Quality Payment

PROGRAM

2018 MIPS Data Validation - Year 2 Improvement Activities
Performance Category Criteria

Examples of Additional Activities that Qualify for Attestation

Activity Suggested Documentation (inclusive of dates during the selected continuous 90-day or year long ) ik
Subcategory Name Activity Name Activity Description Validation PiBonus | FirstPY |  Completing these alternate activities can fulfil the requirements of this Improvement
Weighting reporting period) y
Activity
Provide 24/7 access to MIPS eligible clinicians, groups, or care teams for advice about urgent and emergent care §
o group: 9 9 1) Patient Record from EHR - A patient record from an EHR with date and timestamp indicating
(For example, eligible clinician and care team access to medical record, cross-coverage with access to medical
N N . services provided outside of normal business hours for that clinician (a certified EHR may be
record, or protocol-driven nurse line with access to medical record) that could include one or more of the following: Iemonstration of patient care provided !
used for documentation purposes, but is not required unless attesting for the Promoting
IProvide 24/7 Access to | * Expanded hours in evenings and weekends with access to the patient medical record (For example, coordinate with utside of normal business hours through 24/7] ¢
Interoperability [formerly ACI] bonus); o
e xpanded practice]MIPS Eligible Clinicians or smal r expanded practice hours with access to i
A Epa 1 neese o P18 lGroups Who Have Real- | practices to provide alternate hour office visits and urgent care); bign Inedical records or ability to increase access |2) Patient Encounter/Medical Record/Claim - Patient encounter/medical record claims bos
- [Time Access to Patient's |+ Use of alternatives to increase access to care team by MIPS eligible clinicians and groups, such as telehealth, o hrough alternative access methods or same- |indicating patient was seen or services provided outside of normal business hours for that es
IMedical Record phone visits, [day or next- day visits clinician including use of alternative visits; or
group visits, home visits and alternate locations (For example, senior centers and assisted living centers); and/or [same or Next Day Patient Encounter/Medical Record/Claim - Patient encounter/medical record
« Provision of same-day or next-day access to a consistent MIPS eligible clinician, group or care team when needed [flaims indicating patient was seen same-day or next-day to a consistent clinician for urgent or
for urgent ransitional care
are or transition
Documented use of telehealth services and | ) USe f Telehealth Services - Documented use of telehealth services through: a) claims
" ’ adjudication (may use G codes to validate); b) EHR of c) other medical record document
participation in data analysis assessing "
et o et o e ces|howing specifc telehealth services, consults, or referrals performed for a patien; and
P quality 2) Analysis of Assessing Ability to Deliver Quality of Care - Participation in or performance of
[Expanded Practice|Use of telehealth services |Use of telehealth services and analysis of data for quality improvement, such as participation in remote specialty care 3 quality improvement analysis showing delivery of quality care to patients through the
lA_EPA 2 ent, Medium NOTE: For the purposes of this IA, telehealth boi7
EPAZ  laccess at expand practice onsults or teleaudiology pilots that assess ability to still deliver quality care to patients. s D e armction oot [elehealth medium (e.g. Excel spreadsheet, Word document or others)
ecess may be obtained over the phone, online, etc.
land are not limited to the Medicare (OTE: For the purposes of this IA, telehealth services include a “real time” interaction and may
keimbursed telehealth service criteria. be obtained over the phone, online, etc. and are not limited to the Medicare reimbursed
elehealth service criteria.
[Collection and use of [Development and use of access to care PPlease note: CMS examples of stratification may include, patient demographics such
I on [Expanded practicefpatient experience and  [Callection of patient experience and satisfaction data on access to care and development of an improvement plan, | mprovement plan based on collected and |2} :ﬁcefls :’ dcla'e :a"e"‘ Exl"e"er",ce:;" Satisfaction Data - Patient experience and botr race/ethnicity, disability status (if available), sexual orientation (if available), sex,
\ EPA_3 [access [satisfaction data on uch as outlining steps for improving communications with patients to help understanding of urgent access needs. edium tratified patient experience and satisfaction ~ [Sasfaction data on access Lo care; a 0 ender identity (if available), and geography
ccess liata Improvement plan - Access to care improvement plan
ladcitional improvements Implementation of additional processes, 1) Relationship with QIN/QIO Technical Assistance - Confirmation of technical
IA_EPA_ 4 [Expanded Practice| sccene ae n rosult of | |AS @ result of Quality Innovation Network-Quality Improvement Organization technical assistance, performance of  |Medium fpractices, resources or technology o improve and of with QIN/QIO; and bo17
lac lQINIGIO TA ladditional activities that improve access to services (e.g., investment of on-site diabetes educator). faccess to services, as a result of receiVing  jimprovement Activities - Documentation of activities that improve access including support on
[QIN/QIO technical assistance ldditional services offered
lUser participation in the Quality Payment Program website testing is an activity for eligible clinicians who have worked
e xpanded praciicelf iiPaUEN In User A CHS  rvide substanive, imely.and responsie it 1 mproe e CHS Qulty Payment Pr Fidene o s pripaion nd 1) Documentation of input to improve the CMS Quality Payment Program website through
A EpA 5 |access [Testing of the Quality ebsite through product user-testing that enhances system and prograr readability and Iedium website testing for the product user-testing aimed at enhancing system and program accessibilty, readability and bois
HEPAL Pay’"e"' Program Il as providing feedback for developing tools and guidance mereby allowing for a more user-friendly and louality paymem pmg,am (@PP) responsiveness and
e pcme.govy  [ECesSible linician and praciice Quality Payment Program website experience. [Provide feedback for developing tools and guidance for a more efficient and accessible clinician
ps:fiapp.cims.g land practice QPP website experient
1) Patients Receiving Anti-Coagulation Medications - Total number of patients
receiving anti- coagulation medications; and
baricipat remati y ont et sel. 2) ge of that Total ipating in a Systematic Program -
articipation in a systematic prog clinic, patient self program, or patient self-| IDocumented participation of patients in a Documented number of referral lation/anti- lation clinic: number of N
IPopulation p ragiam) fr 60 nercant of practic patents i Lhe ransilion vear and 75 percent o ractcs patients in ) lsystematic anticoagulation program. Could be | ooremerics e mb <ui. raoring “,’,;waf"na:b’f o umber of patients nt
IA_PM_1 program [Quality Payment Program Year 2 and future years who receive anti-coagulation medications (warfarin or other High lsupported by claims performing patient self- reporting (PST); or number of patients participating in self-manageme: po17
cascade inhibitors).
ith regards to whether you qualify as a coagulation clinic, your practice must be staffed by
pharmacists and nurses with specific knowledge in anticoagulation therapy. Anticoagulation
fare is managed under the supervision of the AC Clinic Medical Director and the patient's
ician.
MIPS eligible clinicians and groups who prescribe oral Vitamin K antagonist therapy (warfarin) must attest that, for
60 percent of practice patients i the transition year and 75 percent of practice patients in Quality Payment Program
Year 2 and future years, their ambulatory care patients receiving warfarin are being managed by one or more of
these clinical practice improvement activities IPocumented participation of patients being 1) Patients Receiving Anti-Coagulation Medications - Total number of outpatients
« Patients are being managed by an anticoagulant management service, that involves systematic and Inanaged by one or more clinical practice [ prescribed oral Vitamin K antagonist therapy: and




e, ive patient education, systematic INR testing, tracking, follow-up,

Care
and patient communication of resus and dosing decisions;

fmprovement activities. Could be supported by|
laims. Anticoagulation services may consult

2) Percentage of that Total Being Managed By a Clinical Practice Improvement Activity -
Number of outpatients prescribed oral Vitamin K antagonist therapy and who are being

