligible EPs who Percent of EPs
Professionals Participated who

Participated
1 Emergency Medicine 69,357 34,771 50.1%
2 Physical Therapy 56,387 29,727 52.7%
3 Radiology 50,944 25,594 50.2%
4 Internal Medicine 121,753 25,575 21.0%
5 Family Practice 115,536 24,511 21.2%
6 Nurse Practitioner 134,404 19,809 14.7%
7 Physician Assistant 93,496 19,280 20.6%
8 Chiropractor 44,729 15,222 34.0%
9 Optometry 37,050 14,576 39.3%
10 Anesthesiology 42,714 11,058 25.9%

Notes for Table 6: Results exclude EPs participating through the CPCinitiative.

21 Inthis section, “specialty” was determined based on the primary specialty or provider type that was listed for
the NPI inthe National Provider and Plan Enumeration System (NPPES).
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Physical therapy, nurse anesthetist, radiology, and internal medicine had the highest numbers of EPs
participatingviathe registry individual measures mechanismin 2016 (Table 7). Within the registry
measures group mechanism, the top specialties or providertypesincluded internalmedicine, family
practice, and nurse practitioner (See Appendix Tables A9and A10 for results forall specialties or
providertypes). Amongthe specialties or providertypes with the most participants, dermatology had
the highestrate of participation viaregistry individual measures (25 percent), and nephrology had the
highest participation rate (22 percent) in registry measures groups.

Table 7: Top Specialties or Provider Types Participatingvia Registry (2016)

'Rank  SpecialtyorProviderType ~ (A)  (B)  (O=(B)/(A)
Eligible EPs who Percent of EPs
Professionals Participated who
Participated

-- Registry Individual Measures -- -- --
1 Physical Therapy 56,387 11,471 20.3%
2 Nurse Anesthetist 43,814 7,485 17.1%
3 Radiology 50,944 6,700 13.2%
4 Internal Medicine 121,753 5,972 4.9%
5 Anesthesiology 42,714 5,401 12.6%
6 Nurse Practitioner 134,404 5,231 3.9%
7 Physician Assistant 93,496 4,520 4.8%
8 Family Practice 115,536 4,223 3.7%
9 Dermatology 13,032 3,274 25.1%
10 OthereEligible Professional 44,995 2,953 6.6%
-- Registry Measures Groups - - -
1 Internal Medicine 121,753 4,900 4.0%
2 Family Practice 115,536 4,521 3.9%
3 Nurse Practitioner 134,404 3,702 2.8%
4 Nephrology 11,434 2,503 21.9%
5 Cardiology 32,284 2,365 7.3%
6 Oncology/Hematology 14,987 2,073 13.8%
7 Ophthalmology 21,467 1,997 9.3%
8 Physician Assistant 93,496 1,952 2.1%
9 OtherEligible Professional 44,995 1,900 4.2%
10 Podiatry 18,859 1,805 9.6%

Notefor Table 7: Results exclude EPs participating through the CPCinitiative.

Table 8 presents the specialties or providertypes with the most EPs reportingviaEHRin 2016. Family
practice and nurse practitionertopped the list forthe specialties or providertypes with the most EPs
participatingin PQRS viathe EHR mechanism, followed by ophthalmology, internal medicine, and

physician assistant. The rate of participation amongthese specialties or providertypes usingthe EHR
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mechanism was relatively low with the highest being 30.4 percentfor ophthalmology. See Appendix
Table A11 for more detail.

Table 6: Top Specialties or Provider Types Participatingvia EHR (2016)

Rank Specialty or Provider Type (A) (B) (C)=(B)/(A)
Eligible EPs who Percent of EPs
Professionals Participated who
Participated

1 Family Practice 115,536 8,005 6.9%
2 Nurse Practitioner 134,404 7,696 5.7%
3 Ophthalmology 21,467 6,519 30.4%
4 Internal Medicine 121,753 5,985 4.9%
5 Physician Assistant 93,496 4,728 5.1%
6 Optometry 37,050 3,863 10.4%
7 Obstetrics/Gynecology 37,022 3,444 9.3%
8 OtherEligible Professional 44,995 2,620 5.8%
9 OrthopaedicSurgery 26,140 2,535 9.7%
10 General Surgery 27,831 2,075 7.5%

Notefor Table 8: Results exclude EPs participating through the CPC initiative.

Table 9 presents the specialties or providertypes with the most EPs reporting viathe QCDR
mechanismin 2016. Nurse anesthetist had the most EPs reporting via this mechanism, followed
by anesthesiology; the participation rate for these two specialties was considerably higherthan
the othertop tenspecialties or providertypes (over30percentforeach);itisalso interestingto
note that almost 75 percent of all QCDR participants come from these two specialties.
Thoracic/cardiacsurgery had a relativelyhigh rate of participationinthis mechanism (17
percent) compared to seven percent forgastroenterology, which had the fourth highest
participation ratesamongthe top 10 specialties or providertypes based on participation counts
(Table 9). See Appendix Table A12 for more detail on all specialties or provider types.

Table 7: Top Specialties or Provider Types Participatingvia QCDR (2016)

Rank Specialty or Provider Type (A) (B) (C)=(B)/(A)

Eligible EPs who Percent of EPs
Professionals Participated who

Participated
1 Nurse Anesthetist 43,814 15,877 36.2%
2 Anesthesiology 42,714 13,776 32.3%
3 Physician Assistant 93,496 1,219 1.3%
4 Gastroenterology 15,658 1,155 7.4%
5 OthereEligible Professional 44 995 970 2.2%
6 Cardiology 32,284 802 2.5%
7 Thoracic/CardiacSurgery 4,668 798 17.1%
8 Emergency Medicine 69,357 646 0.9%
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Rank Specialty or Provider Type (A) (B) (C)=(B)/(A)
Eligible EPs who Percent of EPs
Professionals Participated who
Participated
9 Nurse Practitioner 134,404 614 0.5%
10 Internal Medicine 121,753 514 0.4%

Note for Table 9: Results exclude EPs participating through the CPC initiative.

The specialties or providertypes with the most EPs who were part of practices participating viathe
GPRO or as part of a Medicare ACO underthe Shared Savings Program were concentrated among
primary care (internal medicine, nurse practitioner, family practice, and physician assistant) (Table 10).
For practices participatinginthe GPRO or as an ACO in the Shared Savings Program, all EPs in these
entities are considered participating; there was avery high participation rate for GPRO and Shared
Savings Program ACOs which translatesinto avery high participation rate for all of the specialties or
providertypes within these organizations.

Table 8: Top Specialties or Provider Types Participating via GPRO and Shared Savings
ProgramACO (2016)

Rank Specialty or Provider Type (A) (B) (C)=(B)/(A)
Eligible EPs who Percent of EPs
Professionals Participated who
Participated
--  GPRO -- -- --
1 Nurse Practitioner 41,334 39,700 96.0%
2 Internal Medicine 36,426 35,140 96.5%
3 Family Practice 31,640 30,800 97.3%
4 Physician Assistant 30,741 29,917 97.3%
5 Emergency Medicine 21,689 21,157 97.5%
6 Radiology 16,875 16,170 95.8%
7 Nurse Anesthetist 14,721 14,009 95.2%
8 Anesthesiology 12,100 11,546 95.4%
9 Obstetrics/Gynecology 10,595 10,265 96.9%
10 Cardiology 10,325 10,019 97.0%
-- Shared Savings Program ACO -- -- --
1 Internal Medicine 31,378 31,305 99.8%
2 Nurse Practitioner 29,648 29,625 99.9%
3 Family Practice 29,422 29,388 99.9%
4 Physician Assistant 19,855 19,832 99.9%
5 Cardiology 10,016 9,985 99.7%
6 Emergency Medicine 9,716 9,709 99.9%
7 Obstetrics/Gynecology 8,726 8,716 99.9%
8 Radiology 7,500 7,473 99.6%

29



2016 Physician Quality Reporting System Reporting Experience and Trends

Specialty or Provider Type (A) (B) (C)=(B)/(A)
Eligible EPs who Percent of EPs
Professionals Participated who
Participated
9 Nurse Anesthetist 7,456 7,456 100.0%
10 OthercEligible Professional 6,903 6,887 99.8%

Finally, among EPs who were participating as part of a practice ina Pioneer ACO Model, Next Generation
ACO Model, CEC ACO Model, or as part of practices participatingin the CPCinitiative the most common
specialties or providertypes were also internal medicine, family practice, nurse practitioner, and
physician assistant (Table 11). Each of the ACOsin the Pioneer, CEC, and Next Generation ACO Models
participated so all EPs who belongtothese organizations are considered participating.

Table 9: Top Specialties or Provider Types ParticipatingviaaPioneer ACO,CECACO,
NextGen ACO, or the CPC Initiative (2016)

Rank Specialty or Provider Type (A) (B) (C)=(B)/(A)
Eligible EPs who Percent of EPs
Professionals Participated who
Participated
-- PioneerACO -- -- --
1 Internal Medicine 1,848 1,848 100.0%
2 Family Practice 1,093 1,093 100.0%
3 Physician Assistant 609 609 100.0%
4 Nurse Practitioner 581 581 100.0%
5 Radiology 317 317 100.0%
6 OtherEligible Professional 299 299 100.0%
7 Cardiology 286 286 100.0%
8 Obstetrics/Gynecology 254 254 100.0%
9 Pediatrics 249 249 100.0%
10 Psychiatry 202 202 100.0%
-- CECACO -- -- --
1 Nephrology 387 387 100.0%
2 Agencies/Hospitals/Nursing 237 237 100.0%
and Treatment Facilities
3 OtherEligible Professional 17 17 100.0%
4 General Surgery 10 10 100.0%
5 Internal Medicine 7 7 100.0%
6 VascularSurgery 5 5 100.0%
7 Radiology 4 4 100.0%
8 Other MD/DO 3 3 100.0%
-- NextGen ACO - - --
1 Family Practice 2,244 2,244 100.0%
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Specialty or Provider Type (A) (B) (C)=(B)/(A)
Eligible EPs who Percent of EPs
Professionals Participated who
Participated
2 Internal Medicine 2,012 2,012 100.0%
3 Nurse Practitioner 1,777 1,777 100.0%
4 Physician Assistant 1,024 1,024 100.0%
5 Cardiology 649 649 100.0%
6 Pediatrics 607 607 100.0%
7 Radiology 581 581 100.0%
8 Obstetrics/Gynecology 501 501 100.0%
9 Emergency Medicine 493 493 100.0%
10 General Surgery 434 434 100.0%
-- CPC -- -- --
1 Family Practice 1,017 261 25.7%
2 Internal Medicine 560 85 15.2%
3 Nurse Practitioner 252 60 23.8%
4 Physician Assistant 225 31 13.8%
5 General Practice 9 7 77.8%
6 Geriatrics 17 3 17.6%
7 Emergency Medicine 2 1 50.0%
8 Gastroenterology 3 1 33.3%
9 Nephrology 2 1 50.0%
10 Pediatrics 9 1 11.1%

F. Participation by Beneficiary Volume and Specialty or Provider Type

Participation ratesamong EPs generally increased by beneficiary volume —defined as the number of
beneficiarieswho had an eligibleclaimforatleast one PQRS measure—but patternsvaried by specialty
or providertype. Amongall specialties or providertypes, EPs with 25or fewer patientshad a
participation rate of 52 percent, compared to 68 percentamongthose with 26 to 100 patients, 78
percentamongthose with 101 to 200 patients, and 85 percentamongthose with more than 200
patients (Appendix A13). This general pattern was present foralmostall specialties or providertypes,
especially MD/DOs and those with larger numbers of participants overall. Within anesthesiology,
emergency medicine, interventional radiology, oncology/hematology, pathology, radiation oncology,
radiology, thoracic/cardiacsurgery, and nurse anesthetist, EPs with larger beneficiary volume (over 200
patients) had a participation rate of 90 percent and above (Appendix Table A13). Some specialties or
providertypes had relatively high rates of participation among EPs with low beneficiary volume (fewer
than 25 patients) including: nurse anesthetist (97 percent), pathology (82 percent), anesthesiology (82
percent), and certified nurse midwives (81 percent).

G. Geographic Variation in Participation
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Figure 8 demonstrates the geographicvariation in participation rates forthe 2016 PQRS.?? Detailed
state-by-state participation results are available in Appendix Table A14. Participation was generally
highestinstatesinthe Southeast, Midwest, and New England. Participation rates were highestin
Wisconsin (85 percent), New Hampshire (83 percent), Vermont (81 percent), Maine (81 percent), North
Carolina (81 percent) and Minnesota (80 percent). Participation was lowest (below 40 percent) in Puerto
Rico and the VirginIslands. New York and California had the largest number of EPs who participated,
although the participation rate in Californiawas less than 60%.

Figure 8 - GeographicDistribution of Eligible Professionals Participatingin PQRS (2016)

I:I <55% |:| 55% to less than 65% . 65% to less than 70%

70% to less than 75% >=75%

Notes for Figure 8: Results include all individual participation PQRS mechanisms (i.e., claims, registry,
EHR, and QCDR) as well as EPs who belong to a practice that participated underthe PQRS GPRO, EPs
participating as part of a Medicare ACO underthe Shared Savings Plan, Pioneer ACO Model, Next
Generation ACO Model, CEC ACO Model, and EPs participating through the CPC initiative. The data used
to populate this map can be found in Appendix Table A14.