A PM_2 [Population Anticoagulant « Patients are being managed according to validated electronic decision support and clinical management tools that g dvm Paﬂer"“s over lhde vhonevéew";'"e'“ﬁ‘"g managed by one or more of the four activities in the described in the activity description; and es bo17
i involve systematic and care, i patient education, systematic INR testing, u:ﬁ:gewzr:"ag"? r::y e e aon = |3) Documentation plan to address patients' language and communication needs, literacy
tracking, follow-up, and patient communication of results and dosing decisions; bpationt's personal physician or specialty level, and cognitive and functional limitations.
« For rural or remote patients, patients are managed using remote monitoring or telehealth options that involve [physicians in complex cases. ote: A certified EHR may be used for documentation purposes, but is not required unless
and care, patient education, systematic INR testing, tracking, tresting for the Promoting Interoperability (formerly AC) bonus.
follow-up, and patient communication of results and dosing decisions; and/or
« For patients who demonstrate motivation, competency, and adherence, patients are managed using either a patient
self-
testing (PST) or patient-self (PSM) program.
partcipatng in 2 Rural Health Cinic (RHC), Indian Health Senice Medium anagemen (1), o Federally Qualfied
Helalg‘ Center (FQHC‘)‘Iyndur‘\gtngke'ng:gervzem activities that conmbmzm more formal quality reporting, ar " 1) Name of RHC, IHS or FQHC - Identified name of RHC, IHS, or FQHC in which the practice
nclude receiving quality data back for broader quality an which wi articipates in ongoing engagement activite
IA_PM_3 Population IRHC, IHS or FQHC ultimately benefit patients. Participation in Indian Health Service (IHS), as an improvement activity, requires MIPS High [Participation in RHC, IHS, or FQHC occurs ponlm:ous Qua\llgy 9 engag Activities - D, continuous quality po17
IManagement uality improvement leligible clinicians and groups to deliver care to federally recognized American Indian and Alaska Native populations in fand clinical quality improvement occurs "
clivities he U-S. and n the course o at care implement contnuos lincal practice mprovement incluing reporting data on Jriiviies that coriribute 1o Mmore forma dually reporing, and that include recelving quaity data
lauality of services being provided and receiving feedback to make 1 tim quaity g imp o P
For outpatient Medicare beneficiaries with diabetes and who are prescribed antidiabetic agents (e.g., insulin,
sulfonylureas), MIPS eligible clinicians and groups must attest to having: 1) Diabetic Patients Prescribed Antidiabetic Agents - Total number of outpatients who are
For the first performance year, at least 60 percent of medical records with documentation of an individualized diabetic and prescribed antidiabetic agents; and
glycemic treatment goal that: 2) ge of Total and each group with Glycemic Treatment
a) Takes into account patient-specific factors, including, at least 1) age, 2) comorbidities, and 3) risk for :;l;uc'r:;':z":n x;';ir:ls‘c@gﬂe ::: :rl‘zbssse and  |Goals and Assessed at Least Annually - Number of outpatients, stratified by demographic by oms Jes of suat u B . "
and b) Is atleast annually. roups, who are dlabem: and prescribed antidiabetic agents, with documented glycemic lease note: CMS examples of stratification may include, patient demographics suct
IA_PM_4 IPopulation lGlycemic High [documented glycemic treatment goals based |9"°UP* I3 9 glve es PO17 ks race/ethnicity, disability status (if available), sexual orientation (if available), sex,
Ianagement envices b patient.speciic factors treatment goals ; and the goals take into account patient-specific factors, including at least Bender identity (f available), and geography
[The performance threshold will increase to 75 percent for the second performance year and onward. Clinician would age, comerhldlues and risk for hypoglycemia; and are flagged for reassessment in following '
Jattest that, 60 percent for first year, or 75 percent for the second year, of their medical records that document vear.
findividualized glycemic treatment represent patients who are being treated for at least 90 days during the
[performance period. ote: A certified EHR may be used for documentation purposes, but is not required unless
jattesting for the Promoting Interoperability (formerly ACI) bonus.
[Take steps to improve health status of communities, such s collaborating with key partners and stakeholders to 1) Documentation of Partnership in the Community - Screenshot of website or other
f"gagemef;‘ °:1 i implement evidenced-based practices to improve a specific chronic condition. Refer to the local Quality Improvement factivity :;: lmDrove( spec\ﬂc‘cmomc c;ndwcn correspondence identifying key partners and stakeholders and relevant nitative including
[Population ommunity for healtt [organization (QIO) for additional steps to take for improving health status of communities as there are many steps to or specific, identified population within the .
|A_PM_S tatus improvement b ’ IMedium lcommunity is being undertaken specific chronic condition and target population; and bo17
= [Management P elect from for satisfying this activity. QIOs work under the direction of CMS to assist MIPS eligible clinicians and 9 ISteps for Improving Community Health Status - Report detailing steps being taken to saisfy the
roups with qualty improvement, and review qualty concerns for theprotection o benefiiaries and he Medicare civity including, e, fimeline. purpose, and outcome that s in compliance with the local QIO
lUse of toolsets or other  [Take steps to improve healthcare disparities, such as Population Health Toolkit or other resources identified by CMS, .
Iresources to close he Learning and Action Network, Quality Innovation Network, or National Coordinating Center. Refer to the local ;’nﬂes"“"es Used to Improve Disparities - Resources used, e.g., Population Health Toolkit;
[Population lhealthcare disparities [Quality Improvement Organization (QIO) for additional steps to take for improving health status of communities as . N N
[A_PM_6 [Management Cross communities here are many steps to select from for satisfying this activity. QIOs work under the direction of CMS to assist eligible ['€U™ fetivity to improve health disparities [Pocumentation of Steps - Report detailing activity as outlined by the local QIO with a statement poi?
finicians and groups with quality improvement, and review quality concerns for the protection of beneficiaries and the utlining a plan of action to address specific identified disparities including evidence of disparity
IMedicare Trust Fund argeted and how this disparity is changing over time
y [Use of QCDR for . Involvement with a QCDR to generate local  [Participation in QCDR for population health, e.g.. regular feedback reports provided by QCDR
JA_PM_T [Population eedback reports that  [USe 0f @ QCDR to generate regular feedback reports that summarize local practice patterns and treatment outcomes, High fpractice patterns and outcomes reports at summarize local practice patterns and treatment outcomes, including vulnerable po1?
population  [eluding for vulnerable populations. ncluding vulnerable populations bopulations
lhealth
Involvement in research to improve 1.) Documentation of participation in research; and
i healthcare quality, outcomes, and access | 2.) Documentation of the interventions, tools, or processes used in the
[Population iaf‘:c"'l’ﬂ""" in population ) o 3 for targeted patient population research; and 3.) Documentation of the identified target population.
iA_PM_9 [Management ealth research Partcipaton nresearch that idenifes interventions, tools or pocesses that can improve a targeted patent Medium 4) Documentation of intended andor actual aims and outcomes. po17
P INOTE: Attestation for IA_PM_9 a
IA_PM_17 utilizing the same rosanrch project [NOTE: Attestation for IA_PM_9 and IA_PM_17 utilizing the same research project is prohibited.
s prohibited
[Use of QCDR data for IParticipation in a QCDR, clinical data registries, or other registries run by other government agencies such as FDA, or
uality improvement such [orivate entities such as a hosgital or medicalor surgicalsociety. Activity must include use of QTDR dala for guality
IA_PM_10  [Population s analysis (eq alysis across specific patient populations for adverse outcomes after an outpatient [Medium [Participation and use of QCDR, clinical data  [Participation in QCDR for quality improvement across patient populations, e.g., regular po17
Management  fieports across patient  [surgical procedure and corrective sieps to adaress adverse outcome). v other registries to improve quality of care  feedback reports provided by QCDR using data for quality improvement such as comparative
inalysis reports
1) Targeted Patient Population -0 of method for and
IRegul implementation of regular reviews of targeted patient population needs, such as structured clinical case reviews. P f d o o o rgeted patent Populaton: of
egular review practices i i ” . u g articipation in reviews of targeted patient  —lgeport with Unique Characteristics - Reports that show unique characteristics of patier
lPopulation lin place on targeted hich includes access to reports that show unique characteristics of eligible clinician's patient population, fpopulation needs including access to reports pu;ulanuln and ﬁienn'maﬂon of vulnerah‘:e patients mclum:‘qg tailored clinical (rea:’menlslmedmal icipati i i
[APM_11 fvanagement lpatient population needs ~[dentification of vulnerable patients, and how clinical treaiment needs are being tailored, if necessary, to address Medium land community resources ecords demonstrating how clinical treatment is meeting unique needs, and community 017 [Sub-IA-1: Participation in prospective peer review of clinical cases
Junique needs and what resources in the community have been identified as additional resources. eoources where apploable. Thia documentation of mprovements (ntended or realized) shoud
rovide evidence of tailored clinical treatments that meet the patient's unique needs
Empanel (assign responsibility for) the total population, linking each patient to a MIPS eligible clinician or group or
care team. Empanelment is a series of processes that assign each active patient to a MIPS eligible clinician or group
and/or care team, confirm assignment with patients and clinicians, and use the resultant patient panels as a
foundation for individual patient and population health management.
lpopulation fEmpanelment denifis the palents and populaton for whor the MIPS elgible clincian o group andior cae team is [Functionality of patient population 1) Active Population Empanelment - (dentification of “active population” of the practice with
la_PM_12  [Management  [population empaneiment [SSPONSible and is the foundation for the relationship continuity between patient and MIPS eligible clinician or group e iy empanelment including use of panels for empanelment and assignment confirmation linking patients to MIPS eligible clinician or care o17

/care team that is at the heart of comprehensive primary care. Effective empanelment requires identification of the
active population” of the practice: those patients who identify and use your practice as a source for primary care.
[There are many ways to define “active patients” operationally, but generally, the definition of “active patients” includes
lpatients who have sought care within the last 24 to 36 months, allowing inclusion of younger patients who have

Jminimal acute or preventive health care.

ealth management

team; and
[Process for Updating Panel - Process for review and update of panel assignments




[Chronic care and

Proactively manage chronic and preventive care for empaneled patients that could include one or more of the
following

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

1) Individualized Plan of Care - Annual opporturity for development and/or

[Management of empaneled patients’ chronic

ofani plan of care to age and health status; or
2) Condition-Specific Pathways - Use of condition-specific pathways for chronic
conditions with evidence-based protocols, or

3) Pre-visit Plannlng Use of pre-visit planning to optimize preventive care and team

lpatients for abnormal blood glucose according to current US Preventive Services Task Force USPSTF) and/or
JAmerican Diabetes Association (ADA) guidelines

fpractice for abnormal blood glucose

ote: A certified EHR may be used for documentation purposes, but is not required unless

jattesting for the Promoting (formerly ACI) bonus.

[Population lpreventative care « Use condition-specific pathways for care of chronic conditions (e.g., hypertension, diabetes, depression, asthma and management;
IA_PM_13 Tor heart edium and preventive care needs (could use EHR or [4) panel suppun Tools - Use of panel support tools to identify services that are due; or es o017
fempaneled patients failure) with evidence-based protocols to guide treatment to target, such as a CDC-recognized diabetes prevention| [nedical records) 5) Reminders and Outreach - Use of reminders and outreach to alert and educate
program; patients about services due; or
« Use pre-visit planning to optimize preventive care and team management of patients with chronic conditions; 6) Medication _ Use of routine
« Use panel support tools (registry to identify
« Use predictive analytic models to predict isk, onset and progression of chronic diseases; or ote: A certified EHR may be used for documentation purposes, butis not required unless
« Use reminders and outreach (e.g., phone calls, emails, postcards, patient portals and community health workers fpesting for the Promoting Interoperability (formerly ACI) bonus.
where
available) to alert and educate patients about services due; and/or
[Routine medication
Provide longitudinal care management to patients at high risk for adverse health outcome or harm that could " "
a! o s o 1) High Risk Patients - Identification of patients at high risk for adverse health outcome or harm;
include one or more of the following A
Implemenlaﬂon’o: Use a COHS\T:N mﬂel:odbl IOI‘E:SIQI:‘ a:: :Idl:‘sll ,gll?‘ha'”“:k ;l?ll'lljsa‘iovn a’: e(:\l;anil:d’ :illenls :‘0 al\owr rlslk 2) Use of Longitudinal Care N use of care
[mprovements s o a°f o k" ‘e‘ S| - °°”° . lonitor the risk-stratification method and refine as necessary to methods including at least one of the following: a) empaneled patient risk assignment and risk
IA_PM_14 [Population i care "’J"""’"e ac"”’?"y: 'I‘s S'E us "e" ) ':'j ‘“"‘ ¢ high risk for ad health out h teqrat dent edium [Longitudinal care to patients at into actionable risk cohorts; or b) personalized care plans for patients at high risk  [Yes po17
Imanagement for high sk | 1o & 0ol 00 R O o o skfor adverse healih oufcome or ham, fniegrating paten frigh risk for adverse health outcome or harm | for agyerse health outcome or harm: or c) evidence of use of on-site practice based or shared
lpatients goals, values and priorities; and/or . ) ) care managers to monitor and coordinate care for highest risk cohort
)se on-site practice-based or shared care managers to proactively monitor and coordinate care for the highest risk
ohort of patients. - - . N
ote: A certified EHR may be used for documentation purposes, but is not required unless
jattesting for the Promoting Interoperability (formerly ACI) bonus.
1) Follow-Up on Hospitalizations, ED or Other Visits and Medication Management - Routine
Provide episodic care management, including management across transitions and referrals that could include one and timely follow-up to hospitalizations, ED or other institutional visits, and medication
Implementation of or more of the following: [Provision of episodic care 9. in medical record or EHR); or
lPopulation lepisodic car Routine and timely follow-up to hospitalizations, ED visits and stays in other instituional settings, including lpractice improvements (could use medical |2) New diagnoses, Injuries and Exacerbations - Care management through new diagnoses,
JA_PM_15 practice  |symptom and disease and medication and andior edium records or claims) injuries and exacerbations of illness (medical record) es pos7
improvements [Managing care intensively through new diagnoses, injuries and exacerbations of illness.
ote: A certified EHR may be used for documentation purposes, butis not required unless
ttesting for the Promoting (formerly ACI) bonus.
1) Documented Medication Reviews or Reconciliation - Patient medical records demonstrating
periodic structured medication reviews or reconciliation;
Manage medications to maximize efficiency, effectiveness and safety that could include one or more of the 2) Integrated Pharmacist - Evidence of pharmacist integrated into care team; or
[mplementation of following: Reconcile and coordinate medications and provide medication management across transitions of care 3) Reconciliation Across Transitions - Reconciliation and coordination of mediations across
n P 16 IPopulation me"mca"on management|5€1ings and eligible cinicians or groups; a Inclusion of medication management practice |transitions of care; or bows
M [Management lpractice improvements |Integrate a pharmacist into the care team; and/or Conduct periodic, structured medication reviews. edium fimprovements 4) Medication Management Improvement Plan - Report detailing medication management es
practice improvement plan and outcomes, if available
ote: A certified EHR may be used for documentation purposes, but is not required unless
jttesting for the Promoting (formerly ACI) bonus.
Evidence supporting participation in a
ederally funded research initiative to 1) Documentation of participation in federally funded research; and
[Population in Pop in 'Edera\ly funded research that identifies interventions, tools, or processes that can improve a targeted identify systems, tools, or strategies that 2.) Documentation of the interventions, tools, or processes used in the
lA_PM_17  [Management [Health Research Ipatient population lHigh improve patient outcomes for a targeted research; and 3.) Documentation of the identified target population, and health bois
population outcomes targeted.
IOTE: Attestation for IA_PM_9 ar OTE: Attestation for IA_PM_9 and IA_PM_17 utilizing the same research project is prohibited.
IA_PM_17 utilizing the same reseamh project
s prohibited
1) Documentation of engagement with community health workers; and
2) A demonstrated link to community resources that promote family-based services i.e.
[Engaging community health workers to provide a comprehensive link to community resources through family-based [Evidence of engagement with community  [Paper work, notes, etc.; and
§ ervices focusing on success in health, education, and self-sufficiency. This activity supports individual MIPS eligible Ihealth workers to provide a 3) with primary care and other clinicians to engage and
[Popuiation [Provide Clinical- finicians or groups that coordinate with primary care and other clinicians, engage and support patients, use of health ink to community resources and tamny based |support patients, use of health information technology, and employ quality measurement
IA_PM_18  [Management [Community Linkages finformation technology, and employ quality measurement and improvement processes. An example of this community Medium Iservices with an emphasis on impro and improvement processes, e.g. NCQA Patient-Centered Connected Care (PCCC) es p018  [Sub-IA-1: Hot Topic in HIV
lbased program is the NCQA Patient- Centered Connected Care (PCCC) Recognition Program of other such Reaitn education. ana seltsuficiency Recognition Program or similar programs.
programs that meet these criteria.
ote: A certified EHR may be used for documentation purposes, but is not required unless
lattesting for the Promoting (formerly AC) bonus
1) Total stratified number of Medicare patients at isk for abnormal blood glucose; and
2) Percentage of each demographic group and the total screened for abnormal blood glucose
. . [For at-isk outpatient Medicare beneficiaries, individual MIPS eligible clinicians and groups must attest to . . .
lPopulation [Glycemic Screening [mplementation of systematc preventive approaches in clinical practice for at least 60 percent for the 2018 [Evidence supporting implementation of as outlined by the US Preventive Services Task Force USPSTF) and/or American Diabetes : CMS examples of straification may include, patient demographics such
lA_PM_19  [Management [Services Iperformance period and 75 percent in future years, of electronic medical records with documentation of Screening edium Isystematic preventive approaches in clinical ~ |Association (ADA) guidelines. es bois racelethnicity, disability status (if available), sexual orientation (if available), sex,
lgender identity (if available), and geography




[For at-isk outpatient Medicare beneficiaries, individual MIPS eligible clinicians and groups must atest to
mplementation of systematic preventive approaches in clinical practice for at least 60 percent for the CY 2018

[Evidence supporting implementation of

1) Total stratified number of Medicare patients at risk for abnormal blood glucose; and
2) Percentage of each demographic group and the total screened for abnormal blood glucose
as outlined by the US Preventive Services Task Force USPSTF) and/or American Diabetes

[Please note: CMS examples of stratification may include, patient demographics such

|A_PM_20 [Population [Glycemic Referring lperformance period and 75 percent in future years, of medical records with documentation of referring eligible patients Medium systematic preventive approaches in clinical ~ [Association (ADA) guidelines. s po1a las race/ethnicity, disability status (if available), sexual orientation (if available), sex,
anagement  [Services ith prediabetes to a CDC- recognized diabetes prevention program operating under the framework of the National lpractice for prediabetes lgender identity (i available), and geography
Diabetes Prevention Program.
ote: A certified EHR may be used for documentation purposes, butis not required unless
fattesting for the Promoting (formerly ACI) bonus.
1)p of process for advance care or
living will development within the medical record; and
§ [Evidence supporting of of clinician education about advance care planning to address
implementation of practices/processes to develop advance care planning that includes: documenting the advance Iractices/processes o develop advance care |advance care planning needs; and
-are plan or living will within the medical record, educating clinicians about advance care planning motivating them to lanning, with evidence takin Into acoount 8 .
IA_PM_21 [Population [Advance Care Planning  [address advance care planning needs of their patients, and how these needs can translate into quality improvement, [Medium Pauemgmerac lovel 1o uaﬂ 3) Documentation illustrating how care plan needs were translated into quality improvement; es bo1s
[Management leducating clinicians on approaches and barriers to talking to patients about end-of-ife and palliative care needs and Eﬂmmu"wanu“yp,e,e,encgs “and cognitive or |24 %) Documentation of how clinicians are educated regarding strategies for addressing
ays to manage ts documentation, as well as informing clinicians of the healthcare policy side of advance care end-of-ife and palliative care needs
lplanning functional limitations
ote: A certified EHR may be used for documentation purposes, but s not required unless
ttesting for the Promoting (formerly ACI) bonus.
1) Specialist Reports to Referring Clinician - Sample of specialist reports reported to referring
lmpi tation of " clinician or group (e.g. within EHR or medical record); or
epotract raports back to. [Performance of reguiar practices that include providing specialist reports back to the referring MIPS eligible cinician [Functionality of providing information by 2) Specialist Reports from Inquiries in Certified EHR - Specialist reports documented in
iA_cc_1 [care Coordination eferring clinician or group 0" 970UP 0 close the referral loop or where the referring MIPS eligible clinician or group initiates regular inquiries to edium specialist to referring clinician or inquiring inquiring clinicians certified EHR or medical records es bo17
o close referral loop_ [sPecialst for specialist reports which could be documented or noted in the EHR technology. linician receives and documents specialist
report ote: A cerified EHR may be used for documentation purposes, butis not required unless
ttesting for the Promoting (formerly ACI) bonus.
Implementation of [Functionality of reporting abnormal test results
improvements that in a timely basis with follow-up to streamline
ontribute to more timely the communication process between the [EHR reports or medical records demonstrating timely communication of abnormal test results to
IA_CC_2 ICare Coordination kommunication of test [Timely communication of test results defined as timely identification of abnormal test results with timely follow-up. edium [provider and patient lpatient (capturing the communication rate and working toward improvement of that rate.) fo17
fresults
Implementation of 1) QIN/QIO Techmcal Assistance - Documentation 01 Quality Innovation Network- Quality
dditional activity as a [mplementation of at least one additional recommended activity from the Quality Innovation Network-Quality of at least one ‘technical ass\slance an
la_cc_3 (care Coordination [result of TA for improving [MProvement Organization after technical assistance has been provided related to improving care coordination. edium [oIN-QIO activiy related to care coordination |, T bo17
[care coordination factivity has been (e.g. repcn delallmg acnvny‘ patients cohom resuus)
- " . [confirmation of participation in the TCP Initiative for that CMS confirmati il
iA_cc_a lcare C frepi pation in the CMS T Clinical Practice Initiative. edium lactive participation in TCP Initiative P nitiative for that year (e.g. confirmation email) bo17
[CMS partner in Patients o . N L P of r Patients Hospital Engagement Network
IA_cC_5 Icare C: Hospital and inacms p for Patients Hospital Engagement Network. edium active in or Patients k1N initiative ,0, (ha( year (e g CMS wn,‘,mawn emai) po17
INetwork [Hospital Network (HEN) initiati
luse of QCDR to promote . o
lstandard practices, tools [Participation in a Qualified Clinical Data Registry, demonstrating performance of actvities that promote use of lactive participation in QCDR to promote [Participation in QCDR demonstrating promotion of standard practices, tools and processes for
Lnd processes in practice [standard praciices, tools and processes for quali eg. screening and tandard practices, tools and processes for  fquality improvement, e.g., regular feedback reports provided by QCDR that demonstrate the
A_CC_6 [Care Coordination | - improvement in care _ |‘aceinalions that can be shared across MIPS eligible clinician or groups). edium fauality improvement ise of QCDR data to promote use of standard practices, tools, and processes for quality po17
mprovement, including, e.g., preventative screenings
Inclusion of regular care coordination
training in practice within the attestation D of i regular care training (within the attestation
period period) within practice, e.g., availability of care coordination training curriculum/training
materials and attendance or training certification registers/documents
IRegular training in care ote: The main goal of care coordination is to
acc7 (Care Coordination i of regular care training edium meet patients' needs and preferences in the The main goal of care coordination is to meet patients' needs and preferences in the poi?
[delivery of high-quality, high-value health Kelivery of high-quality, high-value health care. This means that the patient's needs an
are. This means that the patient's needs and and that this i is used to guide the
[preferences are known and communicated, ldelivery of safe, appropriate, and effective care.
fand that this information is used to guide the
[delivery of safe, appropriate, and effective
are.
lmprementation of D of the i of that document care
i’ of that document care coordination activities (e.g., a documented care activities, e.., encounter that tracks clinical
for encounter that tracks all clinical staff involved and communications from date patient is scheduled for [Processes and practices are implemented to |staffinvolved and communications from ot patient is scheduled through day of
lA_cC_8 [Care Coordination [ > tticespracess utpatient procedure through day of procedure). edium improve care coordination procedure. es po17
improvements
ote: A certified EHR may be used for documentation purposes, butis not required unless
fattesting for the Promoting Interoperability (formerly ACI) bonus
1) Individual Care Plans for At-Risk Patients - Documented practices/processes for developing
regularly individual care plans for at-risk patients, e.g.. template care plan; and
of Individual care coordination plans including a_|2) Use of Care Plan with Beneficiary - Patient medical records demonstrating care plan being