22 State was identified by the EP inthe National Planand Provider Enumeration System (NPPES). Pleasesee
Appendix for details.
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H. Participation by Measure

Many measuresin PQRS were selected because they wereapplicable to awide range of EPs and
Medicare beneficiaries. The measures applicableto the largest number of EPsin 2016 were those
related to documentation of current medications, preventive care for high blood pressure, pain
assessmentand follow-up, body massindex (BMI) screening, tobacco use, care plan, screening for
clinical depression, elder maltreatmentscreen, falls: risk assessment, and influenzaimmunization (Table

12).
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Table 10: Top Measures Reportable by the LargestNumber of Eligible Professionals (2016)

Rank Measure Measure Description Eligible
Number Professionals
130 Documentation of Current Medications in the Medical Record 1,029,503
317 Preventive Care and Screening: Screening for High Blood 986,558
Pressure and Follow-Up Documented
3 131 Pain Assessmentand Follow-Up 935,741
128 Preventive Care and Screening: Body Mass Index (BMI) 911,461
Screeningand Follow-Up Plan
5 226 Preventive Care and Screening: Tobacco Use: Screeningand 874,048
Cessation Intervention
6 47 Care Plan 862,579
7 134 Preventive Care and Screening: Screeningfor Clinical 848,626
Depression and Follow-Up Plan
8 181 Elder Maltreatment Screen and Follow-Up Plan 832,590
9 154 Falls: Risk Assessment 821,337
10 110 Preventive Care and Screening: Influenza Immunization 757,223

Note for Table 12: Results include the claims, registry, EHR, and QCDR mechanisms, exclude results for
EPs participating through the CPCinitiative.

Table 13 liststhe ten measures reported by the largest number of EPsin 2016. The top reported
measuresinclude seven of the measures with the most EPs able toreport: #130, #226, #128, #317, #110
and #154. They alsoinclude anumber of other preventive measures, Controlling high blood pressure
(#236), and Pneumoniavaccination status forolderadults (#111) as well for Diabetes- Hemoglobin Alc
Poor Control (#1).

Although arelatively large number of EPs reported these measures, severalmeasures were submitted
by 15 percentor fewer of those to which the measure was applicable: #317 (Preventive Care and
Screening: ScreeningforHigh Blood Pressure and Follow-Up Documented), #131 (Pain Assessment and
Follow-Up),#111 (PneumoniaVaccination Status for Older Adults), #110 (Preventive Care and Screening:
Influenza Immunization), #1 (Diabetes: Hemoglobin AlcPoor Control), and #154 (Falls: Risk
Assessment). Appendix Table A15 displays the percentage of EPs who reported each measure and the
average reporting rate (total instances reported forameasure divided by total eligible instances forthe
measure) for each measure reported through claims.
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Table 11: Top Measures Reported by the Largest Numbers of Eligible Professionals (2016)

Rank Measure Measure Description Participated Percent of
Number Eligible
1 130 Documentation of Current Medications in the Medical 230,720 22.4%
Record
2 226 Preventive Care and Screening: Tobacco Use: 162,588 18.6%
Screeningand Cessation Intervention
3 128 Preventive Care and Screening: Body Mass Index 149,243 16.4%
(BMI) Screeningand Follow-Up Plan
4 317 Preventive Care and Screening: Screening for High 106,976 10.8%
Blood Pressure and Follow-Up Documented
5 131 Pain Assessment and Follow-Up 92,951 9.9%
111 PneumoniaVaccination Status for Older Adults 83,074 11.3%
7 110 Preventive Care and Screening: Influenza 81,827 10.8%
Immunization
8 1 Diabetes: Hemoglobin AlcPoor Control 73,413 11.9%
9 154 Falls: Risk Assessment 71,189 8.7%
10 236 Controlling High Blood Pressure 65,585 16.0%

Note for Table 13: Results include the claims, registry, EHR, and QCDR mechanisms, exclude results for
EPs participating through the CPCinitiative.

Table 14 presentsinformation onthe top five measures submitted by each specialty or providertype,
identified by measure number, in 2016. Overall, among EPs with an MD/DO, the top five measures
reportedin 2016 were: #130 (Documentation of Current Medications in the Medical Record), #226
(Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention), #128 (Preventive
Care and Screening: Body Mass Index (BMI) Screening and Follow-Up), #317 (Preventive Care and
Screening: Screening for High Blood Pressure), and #111 (Preventive Care and Screening: Pneumonia
Vaccination for Patients 65 Years or Older). These measures were amongthe top five for most specialties
or providertypesandthey were also the most commonly reported measures for program year 2016.
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Table 12: Top Reported Individual Measures by Specialty or Provider Type (2016)

Specialty or Provider Type #1 (Top) #2 #3 #4 #5

MD/DO 130 226 128 317 111
Allergy/Immunology 130 226 128 110 111
Anesthesiology 426 76 424 430 427
Cardiology 226 130 128 204 236
Colon/Rectal Surgery 130 226 113 128 112
Critical Care 47 130 226 76 111
Dermatology 226 130 224 137 265
Emergency Medicine 317 54 415 326 76
Endocrinology 130 1 226 128 236
Family Practice 130 226 1 128 111
Gastroenterology 130 226 113 128 111
General Practice 1 130 226 128 317
General Surgery 130 226 128 112 113
Geriatrics 130 110 226 1 128
Hand Surgery 130 226 128 238 111

Hospice and Palliative Care - 130 47 226 110 111
MD/DO

Infectious Disease 130 226 128 110 111
Internal Medicine 130 1 226 47 128
Interventional Radiology 145 436 195 76 405
Nephrology 130 226 128 236 110
Neurology 130 226 128 204 236
Neurosurgery 130 226 128 111 110
Nuclear Medicine 147 436 405 406 195
Obstetrics/Gynecology 130 226 112 128 113
Oncology/Hematology 130 226 110 128 111
Ophthalmology 130 117 226 12 19
Oral/Maxillofacial Surgery 226 130 128 238 317
OrthopaedicSurgery 130 226 128 238 110
Other MD/DO 130 47 226 128 1
Otolaryngology 130 226 128 111 110
Pathology 99 249 100 395 251
Pediatrics 130 110 128 226 65
Physical Medicine 130 128 226 131 154
Plastic Surgery 130 226 128 110 112
Psychiatry 130 226 128 134 110
Pulmonary Disease 130 226 111 128 110
Radiation Oncology 130 226 110 128 113
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Specialty or Provider Type #1 (Top) #2 #3 #a #5
Radiology 436 195 145 406 405
Rheumatology 130 226 128 236 111
Thoracic/Cardiac Surgery 226 21 22 43 164
Urology 130 226 128 111 238
Vascular Surgery 130 226 128 204 111

Other Eligible Professionals 130 128 131 226 182

Agencies/Hospitals/Nursing 130 128 131 154 182

and Treatment Facilities
Audiology 130 226 261 154 134
Certified Nurse Midwives 130 226 128 112 110
Chiropractor 131 182 128 130 226
Clinical Nurse Specialists 130 226 128 110 111
Counselor/Psychologist 130 134 226 128 181
Dentist 128 130 226 379 378
Dietitian/Nutritionist 128 130 1 181 226
Hospice and Palliative Care - 47 130 226 111 110

other than MD/DO
Nurse Anesthetist 426 424 430 427 AQl 31
Nurse Practitioner 130 226 128 317 110
Occupational Therapy 131 130 182 128 154
Optometry 226 130 117 12 14
Other Eligible Professional 130 226 128 317 131
Physical Therapy 131 130 182 154 128
Physician Assistant 317 130 226 128 111
Podiatry 130 226 128 110 111
Registered Nurse 426 424 130 430 226
Social Worker 130 134 226 181 128
Unknown/Missing 130 128 226 131 317
Total 130 226 128 317 131

Notes for Table 14: (1) Results exclude data for EPs participating through the CPCinitiative. (2) Results
include the claims, registry, EHR, and QCDR mechanisms.
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V. PQRS PAYMENT ADJUSTMENT

In 2018, professionals who are eligible for 2016 PQRS but who did not meetthe 2016 reporting
requirements willbe subjecttoa 2.0 percent paymentreduction on all of their Part B Medicare PFS
charges. EPs who are part of a practice that participated viathe GPRO will be evaluated at TIN level. EPs
who bill underthe CAHII method continue to be potentially subject to the payment adjustment.

To avoid the PQRS payment adjustment for 2018, participants had to meetthe criteriadescribedin
Sectionlll.Cand Table 4. Otherreasons for notbeing subject to the paymentadjustment were related to
not beingeligible for PQRS: not having at least one eligible denominator claim, not meeting the
definition of an EP forthe 2018 PQRS payment adjustment, not havingany PFS chargesin 2016, or being
part of an independent lab ordiagnostictesting facility. Individual EPs or groups participating via GPRO,
ACO, or CPC were also able torequestaninformal review of their downward payment determination
between September 18,2017 and December 1, 2017, for the 2016 PQRS program year as part of the
PQRSinformal review process. Through thisinformal review process, CMS investigated whetherthe
individualclinician orgroup practice PQRS determination was appropriate. AsseeninTable 15, 435,111
EPs in total will be subjectto the 2018 PQRS paymentadjustment based on their 2016 reporting
experience, priortothe final results from informal reviews. This countincludes EPs who participatedina
Medicare ACO underthe Shared Savings Program, Pioneer ACO Model, Next Generation ACO Model,
CEC ACO Model, as well as EPs who participated through the CPClnitiative. The majority (85 percent) of
EPs who were subjectto the adjustment did not submitany PQRS data in 2016. A limited number of EPs
subjecttothe paymentadjustment attempted participation but were not successful because they
submitted only invalid QDCs, and 14 percent of those subject to the 2018 adjustment were individual
participants (compared to 21 percent who were subject to the 2017 payment adjustment) (Table 15).23
Of the participants who received the payment adjustment, the vast majority reported fewer than six
measures and did not pass MAV (if applicable); otherwise,they did notreporton at least 50 percent of
eligible instancesfor atleast six of the measurestheyreported. Atotal of 7,801 EPswho are subjectto
the 2018 paymentadjustment were part of a practice eligible toreportunderthe GPRO; 6,673 of these
did not participate through any reporting mechanism.

The regional distribution of EPs subjecttothe 2018 PQRS paymentadjustment was similartothe
geographical distribution of participantsin PQRSin 2016 (Table 15 and AppendixTable A4). As with the
2017 paymentadjustment, EPs were more likely to be subjectto the paymentadjustmentif they were
part of smallerpractices, had lower PFS allowed charges, or had lower beneficiary volume. Forexample,
among EPs receiving the payment adjustment who were eligible forindividual participation, 71 percent
were in practices with fewerthan 25 NPIs; in comparison, forall EPs who were eligible forindividual
participationin PQRS, only 41 percent were in practices with fewerthan 25 NPIs (Appendix Table A4). In
particular, solo practitioners represented 31 percent of those who were eligible to participate as
individuals and were subject to the adjustment, but 13 percent of those who were eligible to participate
in PQRS as individuals (Table 15).

23 Individual participantsincludeany EPs who submitted PQRS data from 1/1/2016 to 12/31/2016 and did not
avoid the PQRS payment adjustment for any reason.
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Table13:2015,2016,2017,and 2018 PQRS Payment Adjustmentby Eligible Professional Characteristics

Eligible Professional EPs Subject Percent of EPs Subject Percent of EPs Subject Percent of EPs Subject Percent of
Characteristics to 2015 Total EPs to 2016 Total EPs to 2017 Total EPs to 2018 Total EPs
Payment Subject to EWI T Subject to Payment Subject to Payment Subject to

Adjustment 2015 Adjustment 2016 Adjustment 2017 Adjustment 2018
Payment Payment Payment Payment
Adjustment Adjustment Adjustment Adjustment

Participation Option [a] -- -- -- -- -- -- -- --
Non-participants 449,228 98.2% 464,296 83.8% 394,257 78.8% 369,078 84.8%
Attempted participation, 7,642 1.7% 5,759 1.0% 1,162 0.2% 3,527 0.8%
but were not successful
Individual Participants 359 0.1% 80,759 14.6% 102,824 20.6% 62,021 14.3%
GPRO Participants 122 0.0% 2,482 0.4% 2,189 0.4% 461 0.1%
Shared Savings Program 0 0.0% 615 0.1% 191 0.0% 175 0.0%
ACO

Geography (Regions) [b] -- -- -- -- -- -- -- --
1 - Boston 30,521 6.7% 36,770 6.6% 30,865 6.2% 26,666 6.1%
2 - NewYork 61,307 13.4% 69,332 12.5% 62,270 12.4% 56,027 12.9%
3 - Philadelphia 45,074 9.9% 54,896 9.9% 46,583 9.3% 39,040 9.0%
4 - Atlanta 79,843 17.5% 95,784 17.3% 85,742 17.1% 72,756 16.7%
5 - Chicago 71,863 15.7% 88,044 15.9% 80,071 16.0% 67,340 15.5%
6 - Dallas 47,434 10.4% 59,535 10.7% 56,493 11.3% 47,179 10.8%
7 - Kansas City 19,628 4.3% 28,263 5.1% 23,209 4.6% 19,433 4.5%
8 - Denver 15,471 3.4% 20,510 3.7% 19,476 3.9% 16,189 3.7%
9 - San Francisco 64,985 14.2% 74,500 13.4% 72,641 14.5% 69,944 16.1%
10 - Seattle 19,904 4.4% 26,342 4.8% 23,264 4.6% 20,526 4.7%
Unknown 5 0.0% 86 0.0% 41 0.0% 31 0.0%

Practice Size (# of NPIs) -- -- -- -- -- -- -- --

Individual Participants -- -- -- -- -- -- -- --
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Eligible Professional EPs Subject Percent of EPs Subject Percent of EPs Subject Percent of EPs Subject Percent of
Characteristics to 2015 Total EPs to 2016 Total EPs to 2017 Total EPs to 2018 Total EPs
CEW T Subject to Payment Subject to Payment Subject to CEW T Subject to
Adjustment 2015 Adjustment 2016 Adjustment 2017 Adjustment 2018
Payment Payment Payment Payment