liscussion on care are regularly developed

shared with beneficiary or caregiver, including con of a patients goals and priorities,




fAccs Care © Teguiar of Tncluding a discussion on care, (o develop regularly updated mdnvidual care  Medium [end updated for at-isk patients and shared _[Social risk factors, language and communication preferences, physical of cognitive es
individual care plans  [plans for at-risk patients that are shared with the beneficiary or caregiver(s). Individual care plans should include ith beneficiary or caregiver limitations, as well as desired outcomes of care
lconsideration of a patient’s goals and priorities, as well as desired outcomes of care.
ote: A certified EHR may be used for documentation purposes, butis not required unless
attesting for the Promoting Interoperabilty (formerly AC) bonus.
[patient-centered, care transition action plan
jth evidence of implementation for the first ’ o .
i B0 days following a discharge. Action plan of care transition including a p d action plan
(care transition for care transition that include documentation of how a MIPS eligible clinician Bt oo ot tacthue " Hocumenting how palents spocifc medcal socil, and communlcation noeds are met fof the
lA_cC_10  |care Coordination [documentation practice  for group carried out a patient-centered action plan for first 30 days following a discharge (e.g., staff involved, phone  |viedium ppatient communication that could take Into o et 30 days following a discharge bo17
- improvements alls conducted in support of transition, accompaniments, navigation actions, home visits, patient information access, P 'guag
Ee freferences, available supports and services,
- lend patients' discharge
Establish standard operations to manage transitions of care that could include one or more of the following: )
1) Communication Lines with Local Settings - Documentation of formal lines of
[communication to manage transitions of care with local settings (e.g. community or
Establish formalized lines of communication with local settings in which empaneled patients receive care
lAcc 11 fcarec fare wansiion standard |~ formation and seamless ranations in care andor Med [Functionality of information flow during hospital-based wransitional care services) in which empaneled patlents recelve care to ko7
CC are g edium ransitions of care to ensure seamless ensure documented flow of information and seamless transitions; or
ransitions [Partnership with Community or Hospital-Based Transitional Care Services - Documentation
IPartner with community or hospital-based transitional care services. howing with community or hospital-based transitional care services
Establish effective care coordination and active referral management that could include one or more of the following:
1) Care Coordination Agreements - Sample of care coordination agreements with frequently
lcare coordination Establish care coordination agreements with frequently used used consultant that establish documented flow of information and provides patients with
to set consistent
[agreements that promote |flow of information and MIPS eligible clinician or MIPS eligible clinician group expectations between settings. [Functionality of effective I rdination
A_cc_12 |care Coordination [mprovements in patient | provide patients with mvormauo:ma: ets their ol o w“”h m: e o IMedium i d"’e‘f’eﬁaly’:a:a; e care coo dinatio 2) Tracking of Patient Referrals to Specialists - Medical record or EHR uocumemamn bo17
racking across settings g demonstrating tracking of patients referred to specialists through the entire process; of
[Referral Information Integrated into the Plan of Care - Samples of specialist referral miormanon
[rack patens refered o specialsthaugh the enre process: andor Systematcaly niegrate nfomaton o Eystematcally integrated into the plan of care ples of sp
1) Parti inan HIE - C of in a health information exchange
Ensure that there is bilateral exchange of necessary patient information to guide patient care, such as Open Notes, (e’ o om eremm ahots e o
lPractice improvements for| that coud include one or more of the following ) . em
i i [Functionality of bilateral exchange of patient ~|Information Exchange; or
bilateral exchange of |« .
A-CC13  [Care Coordination [ E A 0 o artcipate I @ Health information Exchange if available; andlor Medium fnformation to guide patient care 2) Structured Referral Notes - Sample of patient medical records including structured referral  |Y®S po17
notes
ote: A certified EHR may be used for documentation purposes, but is not required unless
ttesting for the Promoting (formerly ACI) bonus.
Develop pathways to neighborhoodicommunity-based resources to support patient health goals that could include
e ot v of e 'onow‘g"g, Y pport P 9 1) Community-Based Chronic Disease Self Programs - of
« Maintain formal (referral) links to based chronic disease self- support programs, exercise community- based chronic disease self-management support programs, exercise programs,
programs and other wellness resources with the potential for bidirectional flow of information; and/or provide a guide and other wellness resources (including specific names) with which practices have formal
p,aﬂ,ce improvements | avalable community resources lavailability of formal links to community-based |referral links and have potential bidirectional flow of information; or
at engage community [\ o eati ) ealth and wellness programs potentially  [2) Provision of Community Resource Guides - Medical record demonstrating provision of a
Ia_cc_14  [care Coordination resources to support Including through the use of tools that facilitate electronic communication between settings; Medium including availability of resource guides that | guide to community resources to meet identified social determinants of health (e.g., safe es po17
lpatient health goals » Screen patients for health-harming legal needs; faddress identified social determinants of housing, transportation, social support)
- Screen and assess patintsfo Socal needs using (00l tha ae preferably health T enabled and hatncludeto any ealth :
tent
sbandards based, coded question/field for the capture of data as feasible and available as part of such tool; and/or ote: A certified EHR may be used for documentation purposes, butis not required unless
provide a guide 10 available community resources. fattesting for the Promoting Interoperability (formerly ACI) bonus.
1) Coordinate with care managers/navigators in preaperative clinic o plan and
implement comprehensive post discharge plan of care that could take into account
perupaen na Petioperaive i”;‘;;::'::“e (PSH) 'ha:]g;z‘:‘“::,: ”\::;’:ngxf’::’es"::fe'ﬁ';’:“'i‘:e rocedure patients' post discharge environment and support system out of the hospital; and
2) Deploy perioperative clinic and care processes to reduce post -operative visits to
assessment through the acute care episode, recovery, and post-acute care. This activity allows for reporting of [Evidence of Soney roome: and i post-om
strategies and processes related to care coordinalion of patients receiving surgical or procedural care within a [surgical Home (SH) model that provides a |3 P20 formed pracices and care across the entire spectrum of
la_cc_15  |care Coordination [PSH Care Coordination | PSH- The clinician must perform one or more of the following care coordination activities IMedium fpatient-centered, physician-led, surgical patients: and es bois  [sub-IA-1: Participation in a Perioperative Surgical Home
- « Coordinate with care in clinic to plan and post fterdisciplinary, and team-based system of gesl patens:
proiog Eoordinated patient care 4) Implement processes to ensure effective communications and education of patients’ post-
planof care discharge instructions, taking into account patients' literacy level, language and communication
« Deploy perioperative clinic and care processes to reduce post -operative visits to emergency rooms; preferences, and cogniive or functional impairments
« Implement practices and of surgical patients; !
implement processes to ensure effective communications and education of patients post-discharge instructions. ote: A certified EHR may be used for documentation purposes, but is not required unless
jttesting for the Promoting (formerly ACI) bonus
[Primary Care Physician [Evidence of 1) D of flow between primary care and behavioral
land Behavioral Health ) ) ) low between the primary care physician and [health practices that share common patients or use the same EHR systems
A cc 16 |care Coordination [Blateral Electronic [The primary care and behavioral health practices use the same electroric health record system for shared patients or | o lbehavioral health practices where EHRs share - bows
e [Exchange of Information |1ave an established bidirectional flow of primary care and behavoral health records. ommon patients.
e e ote: A certified EHR may be used for documentation purposes, butis not required unless
lattesting for the Promoting Interoperability (formerly ACI) bonus.
[Evidence of participation in a Patient
avigator Program (PN, incucing engaging
ith Community Health Worker 1) Documentation of evidenced-based resources and tools to reduce avoidable hospital
lPromotoras, designed to assist pauems with  |readmissions; and
implement a Patient Navigator Program that offers evidence-based resources and tools to reduce avoidable hospital fcommunicating with health care providers 2) Utilization of a patient-centered and team-based approach leveraging evidence-based best
o readmissions, utilizing a patient -centered and team-based approach, leveraging evidence-based best practices to regarding their questions, obtain information [ actices to improve care for patients by making hospitalizations less stressful; and
IA_cc 17 [care Coordination [Patient Navigator improve care for patients by making hospitalizations less stressful, and the recovery period more supportive b IHigh bout their proceduresitreatments and 3) Implementation of systems, tools and strategies that encourage a more supportive recovery pois
lProgram Implementing qualty improvement strategies. rrange for est or appoiniments. PNP should |2 f08
ake into account patients' language and




ognitive and physical disabiliies.

[communication preferences, literacy level, andjNote: A certified EHR may be used for documentation purposes, but is not required uniess

tresting for the Promoting Interoperability (formerly ACI) bonus.

in support of improving patient access, performing additional activities that enable capture of patient reported

1) Patient Reported Outcomes in EHR - Report from the certified EHR, showing the capture
of PROS or the patient activation measures performed; or

2) Separate Queue for Recognition and Review - Documentation showing the call out of this
data for clinician recognition and review (e.g. within a report or a screen-shot)

dherence to treatment
lan

[Beneficiary [Use of certified EHR to ’, foutcomes (e.g. home blood pressure, blood glucose logs, food diaries, at-risk health factors such as tobacco or [Functionality of patient reported outcomes in
IA_BE_1 [Engagement [capture patientreported  lyjconof use, etc.) or patient activation measures through use of certified EHR technology, containing this data in a edium ertified EHR ) es po17
omes eparale queue for clinician recognition and review. [Patient Activation Measures (PAM) assesses an individual's knowledge, skill, and confidence
for managing one's health and healthcare. You can leam more about the development of the
riginal Patient Activation Measure (PAM) on the Wiley Online Library site:
10.1111/).1475-6773.2004.00269.x/full
[Use of QCDR that shows performance of
IA_BE_2 [Beneficiary lUse of QCDR to support pation in a QCDR, of activities that promote implementation of shared clinical edium acwmeg promolting e clinicat docison [Participation in QDR to support clinical decision making, e.g., regular feedback reports bo17
[Engagement  [clinical decision making  |decision making capabilities. i i provided by QCDR that document performance of activities promoting shared clinical decision-
Imaking capabilities D
naking capabilities
[Engagement with QIN-
A_BE 3 Beneficiary QIO to implement self-  |Engagement with a Quality Innovation Network-Quality Improvement Organization, which may include participation in d [Use of QIN-QIO to implement self- [pocumentation from QIN-QIO of eligible clinician or group's engagement and use of services to bo17
\BE training  fself- training programs such as diabetes. edium fmanagement training programs fassist with, e.g., self-management training program(s) such as diabetes
lprograms
Documentation through screenshots or reports of an enhanced patient portal, e.g. portal
functions that provide up to date information related to chronic disease health or blood pressure
Engegementofpaienss | anced patient portal that provides up to date information elated o relevant chronic d heath control, interactive features allowing patients to enter health and demographic information (e.g.,
rough implementation of JAccess to an enhanced patient portal that provides up to date information related to relevant chronic disease health or I i i racelethnicity, sexual orientation, sex, gender identity, disability), and/or bidirectional
[A_BE_4 [peneficiary improvements in patient  [blood pressure control, and includes interactive features allowing patients to enter health information and/or enables ~[¥edium unctionalty of patient portal hat includes e mtinioatian about medication chanaes and adherence W es poL7
[Engagement lportal Ibidirectional communication about medication changes and adherence. patient interactive features g
ote: A certified EHR may be used for documentation purposes, butis not required unless
jttesting for the Promoting (formerly ACI) bonus.
Enhancements and ongoing regular updates and use of that include for
P N . . . 1) R Il ti i P - D tati f I
[Enhancements/egular i, section 508 of the Rehabilitation Act of 1973 or for improved design for patients with cognitive disabilities. Refer ) Regular Updates and Section 508 Compliance Process - Documentation of egular
lupdates to practice v updates and Section 508 compliance process for the clinician's patient portal or website;
thatalso |10 the CMS website on Section 508 of the Act cm Data-and-
[nclude for | Systems/CMS-Inf T htmi? [Practice website/tools are regularly updated  [an )
IA_BE_5 [Engagement lpatients with cognitive _ 508.asp that requires that institutions receiving federal funds solicit, procure, edium fand enhanced and are Section 508 compliant ZLCO_MDHan’: Websue/'Too\sdr Scr‘eensh:vs‘ or hard cc)‘;?‘es of l:\: pra::ncessugze:)‘s'\‘lelmols po17
isabilities maintain and use all electronic and information technology (EIT) so that equal or alternate/comparable access is given showing enhancements and regular updates in compliance with section 508 of the
to members of the public with and without disabilities. For example, this includes designing a patient portal or website Rehabilitation Act of 1973
hat is compliant with section 508 of the Rehabilitation Act of 1973
fFind 508 information at ection508.goy
(Collection and fallow-up boationt experi 4 satisfaction dat 1) Follow-Up on Patient Experience and Satisfaction - Documentation of collection and follow-
. atient experience and satisfaction data on {5 oy patient experience and satisfaction (e.g. survey results) which must be administered
lBeneficiary n patient experience and collection and follow-up on patient experience and data on beneficiary including beneficiary engagement is collected and b"a S:NE . dmi"mwamﬂven dort and (eg Y )
IA_BE_6 on of plan. [High ollow up occurs through an improvement plan [*Y Y ' po17
loeneficiary engagement [Patient Exp: and Plan- patient experience and
isfaction i plan
[Participation in a QCDR,
lBeneficiary hat promotes use of . § [Participation in QCDR promoting use of [Participation in QCDR that promotes use of patient engagement tools, e.g., regular feedback
A_BE_7 lpatient tools. pation in a QCDR, that promotes use of patient engagement tools. edium engagement tools eports provided by the QCDR detailing activities promoting the use of patient engagement tools| poi?
[Participation in a QCDR, [Participation in QCDR that promotes interactive collaborative learning network opportunities,
hat promotes L ocor o fe.g., regular feedback reports provided by the QCDR that promote interactive collaborative
learning ; . . . articipation in promoting collaborative fearning networks
IA_BE_8 lEngagement etwork opportunites that pation in a QCDR, that promotes collaborative learning network opportunities that are interactive. edium earning network interactive opportunities po17
re interactive.
e of patient experience data, stratified by
fpatient demographics such as racelethnicity, | QCOR toin g benet )
lUse of QCDR patient fuisability status (if available), sexual articipation in  toinform and advance improvements in beneficiary e.g., regular § § . .
peneciary lenerience data 1o inform rientation (if available), sex. gender idenity ~feedback reports provided by the QCDR that show participation in the use of patient experience SRS G Tt g St bl
IA_BE_9 ngagement [ ee |Use of QCDR patient experience data to inform and advance improvements in beneficiary engagement. edium if available), and geography. from the QCDR fiata for the population or stratfied sample vith an emphasis o informing and advancing po17 Y, y status . . sex,
2 . g lgender identity (if available), and geography
improvements in 0 inform and advance in Y
lbeneficiary bbeneficiar
[Participation in a QCDR,
IBeneficiary hat promotes [Participation in a QCDR to promote [Participation in QCDR that promotes implementation of patient self-action plans, e.g., regular
A_BE_10 of patient pation in a QCDR, that promotes implementation of patient self-action plans. edium fimplementation of patient self-action plans  ffeedback reports provided by the QCDR that show the promotion and use of patient self-action po17
elf-action plans. blans.
[Participation in a QCDR,
hat promotes use of
lpeneician lprocesses and tools that [Participation in a QCDR to promote use of  [Participation in QCDR promoting engagement of patients for adherence to treatment plans, e.g.,
A BE 11 [Eoocio®Y - lengage patients for Participation in a QCDR, that promotes use of processes and tools that engage patients for adherence to treatment  [Medium [processes and tools to engage patients to  fegular feedback reports provided by the QCDR showing the promotion of processes and tools po17
'gag lplan fadhere to treatment plans hat engage patients for adherence to treatment plans.



http://onlinelibrary.wiley.com/doi/10.1111/j.1475-6773.2004.00269.x/full
http://onlinelibrary.wiley.com/doi/10.1111/j.1475-6773.2004.00269.x/full
http://www.cms.gov/Research-Statistics-Data-and-Systems/CMS-Information-
http://www.cms.gov/Research-Statistics-Data-and-Systems/CMS-Information-
http://www.cms.gov/Research-Statistics-Data-and-Systems/CMS-Information-
http://www.section508.gov/
http://www.section508.gov/