Adjustment Adjustment Adjustment Adjustment
1 145,747 31.9% 153,996 27.8% 144,708 28.9% 135,037 31.0%
2-4 74,492 16.3% 83,356 15.0% 80,458 16.1% 70,584 16.2%
5-10 57,317 12.5% 63,240 11.4% 60,899 12.2% 53,859 12.4%
11-24 55,683 12.2% 62,294 11.2% 61,676 12.3% 49,265 11.3%
25-50 41,774 9.1% 51,950 9.4% 48,941 9.8% 38,814 8.9%
51-99 30,162 6.6% 43,371 7.8% 39,418 7.9% 27,572 6.3%
100-199 18,728 4.1% 33,372 6.0% 23,999 4.8% 17,721 4.1%
200+ 29,921 6.5% 42,522 7.7% 39,936 8.0% 42,259 9.7%
Group Participants -- -- -- -- -- -- -- --
1-24 486 0.1% 4,444 0.8% 3,804 0.8% 2,836 0.7%
25-50 217 0.0% 2,348 0.4% 2,147 0.4% 1,517 0.3%
51-99 763 0.2% 2,569 0.5% 1,874 0.4% 1,311 0.3%
100-199 1,520 0.3% 3,622 0.7% 1,964 0.4% 834 0.2%
200+ 541 0.1% 6,827 1.2% 1,215 0.2% 1,655 0.4%
Total MPFS charges per EP -- -- -- -- -- -- -- --
Individual Participants -- -- -- -- -- -- -- --
less than or equal to $2,500 113,815 24.9% 139,598 25.2% 123,278 24.6% 112,699 25.9%
$2,501 - $10,000 99,694 21.8% 110,800 20.0% 106,255 21.2% 95,969 22.1%
$10,001 - $30,000 95,636 20.9% 111,327 20.1% 106,965 21.4% 93,707 21.5%
$30,001 - $50,000 38,961 8.5% 47,614 8.6% 46,680 9.3% 38,625 8.9%
$50,001 - $90,000 37,670 8.2% 46,692 8.4% 45,466 9.1% 36,973 8.5%
over $90,000 68,048 14.9% 78,070 14.1% 71,391 14.3% 57,138 13.1%
Group Participants - - - -- -- - - -
less than or equal to $2,500 689 0.2% 4,427 0.8% 2,327 0.5% 1,879 0.4%
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Percent of
to 2018 Total EPs
Payment Subject to
Adjustment 2018
Payment
Adjustment

Percent of
to 2017 Total EPs
Payment Subject to
Adjustment 2017
Payment
Adjustment

Percent of
to 2016 Total EPs
Payment Subject to
Adjustment 2016
Payment
Adjustment

Percent of
Total EPs
Subject to

Eligible Professional EPs Subject EPs Subject

Characteristics

EPs Subject
to 2015
Payment

EPs Subject

Adjustment 2015
Payment
Adjustment

$2,501 - $10,000 684 0.1% 4,038 0.7% 2,259 0.5% 1,534 0.4%
$10,001 - $30,000 787 0.2% 4,211 0.8% 2,434 0.5% 1,653 0.4%
$30,001 - $50,000 410 0.1% 2,019 0.4% 1,127 0.2% 792 0.2%
$50,001 - $90,000 454 0.1% 2,217 0.4% 1,131 0.2% 937 0.2%
over $90,000 503 0.1% 2,898 0.5% 1,726 0.3% 1,358 0.3%
Beneficiary Volume -- -- -- -- -- -- -- --
Individual Participants -- -- -- -- -- -- -- --
1-25 195,126 42.7% 222,864 40.2% 193,291 38.6% 181,525 41.7%
26-100 118,255 25.9% 139,231 25.1% 133,682 26.7% 117,723 27.1%
101-200 59,562 13.0% 72,437 13.1% 68,638 13.7% 56,439 13.0%
201+ 80,880 17.7% 98,633 17.8% 103,959 20.8% 79,020 18.2%
Unknown 1 0.0% 936 0.2% 465 0.1% 404 0.1%
Group Participants -- -- -- -- -- -- -- --
1-25 1,082 0.2% 6,583 1.2% 3,284 0.7% 2,394 0.6%
26-100 965 0.2% 5,283 1.0% 3,039 0.6% 2,125 0.5%
101-200 645 0.1% 3,304 0.6% 1,814 0.4% 1,299 0.3%
201+ 831 0.2% 4,514 0.8% 2,862 0.6% 2,251 0.5%
Unknown 4 0.0% 126 0.0% 5 0.0% 84 0.0%
Specialty -- -- -- -- -- -- -- --
MD/DO -- -- -- -- -- -- -- --
Primary Care 78,931 17.3% 96,366 17.4% 82,101 16.4% 71,480 16.4%
Surgery 24,646 5.4% 30,508 5.5% 25,022 5.0% 21,309 4.9%
Other Specialties 128,435 28.1% 161,368 29.1% 142,693 28.5% 119,114 27.4%

Other Eligible Professionals
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Eligible Professional EPs Subject Percent of EPs Subject Percent of EPs Subject Percent of EPs Subject Percent of
Characteristics to 2015 Total EPs to 2016 Total EPs to 2017 Total EPs to 2018 Total EPs
Payment Subject to Payment Subject to Payment Subject to Payment Subject to
Adjustment 2015 Adjustment 2016 Adjustment 2017 Adjustment 2018
Payment Payment Payment Payment
Adjustment Adjustment Adjustment Adjustment
Physicians 68,361 14.9% 78,443 14.2% 78,204 15.6% 69,355 15.9%
Physician Assistant 23,511 5.1% 28,201 5.1% 24,497 4.9% 22,787 5.2%
Nurses 53,011 11.6% 66,593 12.0% 59,331 11.9% 44,553 10.2%
Other Eligible Professionals 80,454 17.6% 92,432 16.7% 88,492 17.7% 86,504 19.9%
Unknown/Missing 2 0.0% 0 0.0% 6 0.0% 9 0.0%
ProviderAge -- -- -- -- -- -- -- --
44 and younger 51,096 11.2% 55,764 10.1% 40,153 8.0% 26,420 6.1%
45 to 54 79,234 17.3% 99,003 17.9% 84,717 16.9% 68,483 15.7%
55 to 65 90,986 19.9% 115,873 20.9% 100,716 20.1% 82,646 19.0%
66 to 80 37,451 8.2% 50,771 9.2% 48,271 9.6% 44,991 10.3%
Olderthan 80 2,078 0.5% 2,870 0.5% 2,802 0.6% 2,791 0.6%
Unknown 196,506 43.0% 229,630 41.5% 223,687 44.7% 209,780 48.2%
Total (Unduplicated) 457,351 100.0% 553,911 100.0% 500,346 100.0% 435,111 100.0%

[a] Non-participants include any EPs who did not submit any PQRS data and did not avoid the payment adjustmentforany reason. Attempted
participation but were not successful means the EP submitted only invalid QDCs and did not avoid the payment adjustment forany other reason.
Individual participants include any EPs who submitted PQRS data and did not avoid the payment adjustment for any reason.

[b] Regions are defined as follows: Boston (CT, MA, ME, NH, Rl, VT); New York (NJ, NY, PR, VI); Philadelphia (DC, DE, MD, PA, VA, WA); Atlanta
(AL, FL, GA, KY, MS, NC, SC, TN); Chicago (IL, IN, MI, MN, OH, WI); Dallas (AR, LA, NM, OK, TX),; Kansas City (1A, KS, MO, NE); Denver (CO, MT, ND,
SD, UT, WY); San Francisco (AZ, CA, HI, NV); and Seattle (AK, ID, OR, WA). Some EPs submitted claims through multiple regions; consequently,
sums across categories within the Geography results do not equal totals. Information about the RRB carrier is not displayed due to the RRB not
being based on the geographicallocation of the EP.
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Notes for Table 15: (1) Results include EPs participating in a Medicare ACO that participates under the Shared Savings Program, Pioneer ACO
Model, Next Generation ACO Model, CEC ACO Model, as well as EPs participating underthe CPC Initiative. (2) Individual Participants exclude
TIN/NPIsthatare part of a Medicare ACO participating underthe Shared Savings Program Model.

The numberof EPs subject to the 2018 paymentadjustmentrepresents 32 percent of the 1,349,834 EPs who did notautomatically avoid the
adjustmentbecause they did not meet the CMS definition for EPs subject to the payment adjustment (data not shown). EPs who were MD/DOs
were less likely than those in non-MD/DO specialties or providertypesto be subject to the 2018 paymentadjustment based on 2016 reporting
(see Table 16). For example, 26 percent of MD/DOs are subjectto the paymentadjustment compared to 42 percent of non-MD/DOs.
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Table 14:2015,2016,2017,and 2018 PQRS Payment Adjustment, by Specialty or Provider Type

Specialty or Provider Type EPs Subjectto  Percentof EPs EPs Subjectto Percentof EPs EPsSubject Percentof EPs EPs Subject Percent of
2015 Payment Subject to 2016 Payment Subject to to 2017 Subject to to 2018 EPs Subject
Adjustment 2015 Payment Adjustment 2016 Payment Payment 2017 Payment Payment to 2018
Adjustment Adjustment Adjustment Adjustment Adjustment Payment

Adjustment
MD/DO 232,012 31.8% 288,242 36.6% 249,816 31.4% 211,903 26.1%
Allergy/Immunology 1,918 49.6% 2,089 52.5% 1,829 45.9% 1,656 41.8%
Anesthesiology 10,757 22.7% 14,956 30.4% 14,190 28.4% 5,873 13.8%
Cardiology 6,747 24.0% 8,441 26.4% 6,209 19.9% 5,247 16.3%
Colon/Rectal Surgery 407 30.0% 472 32.2% 366 24.4% 284 18.7%
Critical Care 931 31.8% 1,151 35.1% 964 28.5% 926 24.8%
Dermatology 4,286 36.0% 4,604 36.9% 4,496 35.2% 3,980 30.6%
Emergency Medicine 11,442 19.0% 18,387 28.2% 18,217 27.2% 13,869 20.0%
Endocrinology 1,586 25.5% 2,048 30.1% 1,573 23.6% 1,408 20.3%
Family Practice 37,021 35.3% 46,269 40.6% 37,914 33.4% 32,863 28.4%
Gastroenterology 3,802 27.3% 4,894 32.2% 3,702 24.3% 3,306 21.1%
General Practice 3,887 63.9% 4,591 71.9% 4,192 65.9% 4,152 65.0%
General Surgery 8,633 34.9% 10,663 39.4% 8,630 31.7% 7,239 26.0%
Geriatrics 1,644 35.2% 1,861 38.4% 1,414 31.0% 1,405 29.7%
Hand Surgery 710 36.9% 910 41.6% 740 33.5% 627 27.6%
Hospice and Palliative Care - 146 24.4% 262 31.8% 268 25.5% 254 19.8%

MD/DO

Infectious Disease 2,273 34.9% 2,585 37.1% 2,140 30.4% 1,962 26.7%
Internal Medicine 34,637 31.5% 41,014 35.5% 36,023 30.4% 30,671 25.2%
Interventional Radiology 398 19.4% 675 28.6% 708 27.4% 726 23.2%
Nephrology 2,660 27.3% 3,427 31.5% 2,748 25.1% 2,486 21.7%
Neurology 4,708 31.1% 5,806 34.7% 4,789 28.5% 4,200 24.0%
Neurosurgery 1,636 31.7% 2,229 38.2% 1,842 31.5% 1,562 25.6%
Nuclear Medicine 214 30.1% 239 31.6% 162 22.3% 157 21.5%

44




Specialty or Provider Type

2016 Physician Quality Reporting System Reporting Experience and Trends

Percent of
EPs Subject
to 2018
Payment
Adjustment

Percent of EPs

Subject to
2017 Payment
Adjustment

EPs Subject
to 2018
Payment
Adjustment

Percent of EPs

Subject to
2015 Payment
Adjustment

EPs Subject to
2015 Payment
Adjustment

EPs Subjectto Percent of EPs
2016 Payment Subject to
Adjustment 2016 Payment
Adjustment

EPs Subject
to 2017
Payment
Adjustment

Obstetrics/Gynecology 15,184 43.8% 16,314 44.5% 13,388 36.6% 11,949 32.3%
Oncology/Hematology 2,566 19.5% 3,666 24.9% 2,671 18.5% 2,376 15.9%
Ophthalmology 5,637 27.5% 7,351 34.0% 7,577 35.1% 5,348 24.9%
Oral/Maxillofacial Surgery 288 71.3% 328 72.2% 310 69.7% 293 67.5%
OrthopaedicSurgery 8,094 34.6% 10,180 39.4% 8,278 32.3% 7,067 27.0%
Other MD/DO 4,714 36.1% 5,922 39.6% 5,624 35.7% 4,777 28.3%
Otolaryngology 3,537 36.4% 4,240 40.8% 3,577 34.6% 3,101 29.6%
Pathology 1,555 14.4% 1,891 16.0% 2,541 20.5% 1,822 14.4%
Pediatrics 3,269 31.8% 4,279 33.9% 3,764 31.3% 3,589 28.5%
Physical Medicine 4,272 46.2% 4,878 49.6% 4,264 43.8% 3,928 39.1%
Plastic Surgery 2,839 59.6% 3,092 60.4% 2,788 54.6% 2,563 50.3%
Psychiatry 21,634 66.9% 23,640 70.7% 21,529 63.9% 20,423 60.5%
Pulmonary Disease 3,348 29.1% 4,164 32.5% 3,254 25.5% 2,868 21.5%
Radiation Oncology 1,251 24.3% 1,591 28.8% 1,192 21.5% 1,030 18.1%
Radiology 7,326 18.3% 10,932 25.5% 9,632 21.9% 10,918 21.4%
Rheumatology 1,218 24.6% 1,657 30.0% 1,204 21.8% 986 17.6%
Thoracic/Cardiac Surgery 931 22.0% 1,243 27.4% 906 20.2% 738 15.8%
Urology 2,799 26.7% 3,912 33.1% 3,044 26.8% 2,341 20.2%
Vascular Surgery 1,107 30.0% 1,389 34.6% 1,157 28.1% 933 22.4%
Other Eligible Professionals 225,336 50.7% 264,830 55.0% 250,524 48.9% 223,199 41.6%
Agencies/Hospitals/Nursing 57 38.5% 18 12.6% 23 45.1% 31 37.3%
and Treatment Facilities
Audiology 3,502 48.1% 4,252 57.5% 3,372 45.1% 3,317 42.7%
Certified Nurse Midwives 698 34.2% 798 33.4% 655 24.8% 552 18.8%
Chiropractor 36,515 77.8% 37,082 80.3% 34,514 75.4% 32,529 72.8%
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Specialty or Provider Type EPs Subjectto Percentof EPs EPsSubjectto Percentof EPs EPs Subject Percentof EPs EPs Subject Percent of
2015 Payment Subject to 2016 Payment Subject to to 2017 Subject to to 2018 EPs Subject
Adjustment 2015 Payment Adjustment 2016 Payment Payment 2017 Payment Payment to 2018
Adjustment Adjustment Adjustment Adjustment Adjustment Payment