lUse evidence-based

lBeneficiary la d |use of evidence based decision aids to IDocumentation (e.q. checkiist, algorithms, tools, screenshots) showing the use of evidence-
o t | -
[A-BE_12 [engagement hared decision-making. | =° €idence-based decision aids to support shared decision-making. [edium upport shared decision-making win based decision aids to support shared decision-making with beneficiary poL7
lbeneficiary
[conduct of regular assessments of patient
[Regularly assess the are experience, taking into account spedific [Pocumentation (e.g. survey results, aduisory council notes and/or other methods) showing
lBeneficiary lpatient experience of care e A inciuding them in this_feaular assessments of the patient care experience to improve the experience, taking into
IABE 13 |e;ocement hrough surveys, advisory [Regularly assess the patient experience of care through surveys, advisory councils and/or other mechanisms. Medium Bebesement such as identited vunerable . [Ccount specific populations served and including them in this assessment, such as identiied po17
lcouncils and/or other Popuiations ulnerable populations. Surveys should be administered independently to the best extent
ossible
[Engage patients and families to guide improvement in the system of care by leveraging digital tools for ongoing
Jouidance and assessments outside the encounter, incluing the collection and use of patient data for return-to-work
land patient quality of ife improvement. Platforms and devices that collect patient-generated health data (PGHD) must 1) Documentation showing patient and family engagement using digital collection and use of
|do so with an active feedback loop, either providing PGHD in real or near-real time to the care team, or generating patient data, which may include patients and families that need additional support due to ISub-1A-1: Non-face-to-face chronic care management using remote monitoring and/or
linically endorsed real or near-real time automated feedback to the patient, including patient reported outcomes disabiliy, for return- to-work and patient quality of life improvement; and elehealth technology; Sub-1A-2: Leveraging digital tools for ongoing
PROS). Examples include patient engagement and outcomes tracking platforms, cellular or web-enabled bi- [Functionality of methods to engage patients |5 . y § PGHD in real —real time to th L ting clinicall outside the encounter; Sub-IA-3: Manage My Surgery ™
ldirectional systems, and other devices that transmit clinically valid objective and subjective data back to care teams. ind families, which may include patients and ‘)\1 ecul;nen |xauon of PG 0 in rea‘ o n‘e:rfveadh‘mi‘l) me Ca:e e‘a’“‘f;?e"e'?'“? c ‘"‘C'ag MMS); Sub-1A-4: Patient Reported Outcomes Also known as Patient Reported
lEngage patients and lBecause many consumer- grade devices capture PGHD (for example, wellness devices), platforms or devices eligible amilies that need additional support due to | €ndersed real or near-real ime automated feedback to the patient, including patient reportef lOutcome Measures (PROMSs); Sub-IA-5: Healthcare professional uilizes mobile
[Beneficiary amilies to gui for this improvement activity must be, at a minimum, endorsed and offered clinically by care teams to patients to [disbility, in improving the system of care by ~|0utcomes (PROs) remote monitoring to facilitate CHF management; Sub- 1A-6: Medication reminders
IA_BE_14 inthe send ongoing guidance (one way). Platforms and devices that additionally collect PGHD mustdoso  [High leveraging digital tools for ongoing guidance | €.0. meeting agendas and summaries where patient's families have been engaged, survey  [Yes 017 fthrough mobile phones for hypertension medication adherence; Collection and use of
[system of care. iith an active feedback loop, either providing PGHD in real or near- real time to the care team, or generating clinically fand assessments outside the encounter and  |results from patients and/or families; and improvements made in the system of care; surveys jpatient data for return-to-work and patient quality of life improvement; Sub-IA-7: Non-
lendorsed real or near-real time automated feedback to the patient (e.g. automated patient-facing instructions based jith the use of active feedback loops should be administered by a third-party survey administrator/vendor to the best extent possible face-to-face chronic care management using remote monitoring and/or telehealth
n glucometer readings). Therefore, unlike passive platforms or devices that may collect but do not transmit PGHD in technology; Sub-IA-8: Sonar MD; Sub-IA-9: Remote monitoring of empaneled chronic
eal or neTHe‘al time to c\lfnlca\ c:'e:eams‘ a::nve de\n;es and p‘\a:f'lovrm? tan m;?‘rm the patient erhlhe cumca\;ale ote: A certified EHR may be used for documentation purposes, but is not required unless are management patients;
(eam in a timely manner of important parameters regarding a patients status, adherence, comprehension, an Eitesting for the Promoting Interoperabily (formerly ACI) bonus,
ndicators of clinical concern.
Report from the certified EHR, showing the plan of care and prioritized goals for
[Engagement of patients, IInclusion of patients, family and caregivers in |action with engagement of the patient, family and caregivers, if applicable
[Beneficiary amily and caregivers in  [Engage patients, family and caregivers in developing a plan of care and prioritizing their goals for action, documented plan of care and prioiizing goals for acion.
|A_BE_15 aplan of care fin the electronic health record (EHR) technology. Medium fps documented in Hi ote: A certified EHR may be used for documentation purposes, but is not required unless es po17
ttesting for the Promoting (formerly ACI) bonus.
[Evidenced-based [Documented evidence-based techniques to promote self-management into usual care; and
techniques to promote fvidence of the use of the techniques (e.g. clinicians completed office visit checklist, EHR report
IA_BE_16 [self- into d techniques to promote self- managemem mm usual care, LISII’\Q techniques such as goal [Medium Funcuonaluy of evidence based techniques to fof compleled checklist, copies of goal setting tools or techniques, motivational interviewing po17
lusual care eting with Snucnured totow: up, Teach Back, action planning or into usual care action planning tool with patient feedback)
Documentation in medical record or EHR showing use of Patient Activation Measure, How's My
Health, o similar tools to assess patients need for support for self-management
lBeneficiary lUse of tools to assist ﬁeaéﬁffo'f assist patients in assessing their need for support for self-management (e.g., the Patient Activation Ipatient Activation Measures (PAM) assesses an individual's knowledge, skill and confidence
iA_BE_17 If. lows My Health) Medium luse of tools to assist patient self-managementfor managing one's health and healthcare. You can learn more about the development of the bo17
v riginal Patient Activation Measure (PAM) on the Wiley Online Library site:
com/doi/10.1111/.1475-6773.2004.00269 x/full
[Beneficiary [Provide peer-led support IDocumentation in medical record or EHR of peer-led self-management program. Peer-led self-
IA_BE_18 [Engagement for self-management. IProvide peer-led support for self-management. Medium [Use of peer-led self-management fmanagement requires peer groups that include beneficiaries with the same condition or po17
kisease
lBeneficiary luse group visits for [Use of group visits for chronic conditions edical claims or referrals showing group visit and chronic condition codes in conjunction with
lA_BE_19  [Engagement ommon chroni lUse group visits for common chronic conditions (e.g., diabetes). Medium [Could be supported by claims are provided po17
onditions (e.0.,
ldiabetes)
Implementation of 1) Chronic Disease Self-Management Support Program - Documentation from medical
dition-specific chronic. [Provide condi fic chronic disease self-management support programs or coaching or link patients to those [Use of condition-specific chronic disease self- |record or EHR showing condition specific chronic disease sell-management support program
iA_BE_20 ise: if- grams in the community. Medium nanagement programs or coaching or link to [ or coaching; or po17
upport programs rommunity programs Icommunity Chronic Disease Self-Management Support Program - Documentation of
Feferral/iink of patients to condition specific chronic disease self-management support programs
the communi
Improved practices that IDocumented provision in EHR or medical record of self-management materials, e.g., pamphlet,
IProvision of self-management materials charge summary language, or other materials that include self-management materials
iA_BE_21 If- Provide self- materials at an appropriate literacy level and in an appropriate language. Medium lappropriate for literacy level and language  [ppropriate for the patient’s literacy and language po17
Imaterials
implementation of workflow changes that engage patients prior to the visit, such as a pre-visit development of a 1) Documentation of aletter, email, portal screenshot, etc. that shows a pre-visit agenda was
IA BE 22 [Beneficiary Improved praciices that  [shared visit agenda with the patient, or targeted pre-visit laboratory testing that will be resulted and available to the  [Medium [Pre-visit agenda shared with patient shared with patient; and po17
[Engagement  fengage patients pre-visit |[MIPS eligible clinician to review and discuss during the patients appointment. ) Documentation of the practice's patient engagement workfiow
Documentation of:
Iintegration of patient [Use of coaching between visits with follow-up |1) Use of Coaching Codes - Medical claims with codes for coaching provided between visits; or
iA_BE_23 [coaching practices IProvide coaching between visits with follow-up on care plan and goals. Medium fon care plan and goals. Could be supported po17

lbetween visits

by claims

2) Coaching Plan and Goals - Copy of documentation provided to patients (e.g. letter,



http://onlinelibrary.wiley.com/doi/10.1111/j.1475-6773.2004.00269.x/full
http://onlinelibrary.wiley.com/doi/10.1111/j.1475-6773.2004.00269.x/full

email, portal screenshol) that includes coaching on care plan and goals; o
kcoaching scripts, tools, materials

[Patient Safety &
[Practice

[Participation in an AHRQ-
listed patient safety

[Participation in an AHRQ-listed patient safety
i

Pocumentaton ffom an AHRQisted patent safety organizaton (°S0) corfiming the eigble

IA_PSPA_1 pation in an AHRQ-listed patient safety organization. Medium brganization Klinician or group's participation with the PSO. PSOs listed by AHRQ are here o17
©ttp:/iwww. pso.ahra.govlisted
1D of in of Certification (MOC) Part IV from an ABMS
member board such as the American Board of Internal Medicine (ABIM) Approved Quality
[Participation in Maintenance of Certification (MOC) Part IV, such as the American Board of Internal Medicine (ABIM) bpari in MOC Part IV includi | ) improvement (AQI) Program, National Cardiovascular Data Registry (NCDR) Clinical Quality lSub-1A-1: Practi
(Approved Quality improvement (AQI) Program, National Cardiovascular Data Registry (NCDR) Clinical Quality Coach, articipation in ar including a local, i ub-1A-1: in Practice or
lQuality Practice Initiative Certification Program, American Board of Medical Specialties Practice Improvement Module egional, ot national outcomes registry or | 5% Quallty Practce inatve Certfication Program, American Board o Medieal Specialties Pracice Blopey) Sub A2 Use o1 the NCIR Cimcal Gucity Coath Sub- A3 Guy
[patient Safety & [Participation in MOC Part or American Society of Anesthesiologists (ASA) Simulation Education Network, for improving professional practice fauality program and ractice Module or American Society of Anesthesiologists (ASA) Simulation loncology Practice Initiative (QOPI) Sub-IA-4: Cerification Program (QCP); Sub-IA-5:
IA_PSPA_2  [practice v including participation in a local, regional or national outcomes registry or quality assessment program. Performance  [Medium f monthly activites to assess and address | Education Network, including participation in a local, regional or national outcomes registry or bo17  [Quality Oncology Practice Initiative (QOPI) Cerification Program (QCP)
lassessment f monthy activities across praciice to regularly assess performance in praciice, by reviewing outcomes addressing practice performance quality assessment program; and
dentified areas for improvement and evaluating the results jonthly Activities to Assess Performance - Documented performance of monthly activities
facross practice to assess performance in practice by reviewing outcomes, addressing areas of
jmprovement, and evaluating the results
IParticipate in IHI
[Training/Forum Event;  [For MIPS eligible clinicians not participating in Maintenance of Certification (MOC) Part IV, new engagement for MOC
IPatient Safety & [National Academy of IPart IV, such as the Institute for Healthcare Improvement (IHI) Training/Forum Event; National Academy of Medicine, [Participate in IHI Training/Forum Event; [Certificate or letter of participation from an IHI Training/Forum Event; National Academy of
IA_PSPA_3 |Practice [Medicine, AHRQ Team  |Agency for Healthcare Research and Quality (AHRQ) Team STEPPS®, or the American Board of Family Medicine Medium INational Academy of Medicine, AHRQ Team ledicine, AHRQ Team STEPPS®, or the American Board of Family Medicine (ABFM) fo17 Sub |A 1 Institute protocols supporting AHRQ's Team STEPPS (Team Strategies and
IAssessment [STEPPS® or other similar (ABFM) Performance in Practice Modules. [STEPPS® or other similar activity fPerformance in Practice Modules, or other similar activity, for eligible clinicians or groups not
ctivity. in MOC Part IV. Ennance Performance and Patient Safety)
Survey results from the AHRQ Survey of Patient Safety Culture, including proof of
Administration of the AHRQ Survey of Patient Safety Culture and submission of data to the comparative administration and submission
lpatient Safety & Ad rat  the database (refer to AHRQ Survey of Patient Safety Culture website http://www.ahrq.gov/professionals/quality- ha rai fthe AHRQ f Patient
atient Safety iministration of the patient- safety/patientsafetyculture/index.htmi) ministration of the survey of Patient iote: This activity may be selected once every 4 years, to avoid duplicative information given
APSPAS  [Practice [AFRQ Survey of Palient | ote: This acivity may be selected once every 4 years, to avoid duplicative information given that some of the edium [pafety Culture and submission of data o the  khat some of the modules may change on a yearly basis but over 4 years there would b pov7
fissessment afety Culture [rodles may change on  yearty bsis but ove 4 years there would b reasonable expectaton fo the setof modules [fomparative database Feasonable expectation for the set of modules to have undergone substantive change, for the
to have undergone ntive change, for the ent activities activities score.
IPatient Safety &  [Annual registration in the |Annual registration by eligible clinician or group in the prescription drug monitoring program of the state where they lannual registration in the prescipion drug |V Activation/Registration of an PDMP Account - Documentation evidencing
IA_PSPA_5 |Practice IPrescription Drug lpractice. Activities that simply involve registration are not sufficient. MIPS eligible clinicians and groups must IMedium [monitoring program of the v ina PDMP account (e.g. an po17
lassessment IMonitoring Program |participate for a minimum of 6 months. [participation for a mlmmum ol s mcnlhs email), and
participation in PDMP - Evidence of participating in the PDMP, i.e., accessing/consulting (e.g.
fcopies of patient reports created, with the PHI masked)
[Clinicians would attest to reviewing the patients' history of controlled substance prescription using state prescription ) .
Frug monitaing prograim (PDP) data pror o the issuance of s Contrlld Substance Schedue I (CSI) opiid 1) Number of Issuances of CSI! Prescription - Total number of issuances of a CSil prescription
lPatient Safety & ltation of the ing longer than 3 days. For the transition year, clinicians would attest to 60 percent review [Provision of consulting with PDMP before that lasts longer than 3 days over the same time period as those consulted; and
IA_PSPA_6  [Practice [Prescription Drug Boricant patants Hasory. For the cogalty Payment Proaram Year 5 and eture years.ciribians wold atestto 75 igh ssuance of a controlled substance schedule Il [Pocumentation of Consulting the PDMP - Total number of patients for which there is evidence bo17
lnssessment IMonitoring program lpercent review of applicable patients history performance. lopioid prescription that lasts longer than 3 fof consulting the PDMP prior to issuing an CSIl prescription (e.g. copies of patient reports
ldays reated, with the PHI masked)
luse of QCDR data for ongoing practice PParticipation in QCDR that promotes ongoing improvements in patient safely, e.g., regular
lpatient Safety & |Use of QCDR data for pssessment and improvements n patlent _ feedback epats provided by e QCDR thl demanstate ongoing praciice assessment and
lPractice ngoing practice afety. QCDR data should provide evidence i patient safety. D ould note how the practice is using QCDR
IA_PSPA_7 and lUse of QDR data, for ongoing practice assessment and improvements in patient safety. Medium ionded mprovemenia in patent safety for  Fata, and intended improvemans in patient safety or Speciic popUIZoNS (geted. bo17
pecific targeted
ISub-1A-1: Use of clinical assessment modalities and diagnostic screening tools in
pecialty medicine (e.g., WHO Fracture Risk Assessment (FRAX) Tool);Sub-IA-2: ACC
ISurviving Mi;Sub- 1A-3: ACP Practice Advisor :ACP Quality Connect;Sub-IA-4:
mproving Patient Outcomes in RA: Disease Activity Measurement to Oplimize Treating
o Target SubIA-5: Improving Informed Consent and Shared Decision-Making with
isk 6: AGA Clinical Guidelines Mobile|
Use of ool that assist specaly practices i racking specifc measures that are meaningfl to tei practce such as bocumentation of the use of patient safety tools, e.g. surgical risk calculator, evidenced based Fop-Su-Iac7-paticpation n public neait emergeney ciscase outbreak coniror afors
lPatient Satety & luse of a surgical risk calculator, evidenced based protocols such as Enhanced Recovery After Surgery (ERAS) luse of tools by specialty practices in tracking protocols such as Enhanced Recovery After Surgery (ERAS) protocols, the CDC Guide for Sub-IA-8:Participation in voluntary - 1A-9:Population
IA_PSPA_8  [Practice luse of patient ety toos protocols, the CDC Guids for Infecion Breventon for Outpatent Setings, Medium pecific meaningful patient safety and practice [nfection Prevention for Outpatient Settings, or prediciive algorithms, that assist specialty bo17 Strategies within a Surgical Home (PSH);Sub-IA- 10:Use of
lassessment quidelines.himi), predictive algorithms, o other such bractices in tracking specific patient safety measures meaningful to their practice JAUA Symptom Index (AUA-SI) to increase patient engagement.;Sub-1A- 11:Leadership
(ols. f Infection Prevention and Control Program ;Sub-IA-12: Therapeutic drug monitoring
for inflammatory bowel disease patients that are on anti-TNF therapies;Sub-1A-13:
Ieploying predictive analytical models to manage chronic disease in patients
lPatient Safety & [Completion of the AMA o
. ) Certificate of completion from at least one AMA STEPS Forward program module; and
JPsPAD  lpracice ISTEPS Forward program [Completion of the American Medical Association's STEPS Forward program. Medium [Completion of AMA STEPS Forward program 350t EE B entation from the module into the processes of care of your po17
ractice
baton satey s [Gompeton ofvaning and Lomoteton of ob .
atient Safety &  |receipt of a ompletion of training and obtaining approve .
lPractice aiver for prov\s\on of - [Gompletionof rairing and obaiing an approve walver fo provision of medicaion -assisted reatment of piid use aiver for provision of medication assisted .?"a‘.’g‘fr""ef cfrﬁmi‘l :ec‘;i";‘;’t“g’"’“;‘ﬁ::‘:e":"fez:ﬁ;‘:: dp;fs“g:'s"egb';r":r:::’ﬁ: nae“ga‘e "
ia_PSPA_10 [Assessment lopioid medication- ldisorders using buprenorphine. IMedium reatment of opioid use disorders using 9 gtop P o bo17

fassisted treatments

buprenorphine

juring the selected reporting period
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[Patient Safety &
[Practice

[Participation in CAHPS o

1) CAHPS - CAHPS participation report; or

[Other Patient Items - Othe patient safet;

lpractice and panel level

« Regularly review measures of quality, utilization, patient satisfaction and other measures that may be useful at the
practice

level and at the level of the care team or MIPS eligible clinician or group (panel); and/or
|Use relevant data sources to create benchmarks and goals for performance at the practice level and panel level.

land gender minorities, individuals in rural
fareas) to drive overall improvements, and
individuals with certain chronic conditions or
sk factors

more elements of this activity; or

Review of and Progress on Measures - Report showing progress on selected measures,
including benchmarks and goals for performance using relevant data sources at the practice and
panel level