Adjustment
Clinical Nurse Specialists 1,485 54.0% 1,644 55.2% 1,497 48.0% 1,472 43.4%
Counselor/Psychologist 25,483 75.8% 27,778 81.8% 26,517 77.3% 26,774 76.0%
Dentist 2,633 84.9% 2,570 83.7% 2,490 82.2% 2,367 79.4%
Dietitian/Nutritionist 1,824 57.8% 1,813 55.6% 1,704 48.0% 1,656 44.1%
Hospice and Palliative Care - 0 0% 0 0% 0 0.0% 1 25.0%

other than MD/DO

Nurse Anesthetist 16,239 31.2% 19,408 35.0% 15,110 25.7% 867 2.0%
Nurse Practitioner 34,530 41.8% 44,734 44.9% 41,998 37.0% 41,633 31.0%
Occupational Therapy 2,523 44.5% 3,054 47.9% 3,215 49.3% 2,358 33.5%
Optometry 20,300 58.5% 25,616 71.6% 29,476 81.0% 24,253 65.5%
Other Eligible Professional 1,998 48.1% 1,525 43.2% 1,743 43.0% 1,928 38.9%
Physical Therapy 16,011 34.7% 21,734 42.5% 20,397 38.9% 17,739 31.5%
Physician Assistant 23,511 35.0% 28,201 37.2% 24,497 29.0% 22,787 24.4%
Podiatry 8,913 48.9% 13,175 69.7% 11,724 61.8% 10,206 54.1%
Registered Nurse 59 43.7% 9 10.0% 71 46.7% 29 28.4%
Social Worker 29,055 85.2% 31,419 88.1% 31,521 83.4% 32,700 81.9%
Unknown/Missing 3 9.1% 839 56.4% 6 17.6% 9 25.7%
Total 457,351 38.9% 553,911 43.6% 500,346 38.3% 435,111 32.2%

Notes for Table 16: Results include EPs who were part of a practice that participated underthe PQRS GPRO, EPs participating as part of a Medicare ACO
participating underthe Shared Savings Program, the Pioneer ACO Model, the Next Generation ACO Model, the CEC ACO Model, and EPs participating through the
CPCinitiative. Itshould be noted thatthe percent subjectto the payment adjustmentin each year is based on a denominatorthat does notinclude EPs whose

taxonomy would not be eligible forthe payment adjustment.
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Table 15: Eligible Professionals Avoiding the 2018 PQRS Payment Adjustment

Method of Participation Eligible Count Participating Participation

Count Rate

Individual Participants 962,974 939,225 97.5%
GPRO 354,149 351,236 99.2%
PioneerACO 8,086 8,086 100.0%
Shared Savings Program 244,498 244,487 100.0%
ACO

CECACO 670 670 100.0%
NextGen ACO 16,517 16,517 100.0%
CPC 2,064 1,980 95.9%
Total 962,974 939,225 97.5%

Notes forTable 17: (1) This table provides an unduplicated count of EPs avoiding the PQRS payment
adjustment, including CAH Il EPs.

Table 18 provides more detail on how EPs and practices avoided the 2015, 2016, 2017, and 2018 PQRS
payment adjustments; note that EPs could avoid the payment adjustment for more than one reason so
an EP can be countedin more than one avoidance reasoninthistable. EPs who were eligible for
individual participation avoided the 2018 PQRS payment adjustment most often by reporting the
required data (95 percent of those avoiding the adjustment), as seenin the rightmost column of Table
18. The second most common reason foravoiding the 2018 paymentadjustmentwas nothavinga
denominatoreligibleclaim (11.6 percent of EPs who were eligible forindividual participation). Among
EPs who were part of a practice that was eligibleto report underthe GPRO, 98 percent of those avoiding
the adjustmentdid so because the practice metreportingrequirements, while only three percent
avoided the adjustment because they did not meet the definition of an EP for the purposes of the 2018
PQRS Payment Adjustment, and fewerthan one percentdid so based oninformal review. Amongthose
ina Shared Savings Program ACO, virtually every EP avoided the adjustment becausethe ACO met
reporting requirements while 100% of EPs in Pioneer, CEC, and Next Generation ACOs avoided the
paymentadjustment due tothe ACO meeting reporting requirements.
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Table 16: How Eligible ProfessionalsAvoided the 2015,2016,2017,and 2018 PQRS Payment Adjustments

Reason for Avoiding Payment Adjustment EPs Avoiding 2015 EPs Avoiding 2016 EPs Avoiding 2017 EPs Avoiding 2018
Payment Adjustment Payment Adjustment Payment Adjustment Payment Adjustment

Individual 388,196 341,442 617,273 962,974
Did Not Meet the Definition of an Eligible Professional for 65,724 36,317 43,256 48,251
the PQRS Payment Adjustment
Did Not Have MPFS Charges 36,221 6,755 17,412 27,282
Did Not Have at least 1 Denominator Eligible Claim 6,378 20,583 19,041 111,847
Member of an Independent Lab or Diagnostic Testing N/A N/A 558 2,010
Facility
Elected Administrative Claims 1,083 N/A N/A N/A
Met Reporting Requirements 322,296 295,615 563,680 914,427
Informal Review 11,597 13,409 25,540 11,221

GPRO 305,250 263,624 297,671 354,149
Did Not Meetthe Definition of an Eligible Professional for 9,899 9,422 10,521 10,769
the PQRS Payment Adjustment
Did Not Have MPFS Charges 1,539 14 0 0
Did Not Have at least 1 Denominator Eligible Claim 7,430 173 15,499 34,863
Member of an Independent Lab or Diagnostic Testing N/A N/A 429 326
Facility
Elected Administrative Claims 172,336 N/A N/A N/A
Met Reporting Requirements 214,893 242,136 287,183 347,391
Informal Review 1,580 19,645 8,365 2,803

PioneerACO 17,743 24,144 18,755 8,086
Did Not Meet the Definition of an Eligible Professional for 697 538 825 340
the PQRS Payment Adjustment
Did Not Have MPFS Charges 5,842 9,521 7,126 1,988
Did Not Have at least 1 Denominator Eligible Claim 6,108 9,521 7,441 2,194
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Reason for Avoiding Payment Adjustment EPs Avoiding 2015 EPs Avoiding 2016 EPs Avoiding 2017 EPs Avoiding 2018
Payment Adjustment Payment Adjustment Payment Adjustment Payment Adjustment

Member of an Independent Lab or Diagnostic Testing N/A N/A 1 1
Facility
Elected Administrative Claims 0 N/A N/A N/A
Met Reporting Requirements 17,743 24,144 18,755 8,086
Informal Review 0 0 0 0
CECACO N/A N/A N/A 670
Did Not Meet the Definition of an Eligible Professional for N/A N/A N/A 254
the PQRS Payment Adjustment
Did Not Have MPFS Charges N/A N/A N/A 278
Did Not Have at least 1 Denominator Eligible Claim N/A N/A N/A 278
Member of an Independent Lab or Diagnostic Testing N/A N/A N/A 0
Facility
Elected Administrative Claims N/A N/A N/A N/A
Met Reporting Requirements N/A N/A N/A 670
Informal Review N/A N/A N/A 0
NextGen ACO N/A N/A N/A 16,517
Did Not Meet the Definition of an Eligible Professional for N/A N/A N/A 467
the PQRS Payment Adjustment
Did Not Have MPFS Charges N/A N/A N/A 5,056
Did Not Have at least 1 Denominator Eligible Claim N/A N/A N/A 5,385
Member of an Independent Lab or Diagnostic Testing N/A N/A N/A 3
Facility
Elected Administrative Claims N/A N/A N/A N/A
Met Reporting Requirements N/A N/A N/A 16,517
Informal Review N/A N/A N/A 0
Shared Savings Program ACO 85,059 139,408 206,866 244,498
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Reason for Avoiding Payment Adjustment EPs Avoiding 2015 EPs Avoiding 2016 EPs Avoiding 2017 EPs Avoiding 2018
Payment Adjustment Payment Adjustment Payment Adjustment Payment Adjustment

Did Not Meetthe Definition of an Eligible Professional for 2,899 4,584 6,340 7,224
the PQRS Payment Adjustment
Did Not Have MPFS Charges 0 24 0 0
Did Not Have at least 1 Denominator Eligible Claim 3,766 89 11,945 23,398
Member of an Independent Lab or Diagnostic Testing N/A N/A 99 137
Facility
Elected Administrative Claims 0 N/A N/A N/A
Met Reporting Requirements 85,059 139,214 205,445 244,453
Informal Review 0 76 1,276 9
CPC 1,221 1,096 2,054 2,064
Did Not Meet the Definition of an Eligible Professional for 15 12 10 9
the PQRS Payment Adjustment
Did Not Have MPFS Charges 107 93 123 112
Did Not Have at least 1 Denominator Eligible Claim 111 34 125 115
Member of an Independent Lab or Diagnostic Testing N/A N/A 2 1
Facility
Elected Administrative Claims 171 N/A N/A N/A
Met Reporting Requirements 1,109 995 1,919 1,975
Informal Review 29 30 46 5
Total 796,248 768,618 858,345 962,974

NotesforTable 18: (1) Eligible professionals (TIN/NPI)in the CPC, Pioneer, NextGen, and CEC finder files and TINs on the Shared Savings Program ACO
finderfile are used to identify EPs eligible for these programs. (2) Administrative claims was only an option in program year 2013 (2015 payment
adjustment) and does not apply to program years 2014 (2016 payment adjustment), 2015 (2017 payment adjustment), or 2016 (2018 payment adjustment

file).
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VI. CLINICAL PERFORMANCE RATES

Although PQRS focuses on reporting of quality data by EPs, clinical performance rates that use quality
data submitted through the program can also be used to evaluate the quality of care provided to
Medicare beneficiaries, and were used as part of the Value Modifier program beginningin 2015, based
on performance inthe 2013 performance year. EPs reported data on recommended quality actions that
were performed, not performed, ordid notapply (i.e., exclusions) on eligible instances; this information
isusedin thisreportto describe EPs’ clinical performance on measures. Performance on a measure was
calculated asthe numberof timesthe eligible professional reported that the recommended quality
action for that measure was performed (numerator), divided by the number of instances they could
have performed the quality action (denominator), multiplied by 100. For example, under claims-based
reporting options, the numerator was the number of times the EP reported the measure-specificQDC
indicatingthe quality action was metand the denominator was the number of eligibleinstances for that
measure identified through claims. Instances that did not apply (i.e., reported as exclusions) were
excluded from performance rate calculations.

The following hierarchy was applied if an EP participated through more than one reporting mechanism:
(1) QCDR, (2) EHR (QRDA 11, then QRDA1)?4, (3) claims, and (4) registry. The hierarchy ensured onlyone
performance rate foreach measure foran EP isdisplayedin results.

Thisreportalso presents dataon measure performance trends; however, multiple factors should be
considered wheninterpreting performance trendsin this report. Forexample, there have been many
changes within PQRS across program years. As described above, the participation options have been
changed and refined. Individual measures have been added, removed,and in some cases their
definitions have changed. Moreover, the EPs who participated each year change, and there hasbeena
shiftfromindividual to group reporting. Asaresult, itis unclearthe extent to which any observed
changesin measure performance were artifacts of the aforementioned changes ortrends in provided
care.

Nonetheless, this section of the report aims to describe clinical performance rates and trends. The
appendix contains detailed tables on reporting and performance rates; please referto AppendixTables
Aland A2 for the full name of measuresinthese tables. AppendixTable A16 provides eligibility and
reportinginformation across programyears for individual measures.

24 EHR performance rates of zero percent have been excluded. CMS has found that the EHR method of reporting
has a highinstance of zero percent performance rates. We believe this has to do with EHR functionalityand
submissionthatcanresultina measure being submitted for an EP who did not intend to report the measure.
These instances do not give an accuratereflection of performance and arenot comparableto other reporting
methods where we arecertainthat an EP has intended to report the measure. Due to our concerns with the
reliability of the EHR data for performance measurement, our policy has been to suppress the zero percent
performance rates for PQRS measures in our public facingreports until we are more confident with the accuracy of
the performance data.
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Appendix Table A19 presents the average number of reported instances and the average performance
rate by measure for2013 through 2016. To provide more context on cohort effects, Appendix Table A20
shows the number of EPs who consistently reported measures across successive programyears.
Appendix Tables A21through A23 also provide total counts and performance rates for EPs who reported
a measure fortwo, three or four consecutive years. These tables can provide context for changesin
measure performance rates related to how constant the cohort reportinga measure has been over
time.

Tables 19 and 20 display the measures with the largest percentage point declineand improvementin
performance between 2013 and 2016, among EPs who reported the measure forall fouryears (2013 to
2016). While this approach attempts to account for changesin participating EPs, it does notaccount for
otherchanges. For example, trendsin reporting mechanisms— such as a growth in EHR reportingora
measure changing to/from registry reporting only—could cause performance rates to change. Other
examples of changes to measuresinclude the addition of new exclusions or changesin thresholds used
to define clinical control of a condition. Registries, in some cases, incorporate processes that support
EPs’ selection of appropriate measures, edits that help to ensure that measures are submitted
accurately, andremindersthat help providers meet the performance criteria of the measures. In
addition, performance rates may be less stable among measures with smaller reporting populations, as
isthe case witha number of the measuresinthe following tables.

The decrease in performance rates shown in Table 19 could be attributed to a change inthe measure
specifications. Measure 241 was reportable through claims, registry, and EHRin 2013 butonly through
EHR or QCDR in 2016; also, there were only 65 EPs who reported this measure for all four years from
2013 to 2016 so the population behind this change is notvery large. Dropsin measure 317 performance
are beingdriven by anumber of EPs who reported only exclusionsin 2013; therefore, they reported the
measure butthey did not countin the performance data; these same EPs did have performance ratesin
2016 but they hada much lowerthan average performance;the vast majority of these submissions
were through claims. Measure 18 had a change in available reporting mechanisms; both claims and
registry reportingwere nolongeravailable forthis measure startingin 2015. Table 20 presents the five
measures with the largestimprovementin performance. These measures appeared to remain stable for
the four programyears analyzed and they did not receive any majorrevisions, although claims reporting
was no longeravailable for measure 121 startingin 2015 and EHR was added as a reporting mechanism
for measure 143 in 2014.

Table 17:Individual Measures Reported with the Largest Percentage Point Decrease in
Clinical Performance Rate (2013 t0 2016)

Rank Measure Measure Description 2013 2016 EPs Percentage
Number Performance Performance Reporting Point

Rate Rate the Change

Measure in  2013-2016

each year
from 2013
to 2016

1 241 IschemicVascular 50.3% 20.0% 65 30.3%
Disease (IVD):
Complete Lipid Panel
and LDL Control
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Rank Measure Measure Description 2013 2016 EPs Percentage
Number Performance Performance Reporting Point
Rate Rate the Change
Measure in 2013-2016
each year
from 2013
to 2016
2 317 PreventiveCare and 91.5% 62.9% 4,253 28.6%
Screening: Screening
for High Blood
Pressure and Follow-
Up Documented
3 18 DiabeticRetinopathy: 96.0% 76.7% 2,044 19.3%
Documentation of
Presence or Absence
of Macular Edemaand
Level of Severity of
Retinopathy

4 310 ChlamydiaScreening 100.0% 83.3% 10 16.7%
for Women
5 19 DiabeticRetinopathy: 93.2% 83.4% 2,950 9.7%

Communication with
the Physician
Managing Ongoing
Diabetes Care

[a] Inverse measure; lower performance rate indicates better performance.

Notes forTable 19: (1) Results include the claims, registry, EHR, and QCDR mechanisms. (2) Results include
measure performance regardless of whether EPs reporting the measure met the satisfactory reporting
requirements. (3) Measures are limited to those reported by at least 10 EPs. (4) Results are restricted to EPs
who reported the same measure from 2013 to 2016.
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Table 18: Individual Measures Reported with the Largest Increase in Clinical Performance Rate
(2013 to 2016)

Rank Measure Measure Description 2013 2016 EPs Reporting  Percentage
Number Performance Performance the Measure in Point

E1] Rate each year from Change
2013 to 2016 2013-2016

1 312 Use of Imaging Studies 28.5% 97.1% 37 68.7%
for Low Back Pain

2 309 Cervical CancerScreening 41.3% 79.8% 103 38.5%

3 143 Oncology: Medical and 79.8% 100.0% 10 20.2%
Radiation - Pain Intensity
Quantified

4 121 AdultKidney Disease: 27.8% 46.5% 140 18.7%
Laboratory Testing (Lipid
Profile)

5 222 Functional Deficit: 71.0% 88.5% 79 17.5%

Change in Risk-Adjusted
Functional Statusfor
Patients with Elbow,
Wrist or Hand
Impairments

[a] Inverse measure; lower performance rate indicates better performance.

Notes for Table 20: (1) Results include the claims, registry, EHR, and QCDR mechanisms. (2) Results include
measure performance regardless of whether EPs reporting the measure met the satisfactory reporting
requirements. (3) Measures are limited to those reported by at least 10 EPs. (4) Results are restricted to EPs
who reported the same measure from 2013 to 2016.

For some measures, improvementin measure performance overtime was limited by measure performance
that ‘topped out.’ In otherwords, if performance is at or near 100 percent, the ability toimprove
performanceislimited. Table 21 displays the measures—mostly QCDR non-PQRS measures— with the
highest mean clinical performance ratesin 2016.
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Table 19:Individual Measures Reported with the HighestMean Clinical Performance Rates
(2016)

Rank Measure Measure Description Mean EPs Submitting
Number Performance
Rate

1 386 AmyotrophicLateral Sclerosis (ALS) Patient 100.00% 11
Care Preferences

2 432 Proportion of Patients Sustaining aBladder 0.00% 10
Injury at the Time of any PelvicOrgan Prolapse
Repair[a]

3 433 Proportion of Patients Sustaining a Major 0.00% 10

Viscus Injury atthe time of any PelvicOrgan
Prolapse Repair[a]

4 434 Proportion of Patients Sustaininga Ureter 0.00% 10
Injury at the Time of any PelvicOrgan Prolapse
Repair[a]

5 ABG 25 Time out error- regional block [a] 0.00% 157

6 ACRad 20 CT IV Contrast Extravasation Rate (Low 0.00% 31
Osmolar Contrast Media) [a]

7 AQl 44 Rate of Post-operative stroke ordeathin 0.00% 40

asymptomatic patients undergoing Carotid
Endarterectomy (CEA) [a]

8 EPREOP 13  Malignant Hyperthermia[a] 0.00% 2,388

9 EPREOP 23  Unplanned Readmission Within 30 Days of 0.00% 97
Principal Procedure [a]

10 NHQIl 28 Perioperative Mortality Rate [a] 0.00% 33

11 NPA 21 Participationin a Systematic National 100.00% 34
Database for Spine Care Interventions

12 Pinc21 ThrombolyticTherapy 100.00% 20

13 Pinc 27 VTE Warfarin Therapy Discharge Instructions 100.00% 107

14 Pinc44 Prevention of Post-Operative Nauseaand 100.00% 42
Vomiting (PONV) - Combination Therapy
(Pediatrics)

15 THPSO 11 Post-obstructive Pulmonary Edemarate 0.00% 46
following endo-trachealintubation [a]

16 THPSO 12 Respiratory Arrestin PACUrate [a] 0.00% 36

17 THPSO 2 Post-dural puncture headache rate [a] 0.00% 24

18 THPSO 3 Perioperative Peripheral Nerve Injury rate [a] 0.00% 30

19 THPSO 4 Pneumothorax rate as a complication of 0.00% 23
central line placement [a]

20 THPSO 6 Perioperative Myocardial Infarctionrate in low 0.00% 30
risk patients [a]

21 THPSO 7 Perioperative Myocardial Infarction ratein 0.00% 29

highrisk patients [a]
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Rank Measure Measure Description Mean EPs Submitting
Number Performance
Rate
22 THPSO 8 New perioperative central neurologic deficit 0.00% 30
El
23 ABG 23 Intraoperative patient fall [a] 0.00% 5,771
24 ABG 24 Time out error- surgical [a] 0.00% 5,242
25 ABG9 OR Fire [a] 0.00% 5,679
26 ABG 13 Malignant Hyperthermia[a] 0.00% 4,769
27 ABG 17 Medication errors during surgery [a] 0.00% 5,773
28 ABG 26 Myocardial Ischemiarequiringintervention 0.00% 5,646
during the operative period [a]
29 EPREOP 12  Anaphylaxis [a] 0.00% 2,283
30 ABG 11 Anaphylaxis During Anesthesia Care inthe 0.00% 5,345
Operating Room [a]
31 EPREOP 19 Documentation of Current Medicationsin the 100.00% 504
Medical Record
32 ABG 14 Corneal Abrasion [a] 0.00% 5,503
33 EPREOP 10 Intraoperative Fire [a] 0.00% 2,310
34 EPREOP 16  Unplanned admission to Hospital [a] 0.00% 2,254
35 ABG5 Composite Procedural Safety for All Vascular 0.00% 4,800
Access Procedures[a]
36 ABG4 PACU tracheal intubation Rate [a] 0.00% 5,063
37 ABG3 Intra-operative Mortality Rate [a] 0.00% 5,911
38 EPREOP 15 Unplannedadmissionto ICU [a] 0.00% 2,254
39 EPREOP 8 Failed Airway [a] 0.00% 2,305

[a] Inverse measure; lower performance rate indicates better performance.

Notes for Table 21: (1) Results include the claims, registry, EHR, and QCDR reporting mechanisms. (2) Results
include measure performance regardless of whether EPs reporting the measure met the satisfactory reporting
requirements. (3) Measures are limited to those reported by at least 10 EPs.

Some measures show particularly high rates of performanceacross all EPs reporting the measure. Table 22
displays the top measuresforwhich atleast 90 percent of the EPs who reported the measure achieved
performance at or above 90 percentin 2016; more than one-fifth of all measures are represented here but it
isworth notingthat almost 38 percent of these measures were reportable by fewerthan 100 EPs. Appendix
Table A24 issimilarand displays the percentage of EPs who reported a measure and had a performance rate
at or above 90 percent by individual measure.
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Table 20:Individual Measures Where atleast 90% of Submitting EPs had atleasta 90%
Performance Rate (2016)

Measure Measure Description Percent of EPs
Number with At Least
90%
Performance
Rate
255 Rh Immunoglobulin (Rhogam) for Rh-Negative Pregnant Women at 100.0%
Risk of Fetal Blood Exposure
327 PediatricKidney Disease: Adequacy of Volume Management 100.0%
335 Maternity Care: Elective Delivery or Early Induction Without Medical 100.0%
Indication at 37 and < 39 Weeks
348 HRS-3: Implantable Cardioverter-Defibrillator (ICD) Complications 100.0%
Rate [a]
359 Optimizing Patient Exposure to lonizing Radiation: Utilization of a 100.0%
Standardized Nomenclature for Computed Tomography (CT) Imaging
Description
363 Optimizing Patient Exposure to lonizing Radiation: Search for Prior 100.0%

Computed Tomography (CT) Studies Through a Secure, Authorized,
Media-Free, Shared Archive

364 Optimizing Patient Exposure to lonizing Radiation: Appropriateness: 100.0%
Follow-up CTImaging forIncidentally Detected Pulmonary Nodules
Accordingto Recommended Guidelines

386 AmyotrophicLateral Sclerosis (ALS) Patient Care Preferences 100.0%

393 HRS-9: Infection within 180 Days of Cardiac Implantable Electronic 100.0%
Device (CIED) Implantation, Replacement, or Revision [a]

417 Rate of Open Repair of Abdominal AorticAneurysms (AAA) Where 100.0%

Patients Are Discharged Alive

428 PelvicOrgan Prolapse: Preoperative Assessment of Occult Stress 100.0%
Urinary Incontinence

432 Proportion of Patients Sustaining a Bladder Injury at the Time of any 100.0%
PelvicOrgan Prolapse Repair[a]

433 Proportion of Patients Sustaining a Major Viscus Injury at the time of 100.0%
any PelvicOrgan Prolapse Repair [a]

434 Proportion of Patients Sustaining a Ureter Injury at the Time of any 100.0%
PelvicOrgan Prolapse Repair[a]

AAAAI10 Documentation of the ConsentProcess for Subcutaneous Allergen 100.0%
Immunotherapyinthe Medical Record

AAAAI 5 Allergen Immunotherapy Treatment: Allergen Specific 100.0%
Immunoglobulin E (IgE) Sensitivity Assessed and Documented Prior
to Treatment

ABG 10 Day of Surgery Case Cancellation Rate [a] 100.0%
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Measure Description

Anaphylaxis During Anesthesia Care in the Operating Room [a]

Percent of EPs
with At Least
90%
Performance
Rate

100.0%

ABG 13 Malignant Hyperthermia[a] 100.0%
ABG 14 Corneal Abrasion [a] 100.0%
ABG 15 Dental Injury [a] 100.0%
ABG 17 Medication errorsduringsurgery [a] 100.0%
ABG 2 Intra-operative CardiacArrest Rate [a] 100.0%
ABG 20 Unplannedtransfer ASCto hospital [a] 100.0%
ABG 23 Intraoperative patient fall [a] 100.0%
ABG 24 Time out error- surgical [a] 100.0%
ABG 25 Time out error-regional block [a] 100.0%
ABG 26 Myocardial Ischemiarequiringintervention during the operative 100.0%
period [a]
ABG 3 Intra-operative Mortality Rate [a] 100.0%
ABG 4 PACU tracheal intubation Rate [a] 100.0%
ABG 5 Composite Procedural Safety for All Vascular Access Procedures [a] 100.0%
ABG 9 OR Fire [a] 100.0%
ACRad 14 Participationina National Dose Index Registry 100.0%
ACRad 20  CTIV Contrast Extravasation Rate (Low Osmolar Contrast Media) [a] 100.0%
AGA1 Hepatitis CVirus (HCV) - Sustained Virological Response 100.0%
AQl 40 Unplanned Transfer or Admission to Hospital [a] 100.0%
AQl 41 Coronary Artery Bypass Graft (CABG): Stroke [a] 100.0%
AQl 42 Coronary Artery Bypass Graft (CABG): Post-Operative Renal Failure 100.0%
[a]
AQl 44 Rate of Post-operative stroke or death in asymptomatic patients 100.0%
undergoing Carotid Endarterectomy (CEA) [a]
AQl 45 Rate of Endovascularaneurysmrepair (EVAR) of small or moderate 100.0%
non-ruptured abdominal aorticaneurysms (AAA)who die while in
the hospital [a]
ASBS 3 Specimen orientation for partial mastectomy or excisional breast 100.0%
biopsy
ASNC 13 SPECT-MPI studies meeting appropriate use criteria 100.0%
ASNC 2 Cardiac Stress NuclearImaging Not Meeting Appropriate Use 100.0%

Criteria: Routine Testing After Percutaneous Coronary Intervention
(PCI) [a]
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Percent of EPs
with At Least
90%
Performance
Rate

Measure
Number

Measure Description

ASNC 3

Cardiac Stress Nuclear Imaging Not Meeting Appropriate Use
Criteria: Testingin Asymptomatic, Low-Risk Patients [a]

100.0%

ASNC4 Utilization of standardized nomenclatureand reporting for nuclear 100.0%
cardiology imagingstudies
ASPIRE11 Colloid use limitedin cases with noindication 100.0%
ASPIRE18  Avoidingmyocardial Injury 100.0%
ASPIRE4  Administration of insulin or glucose recheck for patients with 100.0%
hyperglycemia
ASPS 1 Use of wound surface culture technique in patients with chronicskin 100.0%
ulcers (overuse measure)
ASPS 2 Use of wetto dry dressingsin patients with chronicskin ulcers 100.0%
(overuse measure)
ASPS 3 Use of compression system in patients with venous ulcers 100.0%
ASPS 4 Offloading (pressurerelief) of diabeticfootulcer 100.0%
ECPR 38 Three Day All Cause Return ED Visit Rate with Admission on Re-Visit 100.0%
[a]
EPREOP 10 Intraoperative Fire [a] 100.0%
EPREOP 12  Anaphylaxis[a] 100.0%
EPREOP 13  Malignant Hyperthermia|[a] 100.0%
EPREOP 15 Unplannedadmissionto ICU [a] 100.0%
EPREOP 16  Unplannedadmission to Hospital [a] 100.0%
EPREOP 19 Documentation of Current Medicationsin the Medical Record 100.0%
EPREOP 2  Overall Mortality [a] 100.0%
EPREOP 20 PainAssessmentand Follow-Up 100.0%
EPREOP 23  Unplanned Readmission Within 30 Days of Principal Procedure[a] 100.0%
EPREOP 24  Overall CardiacArrest[al] 100.0%
EPREOP 3 PACU Intubation Rate [a] 100.0%
EPREOP 8  Failed Airway [a] 100.0%
GlQics Incidence of perforation [a] 100.0%
GlQIC8 Age appropriate screening colonoscopy [a] 100.0%
IRIS 1 Corneal Graft Surgery - Postoperative Improvementin Visual Acuity 100.0%
of 20/40 or greater
IRIS 19 ChronicAnterior Uveitis: Post-treatment Grade Oanteriorchamber 100.0%
cells
IRIS 20 IdiopathicIntracranial Hypertension: No worsening orimprovement 100.0%

of meandeviation
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Measure Description

Percent of EPs
with At Least
90%
Performance
Rate

IRIS 21 Ocular Myasthenia Gravis: Improvement of ocular deviation or 100.0%
absence of diplopia orfunctional improvement
IRIS 22 Giant Cell Arteritis: Absence of fellow eyeinvolvement after 100.0%
corticosteroid treatment
IRIS 6 Acquired Involutional Entropion - Normalized Lid Position After 100.0%
Surgical Repair
IRIS 7 Amblyopia- Interocular Visual Acuity 100.0%
IRIS 8 Surgical Esotropia: Postoperative Alignment 100.0%
M2S 13 Survival atleast 9 months afterelective open repair of small 100.0%
abdominal aorticaneurysms
M2S 14 Disease specific patient-reported outcome surveys for Varicose Vein 100.0%
procedures
MBS 1 Medical Complications [a] 100.0%
MBS 2 Surgical Site Complications [a] 100.0%
MBS 3 Serious Complications [a] 100.0%
MBSAQIP 3 Riskstandardized rate of patients who experienced areoperation 100.0%
within 30 days following a primary LRYGB or LSG operation. [a]
MBSAQIP 4 Riskstandardized rate of patients who experienced an 100.0%
anastomotic/staplelineleak within 30days following primary LRYGB
or LSG operation. [a]
MBSAQIP5 Riskstandardized rate of patients who experienced a 100.0%
bleeding/hemorrhage event requiring transfusion,
intervention/operation, or readmission within 30days following
primary LRYGB or LGS operation [a]
MBSAQIP 6 Riskstandardized rate of patients who experienced a postoperative 100.0%
surgical site infection (SSI) (superficial incisional, deep incisional, or
organ/space SSI) within 30days following primary LRYGB or LSG
operation [a]
MBSAQIP 7 Riskstandardized rate of patients who experienced postoperative 100.0%
nausea, vomiting or fluid/electrolyte/nutritional depletion within 30
days following primary LRYGB or LSG operation. [a]
MOA 12 Efficacy of Manipulative Medicine with Treatment Adjustment 100.0%
MOA 2 Appropriate Use of Advanced Imaging by Ordering Provider 100.0%
MOA 7 Adherence to Controlled Substance Agreement/Opiate Agreement 100.0%
with Corrective Actions for Violations
MUSIC 2 Unplanned Hospital Admission within 30 Days of TRUS Biopsy: [a] 100.0%
NHCR3 Incidence of perforation [a] 100.0%
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Percent of EPs
with At Least
90%
Performance

Measure
Number

Measure Description

Rate

NHCR 6 Age inappropriate screening colonoscopy [a] 100.0%
NHQl 27 Perioperative CardiacArrest[a] 100.0%
NHQI 28 Perioperative Mortality Rate [a] 100.0%
NJIISMD 10  Critical Result: Ruptured ectopic pregnancy 100.0%
NJIISMD 11 Critical Result: New DVT 100.0%
NJIISMD 4  Critical test: OR Foreign Body 100.0%
NPA 10 Unplanned Reoperation Following Spine Procedure Withinthe 30 100.0%
Day Post-Operative Period [a]
NPA 11 Unplanned Readmission Following Spine Procedure Within the 30 100.0%
Day Post-Operative Period [a]
NPA 21 Participation inaSystematic National Database forSpine Care 100.0%
Interventions
NPA 6 Spine-related procedure siteinfection [a] 100.0%
NPA 7 Complication Following Spine-Related Procedure [a] 100.0%
NPA 8 Hospital Mortality following Spine Procedure [a] 100.0%
Pinc21 ThrombolyticTherapy 100.0%
Plnc 27 VTE Warfarin Therapy Discharge Instructions 100.0%
Pinc44 Prevention of Post-Operative Nausea and Vomiting (PONV) - 100.0%
Combination Therapy (Pediatrics)
PInc 46 Immediate Perioperative CardiacArrest[a] 100.0%
Pinc 47 Immediate Perioperative Mortality Rate [a] 100.0%
QUANTUM  Dental Damage/Loss [a] 100.0%
34
QUANTUM  Aspiration of Gastric Contents [a] 100.0%
37
QUANTUM  Surgical Case Cancellation [a] 100.0%
41
QUANTUM  Unplanned Hospital Admission [a] 100.0%
42
QUANTUM  Anaphylaxis [a] 100.0%
48
QUANTUM Immediate Perioperative CardiacArrest [a] 100.0%
49
QUANTUM  UnplannedICUAdmission [a] 100.0%
51
SPINEIQ3  Repeated X-RayImaging|a] 100.0%
THPSO 1 Perioperative Aspiration Pneumonia rate [a] 100.0%
THPSO 11  Post-obstructive Pulmonary Edemarate following endo-tracheal 100.0%

intubation [a]
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Measure Measure Description Percent of EPs
Number with At Least
90%
Performance
Rate
THPSO 12  Respiratory Arrestin PACUrate [a] 100.0%
THPSO 13  Dental Injury Rate following airway management [a] 100.0%
THPSO 2 Post-dural puncture headache rate [a] 100.0%
THPSO 3 Perioperative Peripheral Nerve Injury rate [a] 100.0%
THPSO 4 Pneumothorax rate as a complication of central line placement [a] 100.0%
THPSO 6 Perioperative Myocardial Infarction rate in low risk patients [a] 100.0%
THPSO 7 Perioperative Myocardial Infarction rate in highrisk patients [a] 100.0%
THPSO 8 New perioperative central neurologicdeficit [a] 100.0%
THPSO 9 Postoperative nauseaand vomiting rate Adults [a] 100.0%
USWR18 ComplicationsorSide Effectsamong patients undergoing Treatment 100.0%
with HBOT
AQl 35 Perioperative Mortality Rate [a] 100.0%
ABG 19 Unplanned hospital admission post-op, including 23 hr stay [a] 100.0%
ABG 27 Dysrhythmiarequiringintervention during the operative period [a] 100.0%
AQl 28 New Corneal Injury Not Diagnosed in the Post-anesthesia Care 100.0%
Unit/Recovery Area after Anesthesia Care
EPREOP7  Corneal Injury [a] 100.0%
EPREOP 11  Case Delay|[a] 99.9%
EPREOP 6  Surgical Safety Checklist/Timeout 99.9%
EPREOP1 Overall AnesthesiaSafety 99.9%
EPREOP 14 Dental Injury [a] 99.9%
EPREOP5  Procedural Safety for Central Venous or Arterial Catheterization 99.9%
AQl 34 Perioperative CardiacArrest[a] 99.9%
AQl 32 Composite Procedural Safety for Central Line Placement 99.8%
AQl 30 Composite Anesthesia Safety 99.8%
ASPIRE22  Avoiding medication overdose 99.8%
ABG 7 Immediate Adult Post-Operative Pain Management 99.8%
AQl 47 Total Knee Replacement: Preoperative AntibioticInfusion with 99.7%
Proximal Tourniquet
165 Coronary Artery Bypass Graft (CABG): Deep Sternal Wound Infection 99.7%
Rate [a]
AQl 31 Post-anesthesia Care Unit (PACU) Re-intubation Rate [a] 99.6%
QUANTUM  DifficultIntubation due to unrecognized difficult airway [a] 99.6%
43

62



2016 Physician Quality Reporting System Reporting Experience and Trends

Percent of EPs
with At Least
90%
Performance
Rate

Measure
Number

Measure Description

192 Cataracts: Complications within 30 Days Following Cataract Surgery 99.5%
Requiring Additional Surgical Procedures [a]
ABG 8 Use of Checklist or Protocol for Transfer of Care in Phase | recovery 99.5%
From AnesthesiaProviderto PACUor ICU
MIRAMED 4 Perioperative Mortality Rate 99.5%
MIRAMED 8 Case Cancellation Rate 99.5%
MIRAMED 2 PACU Intubation Rate 99.4%
MBSAQIP 8 Riskstandardized rate of patients who experienced extended length 99.3%
of stay (> 7 days) following primary LRYGB or LSG operation [a]
MIRAMED 1 Perioperative Cardiac Arrest Rate 99.3%
146 Radiology: Inappropriate Use of "Probably Benign" Assessment 99.2%
Categoryin Mammography Screening [a]
QUANTUM  Medication Error by Anesthesia Care Team [a] 99.2%
47
224 Melanoma: Overutilization of Imaging Studies in Melanoma 99.2%
251 Quantitative Immunohistochemical (IHC) Evaluation of Human 99.2%
Epidermal Growth Factor Receptor 2 Testing (HER2) for Breast
Cancer Patients
249 Barrett's Esophagus 99.2%
ECPR11 Three Day All Cause Return ED Visit Rate All Patients [a] 99.1%
MIRAMED 3 Dental Injury 99.1%
396 Lung Cancer Reporting (Resection Specimens) 99.0%
156 Oncology: Radiation Dose Limits to Normal Tissues 99.0%
166 Coronary Artery Bypass Graft (CABG): Stroke [a] 99.0%
ABG 1 Intra-operative anesthesia safety 99.0%
MIRAMED 5 Adult PACUPain Management 98.9%
250 Radical Prostatectomy Pathology Reporting 98.9%
MIRAMED 7 Corneal Abrasion [a] 98.9%
388 Cataract Surgery with Intra-Operative Complications (Unplanned 98.8%
Rupture of Posterior Capsule requiring unplanned vitrectomy)[a]

Pinc7 Venous Thromboembolism (VTE) Prophylaxis 98.7%
AQl 33 Composite Patient Experience 98.7%
GlQic4 Photo documentation of the cecum (also known as cecal intubation 98.6%

rate) Screening Colonoscopies
PInc 45 Post Anesthesia Care Unit (PACU) Re-intubation Rate [a] 98.6%
ECPR12 Three Day All Cause Return ED Visit Rate Adults [a] 98.5%
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Measure Measure Description Percent of EPs
Number with At Least
90%
Performance
Rate
MIRAMED  Unplanned Use of Difficult Airway Equipment and/or Failed Airway 98.5%
10
43 Coronary Artery Bypass Graft (CABG): Use of Internal Mammary 98.3%
Artery (IMA) in Patients with Isolated CABG Surgery
EPREOP 4 Short-term Pain Management/Maximum Pain Score 98.3%
262 Image Confirmation of Successful Excision of Image-Localized Breast 98.2%
Lesion
ECPR13 Three Day All Cause Return ED Visit Rate Pediatrics [a] 98.2%
GlQic3 Photo documentation of the cecum (also known as cecal intubation 98.0%
rate) All Colonoscopies
GlQic9 Documentation of history and physical rate - Colonoscopy 98.0%
ASPIRE16 Avoidingintraoperative hypotension 98.0%
EPREOP9  Prophylactic Antibiotic Administration 97.9%
ASBS 2 Surgical Site Infection and Cellulitis After Breast and/or Axillary 97.9%
Surgery [a]
AQl 46 Total Knee Replacement: Venous Thromboembolicand 97.7%
CardiovascularRisk Evaluation
MBS 9 Unplanned Hospital Readmission within 30 Days of Principal 97.6%
Procedure [a]
ASPIRE13  Transfusion goal of hematocritless than 30 97.5%
100 Colorectal Cancer Resection Pathology Reporting: pT Category 97.4%
(Primary Tumor) and pN Category (Regional Lymph Nodes) with
Histologic Grade
AQl 29 Prevention of Post-Operative Vomiting (POV) - Combination Therapy 97.4%
(Pediatrics)
ASPIRE17 Avoidinggapsinsystolicormean arterial pressure measurement 97.4%
68 Hematology: Myelodysplastic Syndrome (MDS): Documentation of 97.3%
Iron Stores in Patients Receiving Erythropoietin Therapy
167 Coronary Artery Bypass Graft (CABG): Postoperative Renal Failure [a] 97.1%
MBSAQIP 2 Riskstandardized rate of patients who experienced an unplanned 97.1%
readmission within 30days following primary LRYGB or LSG
operation. Risk standardized rate of patients who experienced a
reoperation within 30days following primary a LRYGB or LSG
operation. [a]
263 Preoperative Diagnosis of Breast Cancer 97.0%
AQl 37 Surgical Safety Checklist Applicable Safety Checks Completed Before 96.9%
Induction of Anesthesia

64



Measure
Number

2016 Physician Quality Reporting System Reporting Experience and Trends

Measure Description

Percent of EPs
with At Least
90%
Performance
Rate

99 Breast Cancer Resection Pathology Reporting: pT Category (Primary 96.8%
Tumor) and pN Category (Regional Lymph Nodes)with Histologic
Grade
ABG 18 Pre-operative Attestation of documentation of current medications 96.8%
inthe medical record
347 Rate of Endovascular Aneurysm Repair (EVAR) of Small or Moderate 96.4%
Non-Ruptured Abdominal Aortic Aneurysms (AAA) Who Die While in
Hospital [a]
168 Coronary Artery Bypass Graft (CABG): Surgical Re-Exploration [a] 96.3%
345 Rate of Postoperative Stroke or Death in Asymptomatic Patients 96.3%
Undergoing Carotid Artery Stenting (CAS) [a]
USWR 13 Patient Vital Sign Assessment Priorto HBOT 96.3%
MUSIC1 Prostate Biopsy: Compliance with AUA best practices forantibiotic 96.2%
prophylaxis fortransrectal ultrasound-guided (TRUS) biopsy
378 Children Who Have Dental Decay or Cavities [a] 96.2%
IRIS9 DiabeticRetinopathy - Documentation of the Presence or Absence 96.2%
of Macular Edemaand the Level of Severity of Retinopathy
67 Hematology: Myelodysplastic Syndrome (MDS) and Acute 96.1%
Leukemias: Baseline Cytogenetic Testing Performed on Bone
Marrow
M2s 4 Amputation-freesurvival assessed at least 9 months following 96.0%
Supra-Inguinal Bypass for claudication
344 Rate of Carotid Artery Stenting (CAS) for Asymptomatic Patients, 95.8%
Without Major Complications (Discharged to Home by Post-
Operative Day #2)
334 Adult Sinusitis: More than One Computerized Tomography (CT) Scan 95.8%
Within 90 Days for ChronicSinusitis (Overuse) [a]
THPSO 10  Postoperative nauseaand vomiting rate Pediatrics [a] 95.7%
70 Hematology: ChronicLymphocytic Leukemia (CLL): Baseline Flow 95.6%
Cytometry
AAN 6 Headache: Overuse of Barbiturate Containing Medications for 95.6%
Primary Headache Disorders
346 Rate of Postoperative Stroke or Death in Asymptomatic Patients 95.3%
Undergoing Carotid Endarterectomy (CEA) [a]
264 Sentinel Lymph Node Biopsy for Invasive Breast Cancer 95.2%
ASBS 1 Surgeon assessment for hereditary cause of breast cancer 95.1%
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Measure Description

Maternity Care: Post-Partum Follow-Up and Care Coordination

Percent of EPs
with At Least
90%
Performance
Rate

94.7%

426 Post-Anesthetic Transfer of Care Measure: Procedure Roomtoa 94.4%
Post Anesthesia Care Unit (PACU)
182 Functional Outcome Assessment 94.4%
Pinc 22 Discharged on Statin Medication 94.4%
Pinc5 30 day Mortality for Heart Failure [a] 94.4%
333 Adult Sinusitis: Computerized Tomography (CT) for Acute Sinusitis 94.3%
(Overuse) [a]
ASPIRE19  Avoidingacute kidneyinjury [a] 94.0%
424 Perioperative Temperature Management 94.0%
PPRNET30 TreatmentofHypokalemia 93.9%
IRIS 16 Acute Anterior Uveitis: Post-treatment visual acuity 93.8%
ASBS 7 Unplanned 30 day re-operation after mastectomy 93.6%
102 Prostate Cancer: Avoidance of Overuse of Bone Scan for Staging Low 93.5%
Risk Prostate Cancer Patients
ASPIRE 6 Avoiding excessivelyhigh tidal volumes during positive pressure 93.5%
ventilation
MBS 7 Extended Length of Stay (LOS) [a] 92.9%
Pinc 23 Stroke Education 92.8%
254 Ultrasound Determination of Pregnancy Location for Pregnant 92.5%
Patients with Abdominal Pain
22 Perioperative Care: Discontinuation of Prophylactic Parenteral 91.9%
Antibiotics (Non-Cardiac Procedures)
322 Cardiac Stress Imaging Not Meeting Appropriate Use Criteria: 91.8%
Preoperative Evaluationin Low Risk Surgery Patients [a]
IRIS 17 Acute Anterior Uveitis: Post-treatment Grade 0 anterior chamber 91.7%
cells
53 Asthma: Pharmacologic Therapy for Persistent Asthma- Ambulatory 91.4%
Care Setting
395 Lung Cancer Reporting (Biopsy/Cytology Specimens) 91.3%
52 ChronicObstructive Pulmonary Disease (COPD): Inhaled 91.1%
Bronchodilator Therapy
46 Medication Reconciliation Post-Discharge 91.1%
a4 Coronary Artery Bypass Graft (CABG): Preoperative Beta-Blockerin 90.8%

Patients with Isolated CABG Surgery
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Measure Measure Description Percent of EPs
Number with At Least
90%

Performance
Rate

427 Post-Anesthetic Transfer of Care: Use of Checklist or Protocol for 90.8%
Direct Transfer of Care from Procedure Roomto Intensive Care Unit
(ICU)
72 Colon Cancer: Chemotherapy for AJCCStage Ill Colon Cancer 90.7%
Patients
ASPIRE 3 Administration of Neostigmine before Extubation for Cases with 90.6%
Nondepolarizing Neuromuscular Blockade
141 Primary Open-Angle Glaucoma (POAG): Reduction of Intraocular 90.6%
Pressure (IOP) by 15% OR Documentation of a Plan of Care
69 Hematology: Multiple Myeloma: Treatment with Bisphosphonates 90.2%
ASBS 11 Surgeon documentation of clinical stage of breast cancer 90.1%

[a] Inverse measure; lower performance rate indicates better performance.

Note for Table 22: Results include the claims, registry, EHR, and QCDR reporting mechanisms. This table
includes measure performance for EPs regardless of whether the EP met the satisfactory reporting
requirement.
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Appendix Tables A25through A29 summarize quality measure reporting and performance of the group
practices participatinginthe 2016 PQRS as a GPRO or ACO, via registry (Table A25), EHR (Table A26),
QCDR (Table A27), webinterface (Table A28), and CAHPS for PQRS (Table A29).

Among practices participating viathe GPRO registry mechanism, the mostfrequently reported registry
measures were documentation of current medications (#130) and preventive measures such as tobacco
screening and cessation intervention (#226), screening for high blood pressure and follow-up
documented (#317), and BMI screening and follow-up (#128) (Appendix Table A25). The performance
rates across the registry measures varied widely. Almost all of the GPRO EHR submissions used the
QRDA lll format. The measures reported by the most practices underthe GPRO EHR mechanism were
also#226 and #130 (Appendix Table A26). For practices submitting data through the GPRO QCDR
reporting mechanism, radiology measures were reported most frequently; the measures reported by
the most practices were radiology: stenosis measurementin carotid imaging reports (#195), radiology:
exposure time reported for procedures using fluoroscopy (#145), and radiology: reminder systemfor
screeningmammograms (#225) (AppendixTable A27).

Group practices reporting underthe GPRO web interface oras an ACO (Shared Savings Program,
Pioneer, or Next Generation) reported 18 measures covering care coordination/patient safety, coronary
artery disease, diabetes mellitus, heart failure, hypertension, ischemicvascular disease, mental health,
and preventive care. Among practices participating viathe GPRO and the Shared Savings Program,
Pioneer ACO model, and Next Generation ACO Model web interface, the highest performance rates are
for the Prev-10(Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-up Plan)
and HF-6 (Heart Failure: Beta-Blocker Therapy for Left Ventricular Systolic Dysfunction (LVSD); the
lowest performance wasin DM-7 (Diabetes: Eye Exam) and MH-1 (Depression Remission at Twelve
Months). Note that these performance rates are notreflective of the VM performance calculations. The
2016 CAHPSfor PQRS Surveyincludes the core questions contained in the CAHPS Clinician & Group
Survey (CG-CAHPS, Version 2.0)?%, plus additional questions that measure key domains of beneficiaries’
experiences of care, fora total of 12 patient experience of care summary survey measures:

e GettingTimely Care, Appointments and Information
e How Well Providers Communicate

e Patient’sRating of Provider

e Accessto Specialists

e HealthPromotionand Education

e Shared Decision-Making

e Health Status and Functional Status

e Courteous and Helpful Office Staff

e Care Coordination

25 The survey instrument and further information regarding summary survey measures and scoringareavailableat:
http://www.pgrscahps.org.
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e Between Visit Communication
e HelpingYouto Take Medications as Directed

e Stewardship of Patient Resources

All butthree of the summary survey measures are comprised ontwo ormore individual survey items;
Patient’s Rating of Provider, Between Visit Communication, and Stewardship of Patient Resources
comprise anindividual surveyitem. Three of the summary survey measures (Health Promotion and
Education, Shared Decision-Making, and Health Status and Functional Status) include subsidiary
measures forwhich measure scores are also calculated. To develop ascore foreach summary survey
measure or subsidiary measure, anumerical valueis assighed to each individual question response for
that measure. Then, samplingand non-response weights are applied, case mix adjustmentis applied,
the assigned scoreislinearly transformedto a0-100 possible range, and thenthe weighted, case mix
adjusted, transformed item scores are averaged to produce the overall summary score.

Appendix Table A29 presents the overall 2016 mean for the 12 CAHPS for PQRS summary survey
measures, and, where applicable, the subsidiary measures that are used to derive them. Scores are
presented ona0-100 scale. Group practices that reportvia the GPRO web interface, EHR, registry, or
QCDR could electto participate in the 2016 CAHPS for PQRS survey. In all, 513 practices participatedin
the CAHPS for PQRS Survey in 2016.

The national practice mean was above 90 out of 100 for How Well Providers Communicate (93 out of
100), Patient’s Rating of Provider (92 out of 100) and Courteous and Helpful Office Staff (93 out of 100).
In contrast, practices showed greatest room forimprovement on the Stewardship of Patient Resources
summary survey measure, which had a national practice mean of 26 out of 100.
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VII. PQRS FEEDBACK REPORTS

A. Background

CMS provides PQRS feedback reports each year. The 2016 PQRS feedback reports were availableto EPs
inthe earlyfall of 2017. The 2016 PQRS feedback reports reflect datafrom the Medicare PFS claims
received with dates of service fromJanuary 1, 2016 through December 31, 2016 that were processed
intothe National Claims History (NCH) by February 24, 2017. Although these reports are not provided
simultaneously with the notification of payment adjustment letters to EPs, CMS strives to make PQRS
feedbackreports available as closely as possible to delivery of payment adjustment letters. APQRS
feedback reportwill be generated foreachindividual TIN/NPIland/or TIN for GPROs that reported PQRS
data or that submitted Medicare PFS claims thatincluded denominator-eligible events but did not
submit PQRS data. The PQRS feedback reports willinclude all measures reported by the individual
TIN/NPland/orTIN for GPROs for each submission mechanism utilized (Registry, Claims, EHR, Web
Interface and QCDR). The two types of feedback reports available for both individual TIN/NPI and group
practicesthat submitted dataasa GPRO are:

e PQRSPaymentAdjustment Feedback Report—containsinformationregardingthe
individual EP’s or PQRS group practice’s paymentadjustment status, rationaleas to
why the paymentadjustment was or was notapplied, and high-level PQRS reporting
detail. The PQRS Payment Adjustment Feedback Report (for Individuals or Groups)
containsthe following sections/tabs:

0 About This Report (defaulttab)
0 Adjustment Summary

0 Individual Adjustment Detail-1
0 Individual Adjustment Detail-2
0 Group Adjustment Detail

O Hover-OverTerms

e PQRSPaymentAdjustment Measure Performance Detail Report—contains specific
detail onthe measure(s) submitted by each mechanism utilized by the individual EP or
PQRS group practice during the 2016 reportingyear. Additionally, the Reportable
Claim Measure tab on this table will identify measure(s) that had denominator-eligible
instances that potentially could have beenreported. The PQRS Payment Adjustment
Measure Performance Detail Report (for Individuals or Groups) contains the following
sections/tabs (the orderof the tabsin the report will vary based on the user’srole):

0 About This Report (defaulttab)
0 Group Registry Measure

0 Group QCDR Measure

0 Group EHR Measure

0 Reported Claim Measure

0 Reportable Claim Measure

O Registry Measure
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0 Measures Group Measure
0 QCDR Measure
0 EHR Measure

O Hover-OverTerms

B. Accessing PQRS Feedback Reports

To access the 2016 PQRS feedback reports, an EIDM account with the appropriate role is required.
Anyoneiseligibletoregisterforan EIDM account, but the account owneristhe only userallowed to
utilize the account. EIDM role requests are made atthe TIN level and should be utilized by authorized
representatives of the TIN. If a user is a representative of multiple TINs, arole foreach TIN isrequiredin
orderto access the feedback reports. A Security Official may also approve access for other group users
who apply for the Group Representativerolesand an Individual Practitioner may approve access for
otherIndividual Practitioner Representative roles.

The Quick Reference Guide (QRG) for Accessingthe 2016 PQRS Feedback Reports will provide
information on accessing, navigating, and downloading the PQRS feedback reports. This document can

be found on the PQRS Analysis and Payment webpage.

The program years 2014, 2015, and 2016 PQRS feedback reports for TIN-levelreports and the NPI-level
reports and the Annual Quality Resource and Use Reports (QRURs) can be accessed through the CMS
Enterprise Portal usingan EIDM account. An authorized representative of a TIN can use the same EIDM
account to accessthe TIN’s PQRS feedback reports and Annual QRURs. Instructions foraccessingan
Annual QRUR are available onthe How to Obtain a QRUR webpage.
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VIil. HELP DESK

A. Background

In 2008, CMS recognized the need foradedicated PQRS Help Desk to supportthe reporting efforts of
EPs. The QualityNet Help Desk was tasked with providing such support, and began working with the
External User Services (EUS) Help Desk and all of the Medicare Administrative Contractors (MACs) and
carriers (as of September 2013 all carriers were replaced by MACs). Professionals who have questionson
eligibility, reporting, accounts for Portal access, informal reviews, PQRS feedback reports, or payments
can contact the appropriate support deskforassistance.

B. Support Desks

The CMS MAC Provider Contact Centers provide Medicare enrollment and claims
administration support. This now includes the responsibility of disbursing the PQRS
incentive paymentsto EPs who earnedincentives, paid atthe TIN level for program
years 2014 and prior. They answer questions related to payment disbursement,
Remittance Advice, and any offsets or payment adjustments. The MACs previously
were tasked with accepting requests forindividual NPI-level feedback reports through
the Alternative Feedback Report Request Process. Instead, the CSP was made
availableinearly 2012 as a means forindividual EPs to request NPI-level feedback
reports for the years 2008-2013. The CSP is available through the Portal, and does not
require an account login. This alternative wasimplemented in responseto some
difficulties EPs were having obtaining theiraccount login. The TIN-leveland NPI-level
PQRS feedback reports forthe 2014, 2015, and 2016 PQRS programyears and the
Annual QRURs can be accessed on the CMS Enterprise Portal usingan EIDM account.

The QualityNet Help Desk initially consisted of one level of support, known as Tier|,
which consisted of ateam dedicated toissuesrelated tothe PQRS and eRx Incentive
Program. This tierhandled questionsin the summerand fall of 2008 regarding 2007
program year payments and feedback reports, as well as questions regarding 2008
program year reporting. They were available to answerarange of questionsonissues
such as eligibility, measures, reporting options, portal login, feedback reports,
registries, and payments. In the summer of 2009, a second Tier was added, known as
Inquiry Support, to address specificmeasure questions and assist CMS with escalated
paymentor reportissues. This Tierwas able to provide alevel of detailed datareview
to EPs who did not qualify foranincentive and needed information in addition to their
feedback report. The Inquiry Supportteam became the Tier Il Inquiry Supportlevel to
handle claims detail requests as well as other dataspecificissues. In 2010, a Tierll
Inquiry Supportteam was implemented to focus on providing answers to measures
guestions and programinquiries for both individual measure reporting as well as
measures groups reporting, so that EPs could better understand their feedback
reports and use that knowledgeto be more successful in future years. Currently,
there are two Tierll supportteams; Physician Quality Measurement Management
(PQMM) handles questions related to measures and Physician Quality Programs
Managementand Implementation (PQPMI) handles programinquiries. Nearthe end
of 2010, the IACS supportfor PQRS transitioned to the QualityNet Help Desk (Tierl).
Thisincludes vetting for the Security Official role in Organizations, IACS accountissues,
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the new Annual Recertification requirement, assistance in obtaining the data
submissionrole, etc. The IACS accounts have transitioned to EIDM accounts for all of
the above noted access. EPs still need to contact the EUS Help Desk for issues related
to Medicare enrollmentand the PECOS system. In 2011, the QualityNet Help Desk at
all levels also began to assist with questions related to the eRx payment adjustments
for 2012-2014. Startingin 2013, all helpdesk levels began to assist with questions
relatedtothe PQRS paymentadjustment forthe 2015, 2016, 2017, and 2018 PQRS
paymentadjustmentyears.

e There are additional supportteamsthat the QualityNet Help Desk Tiers work with to
resolve relatedissues:

0 The EHR Meaningful Use Information Center assists with Medicare EHR
Incentive Program reporting, as wellas with issues stemming from the eRx
payment adjustment EHR-related significant hardship exemptions.

0 The PQPMI Support Team withinthe Tier Il Help Desk assists with vetting new
Registry and QCDR vendors, helps train these entities, and assists the
aforementioned vendors and MOCP vendors with file submissions at the end of
the reporting periods.

0 The PQMM Supportteam withinthe Tier Il Help Desk assists with vetting PQRS
measures thatall Registry and QCDR vendors would like to supportforthe
program year.

0 TheTier Il ACO Help Desk provides guidance related to ACOs that report (viathe
GPRO Web Interface) on behalf of EPs for purposes of Physician Quality
Reporting System reporting under the Shared Savings Program or the Pioneer
ACO model.

0 The Physician Value Help Desk assists with Value Modifier and QRUR questions,
as well as questions related to registering online fora GPRO.

0 The Physician Compare Tier Il Help Desk assists with questions regarding public
reporting of quality care data on Physician Compare data postedin calendar
year 2014, 2015, and 2016.

EPs are encouraged to utilize the services provided by these support desks. The contactinformation for
the supportdesks follows:

e External UserServices Help Desk for Medicare enrollmentand PECOS questions:
0 Phone: 1-866-484-8049

O TTY/TDD: 1-866-523-4759 (Monday-Friday; 7am-7pm EST)
0 Email: EUSSupport@cgi.com

e MAC Provider Contact Centers:

0 A list of Provider Contact Centersislocated in the “Review Contractor Directory
- Interactive Map” at the following link: http://www.cms.gov/Research-
Statistics-Data-and-Systems/Monitoring-Programs/provider-compliance-
interactive-map/index.html.
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e QualityNetHelp Desk forfirst-level questions on EIDM, Portal Login, payments,
reports, measures, GPRO, ACO, Physician Value, file submissions etc. The Help Desk

incidents generated may then be escalated to the appropriate Tier [l or Tier lll support
teams:

0 Phone: 1-866-288-8912 (Monday-Friday; 7:00 a.m.-7:00 p.m. Central Time)
O TTY: 1-877-715-6222
0 Email: Qnetsupport@hcgis.org
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IX. CONCLUSION

Participationin PQRS hasincreased steadily since itsinceptionin 2007. The program saw continued
growthin the 2016 program year, with a seven percentincreasein the number of participants overthe
2015 program yearand more than seventy percent of EPs participatingin the programviaindividual or
group reporting options, as part of an ACO, or through the CPCinitiative. The final yearforreportingin
this program was 2016.

PQRS offered incentives for participation in program years 2007 through 2014. Beginningin calendar
year 2015, the PQRS payment adjustment was applied to Part B FFS payments based on performancein
program year 2013. Reportingineach of the program yearsin 2014, 2015, and 2016 determined who
was subjecttothe paymentadjustment for Part B FFS paymentsin calendaryears 2016, 2017, and 2018,
respectively. Inthe first year of the PQRS payment adjustment (2015), 796,248 EPs avoided the
downward adjustment. In the second year of the PQRS paymentadjustment (2016), 768,615 EPs
avoided the adjustment.

In the third year of the paymentadjustment (2017), even more EPs avoided the payment adjustment
(858,167) with most of them doingso by meetingthe reporting requirements for 2015. In the final year
of the paymentadjustment, 954,740 EPs were able to avoid the paymentadjustment with most of them
doingso by meetingreporting requirements. Amongthose subject to the 2018 payment adjustment,
most continued to be in small practices and were not participatinginthe program.

In additiontothe PQRS payment adjustment, the Value Modifier was implemented in 2015 to provide a
paymentadjustmentto PFS payments based on quality of care and cost of care furnished to Medicare
beneficiaries. The Value Modiifer was required under section 1848(p) of the Social Security Act. The
Value Modifier was phased in overtime with the first payment adjustment occurring in calendar year
2015 for physiciansin groups of 100 or more EPs based on quality and cost performance in 2013. The
second yearof the Value Modifier occurredin calendaryear 2016 and was applied to PFS payments for
physiciansin groups of 10 or more EPs based on quality and cost performance in 2014. The 2017 Value
Modifier to PFS payments for physician solo practitioners and physiciansin groups of two or more EPs
based on quality and cost performance in 2015. Calendaryear 2018 is the final year of the Value
Modifier, andthe paymentadjustmentappliesto PFS payments for physicians, physician assistants,
nurse practitioners, clinical nurse specialists, and certified nurse anesthetists who are solo practitioners
orin groups of two or more EPs based on quality and cost performance in 2016. More information on
the Value Modifier paymentadjustment applied during each of these calendaryears can be found on
the Value Modifier webpage.

The Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) ended the Sustainable Growth
Rate formulaandreplaced the three legacy clinician quality programs (the Medicare EHR Incentive
program, PQRS and the Value Modifier) with asingle system, called the Quality Payment Program,
where Medicare physicians and clinicians have achance to be paid more for bettercare. Clinicians will
be able to practice as they always have, but they can get paid more for high quality care and
investments that support patients. There are two paths to quality in this program:

e Merit-based Incentive Payment System (MIPS)

Advanced Alternative Payment Models (APMs) CMS continues to foster growth and participationin
quality reporting and has worked toimplement MIPS in a way that will encourage participation and
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reduce burden. CMS also continuesto streamline the measures available by eliminating measures that
are topped out, redundant, or under-reported. Lastly, CMS continues to streamline measures across
programs as it balances competing goals of establishing parsimonious sets of measures whileincluding
sufficient measures tofacilitate provider participation; forexample, alarge number of measures have
beenaddedthrough qualified clinical data regsistries to target specialties that did not have many
applicable measures.

The first performance year of the Quality Payment Program began onJanuary 1, 2017 and the first
paymentadjustmentyearwillbe 2019. There is more information on the Quality Payment Program and
transitioning from PQRS, the Value Modifier, and the Medicare EHR Incentive program on
gpp.cms.gov. 26

Table 21: Abbreviations

Abbreviation Meaning

ACO Accountable Care Organization

AMA American Medical Association

CAP Community-Acquired Pneumonia

CEC Comprehensive ESRD (End Stage Renal Disease) Care Model
CEHRT Certified EHR Technology

CKD ChronicKidney Disease

CMS Centers for Medicare & Medicaid Services
COPD ChronicObstructive Pulmonary Disease

CPC Comprehensive Primary Care Initiative

CPT Current Procedural Terminology

CspP Communication Support Page

cvp Cardiovascular Prevention

eCQM ElectronicClinical Quality Measure

EHR ElectronicHealth Record

EP Eligible Professional

EUS External User Services

FFS Fee forService

GPRO Group Practice Reporting Option

HCPCS Healthcare Common Procedure Coding System
HCV Hepatitis CVirus

HIC Health Insurance Claim number

HIV/AIDS Human Immunodeficiency Virus / Acquired Immunodeficiency Syndrome

26 See the followinglink for more information on the Quality Payment Program: https://qpp.cms.gov/
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Abbreviation Meaning

IACS Individuals Authorized Access to CMS Computer Services
ICD-9-CM International Classification of Diseases, 9th Revision, Clinical Modification
IVD IschemicVascular Disease

MAV Measure Applicability Validation

MD/DO Doctor of Medicine or Doctor of Osteopathy

MG Measures Groups

MIEA Medicare Improvements and Extension Act of 2006
MIPPA Medicare Improvements for Patients and Providers Act of 2008
MMSEA Medicare, Medicaid, and SCHIP Extension Act of 2007
MOCP Maintenance of Certification Program

MPFS Medicare Physician Fee Schedule

NCQA National Committee for Quality Assurance

NPI National Provider Identifier

NPPES National Plan and Provider Enumeration System

PCPI Physician Consortium for Performance Improvement
PECOS Provider Enrollment, Chain, and Ownership System

PFS Physician Fee Schedule

PQRI Physician Quality Reporting Initiative

PQRS Physician Quality Reporting System

QCDR Qualified Clinical Data Registry

QDC Quality Data Code

QRUR Quality and Resource Use Report

RRB Railroad Retirement Board

SCHIP State Children’s Health Insurance Program

TIN TaxpayerIdentification Number

TRHCA Tax Relief and Health Care Act of 2006

VBP Value-Based Purchasing

Value Modifier Value-Based Payment Modifier

77



	2016
	Reporting Experience
	Including Trends (2007-2016)
	Physician Quality Reporting System
	2018
	I. EXECUTIVE SUMMARY
	Building on Existing Quality Programs
	Expansion of Participation Mechanisms and Program Eligibility

	Participation
	Satisfactory Reporting and Challenges to Reporting
	2018 PQRS Payment Adjustment

	II. INTRODUCTION
	III. BACKGROUND AND METHODS
	A. Program Origins
	B. Program Evolution
	PQRS Measures
	Participation Options and Mechanisms
	Satisfactory Reporting and PQRS Payment Adjustments

	C. PQRS Payment Adjustment
	D. Data and Methods
	Data
	Unit of Analysis


	IV. PARTICIPATION
	A. How to Participate
	B. Overall Participation Results
	Eligibility
	Participation

	C. Use of Measures Groups and Registries
	D. Challenges to Participation and Satisfactory Reporting
	E. Participation by Specialty or Provider Type
	F. Participation by Beneficiary Volume and Specialty or Provider Type
	G. Geographic Variation in Participation
	H. Participation by Measure

	V. PQRS PAYMENT ADJUSTMENT
	VI. CLINICAL PERFORMANCE RATES
	VII. PQRS FEEDBACK REPORTS
	A. Background
	B. Accessing PQRS Feedback Reports

	VIII. HELP DESK
	A. Background
	B. Support Desks

	IX. CONCLUSION