IA_PSPA_11 ther supplemental Pammpamn |n me Consumer Assessment of Healthcare Providers and Systems Survey or other supplemental [High [Participation in CAHPS or other supplemental Y po17
tems, e.g., cultural or health m'ormallon technu\ugy item sets must
ms (e.g., Cultural Competence or Health Information Technology supplemental item sets). B aviminictered by & fird-party | competernce or heal
[Patient Safety & IDocuments showing participation in private payer clinical practice improvement activities (e.g.,
lPractice Iparticipation in private [Participation in private payer clinical practice [quality measure documentation or feedback reports, practice workflow redesign tools developed
IA_PSPA_12 |Assessment lpayer CPIA [Participation in designated private payer clinical practice improvement activities. edium fimprovement activities for or with the payer as part of practice improvement) po17
lPatient Safety & [Participation in Joint
lPractice ICommission Evaluation pation in Joint Cx from Joint C Practice Evaluation initiative
IA_PSPA_13  [assessment Initiative pation in Joint Cy Ongoing Practice Evaluation initiative edium [Professional Practice Evaluation initiative  fconfirming participation in its improvement program(s) po17
[Participation in other quality improvement
Ipatient Safety and [Participation in Quality pation in other quallly improvement programs such as Bridges to Excellence or American Board of Medical lprograms such as Bridges to Excellence or  [Documentation from Bridges to Excellence, American Board of Medical Specialties (ABMS)
A_PSPA_14 [praciice Initiatives (ABMS) Portfolio Program. edium he American Board of Medical Specialties  [Multi- Specialty Portfolio Program, or other similar program confirming participation in its 017 fSub-1A-1: Quality Assurance and Performance Improvement
(ABMS) Multi-Specialty Portfolio Program ___jmprovement program(s)
Leadership of an Antimicrobial Stewardship Program (ASP) that measures the appropriate use of antibiotics for
several different conditions (such as but not limited to upper respiratory infection treatment in children, diagnosis
of pharyngitis, Bronchitis Rx treatment in adults) according to clinical guidelines for diagnostics and therapeutics. . § §
Specific activities may include: Documentation u"leadersmp .’u an amm‘mu; stewardship program that measures the et
« Develop facility-specific antibiogram and prepare report of findings with specific action plan that aligns with overall appropriate use of antibiotics for several different conditions according to clinical guidelines for
facility or and and identifies actions:
practice strategic plan. 1.) Documentation of the report of findings and specific action plar
« Lead the development, implementation, and monitoring of patient care and patient safety protocols for the delivery of 2)D of the and monitoring of patient care and
ASP safety protocols; or
including protocols pertaining to the most appropriate setting for such services (i.e., outpatient or inpatient). 3.) Documentation of the on-going evaluation and monitoring of the management
« Assistin improving ASP service line efficiency and effectiveness by evaluating and recommending improvements in structure and workflow of ASP processes; o
the 4.) Records of presentation of ASP education and training including curriculum and
management structure and workflow of ASP processes. presentation dates; or
[Patient Safety and [mplementation of K N [Sub-1A-1: Leadership of a Bio-Security, Bio-Preparedness, & Emerging Infectious
Ioractice Manege ofthe ASP policies and assist with implementation of corrective actions in accordance with o of regarding ASP or bDiseases (BBEID) Program; Sub-1A-2: Leadership of an Antimicrobial Stewardship
IA_PSPA_15 |assessment lProgram (ASP) acility or edium [Leadership of an antibiotic 6.) of of and/or in payer audits, po17 Program; Sub-1A-3: Leadership of Outpatient Parenteral Antimicrobial Therapy Hospital|
practice compliance policies and facility or practice medical staff by-laws lprogram inquiries, or professional inquiries pertaining to the ASP; or IAdmission/Readmission Avoidance Program
« Lead the education and training of professional support statf for the purpose of maintaining an efficient and effective 7.) Documentation of evidence-based policy of practice aimed at improving antibiotic
ASP. practices for high-pr conditions; or
« Coordinate communications between ASP management and facility or practice personnel regarding activities, ) Documentation of developing and implemeniing evidence-based protocols and decision-
services, an support for diagnosis and treatment of common infections; or
operationaliclinical protocols to achieve overall compliance and understanding of the ASP, 9.) Documentation of the alignment of evidence-based protocols with inthe
« Assist, at the request of the facility or practice, in preparing for and responding to third-party requests, including but Centers
ot or Disease Control and Prevention's Core Elements of Outpatient Antibiotic Stewardship
limited to payer audits, governmental inquiries, and professional inquiries that pertain to the ASP service line. uidance
. and tracking an d policy or practice aimed atimproving antibiotic prescribing practices
for high-
priority conditions.
« Developing and dence-based protocols and decision-support for diagnosis and treatment of
common
infections
« Implementing evidence-based protocols that align with recommendations in the Centers for Disease Control and
Prevention's
Icore Elements of Outpatient Antibiotic quidance
Documentation (e.g. checkiist, algorithm, screenshot) showing use of decision
[Patient Safety and |Use of decision support e of decision support and treatment support and standardized treatment protocols to manage workflow in the team to
[Practice land standardized fprotocols to manage workflow in the team to | et patient needs
IA_PSPA_16  [Assessment reatment protocols |Use decision support and standardized treatment protocols to manage workflow in the team to meet patient needs.  [Medium Imeet patient needs es po17
ote: A certified EHR may be used for documentation purposes, but s not required unless
ttesting for the Promoting (formerly ACI) bonus.
Build the analytic capability required to manage total cost of care for the practice population that couid include one or
[Patient Safety and of of the following: 1) Staff Training - Documentation of staff training on interpretation of cost and utilization
actice leapabilities to manage | Train appropriate staff on interpretation of cost and utilization information; and/or [Use of analytic capabilities to manage total  [information (e.g. training cerificate); or
[A_PSPA_LT [Assessment otal cost of care for sse available data regularly to analyze opportunities to reduce cost through improved care. edium ost of care for practice population [CostResource Use Data - Availability of costiresource use data for the practice population that por7
practice population s used regularly to analyze to reduce cost
easure and improve quality at the practice
land panel level. Practice and panel
lperformance benchmarks and goals may also -
Measure and improve quality at the practice and panel level, such as the American Board of Orthopaedic performance benchmarks and goals may 1) Quality Improvement Program/Plan at Practice and Panel Level - Copy of a quality
Surgery (ABOS) Physician Scorecards, that could Include ane or more of the followin 9 P improvement program/plan or review of quality, utilization, patient satisfaction (surveys should
[Patient Safety and [Measurement and gery st d 9: by a survey ) and other measures to improve one or [Sub-IA-1: Diagnostic Imaging Center of Excellence (DICOE) designation; Sub-IA-2:
|A_PSPA_18 |Practice [mprovement at the edium po17 [Endoscopy Unit Recognition Program (EURP); Sub-IA-3: Simulation Education

ICourses approved by the ASA Simulation Education Network




‘Adopt a formal model for quality improvement and create a culture in which all staff actively participates in
improvement activities that could include one or more of the following such as:
« Multi-Source Feedback;
ulti-Source Feedbac 1) Adopt Formal Quality Improvement Model and Create Culture of Improvement -
« Train all staff in quality improvement methods;
Documentation of adoption of a formal model for quality improvement and creation of a
limplementation of formal [ * Integrate practice change/quality improvement into staff duties; culture in which staff actively participate in improvement activities; and
IPatient Safety and [quality improvement « Engage all staff in identifying and testing practices changes; Implementation of a formal model for quality ut o of staff in one or more of the six identified:
[Practice Imethods, practice « Designate regular team meetings to review data and plan improvementcycles; fmprovement and creation of a culture in ncluding, training, integration into staff duties, identifying and testing practice changes, regular
lA_PSPA_19  [Assessment [changes or other practice |+ promote transparency and accelerate improvement by sharing praciice level and panel level quality of care, patient [Medium hich staif actively participates in one or more b2 %18, £8 e et A improvement cycles. share practice and panel level 017 [Sub-1a-1: Peer Review (MSF-360)
processes and utilization data with staff; and/or [mprovement activities kality of care, patient experience and utilization data with staff, or share practice level quallly of
« Promote transparency and engage patients and families by sharing practice level quality of care, patient experience fcare, patient experience and utilization data with patients and families
and
Jutlization data with patients and families.
1) Clinical and Leadership Role D! ons - D of clinical and
Ensure full engagement of clinical and administrative leadership in practice improvement that could include one or leadership role include for practice
|eadership engagement | nore of e folowing: change (e.g. position description); or;
in regular guidance an « Make for guidance of pi acomponent of clinical and administrative leadership roles; . z; Time for Leadership in Improvement Activities - Documentation of allocated time for clinical
[patient Safety and [demonstrated - Allocate time for clinical and administrative leadership for practice improvement efforts, including participation in [Functionality of leadership in ive leadershi in efforts, e.g. regular team meetin
IA_PSPA_20 |practice for d Medium egular guidance and demonstrated P 9. Teq 9 po17
practice | regular team meetings; and/or for agendas and post meeting summary; or;
changes population health, quality and patient experience metrics in regular reviews of practice performance. PPopulation Health, Quality, and Health Experience Incorporated into Performance Reviews -
IDocumentation of population health, quality and health experience metrics incorporated into
eqular practice reviews, e.g., reports, agendas, analytics, meeting notes
1) Implementation of a Falls Screening and Assessment Program - Implementation of a falls
lPatient Safety and of fall of fall screening and assessment programs to identify patients at risk for falls and address modifiable screening and assessment program that uses valid and reliable tools to identify patients at
lPractice creening and i fators (e, Clincaldecision supportprompis n the electroric healt record thathelp manage the use of [Functionality of fall screening and K for falls and address modifiable fisk factors, for example, the STEADI program for
IA_PSPA_21 programs h as. that increase fall risk). Medium [programs identification of falls risk: and po17
fmplementation Progress- Documentation of progress made on falls screening and assessment
fafter of tool
Documented participation in and completion of all Centers for Disease Control and
ICompletion of all the modules of the Centers for Disease Control and Prevention (CDC) course *Applying CDC's [Completion with a passing score of all the | Prevention (CDC) course "Applying CDC's Guideline for Prescribing Opioids” that reviews.
[Guideline for Prescribing Opioids” that reviews the 20 16 "Guideline for Prescribing Opioids for Chronic Pain.” Note: modules of the Centers for Disease Control  [ihe 2016 “Guideline for Prescribing Opioids for Chronic Pain.”
[patient Safety and [CDC Training on CDC's [This activity may be selected once every 4 years, to avoid duplicative information given that some of the modules may| land Prevention (CDC) course “Applying
h b basis but over 4 th Id b bi tation for the set of modules t i ] o : y i
ppseaze pracce | e o resciong Faree o s b o bl o st o e s cxossaonr st f o0 Hgn 5’ e rervng a1t o o co contnesto gl adston) vaingmois i s i o foie [ memenaion of an i senrestp e
P g Eoicite for Goaic paint 9 Inodules available at the stated start date of the eligible clinician or group's attestation period
P Imust be completed in order to attest to this IA.
Completion with a passing score of all
modules of the Centers for Disease Control | Documented participation in and completion of all modules of the Centers for Disease
(Completion of all modules of the Centers for Disease Control and Prevention antibiotic stewardship course. Note: This and Prevention antbiotc stewardship course, |Conlrol and Prevention anubiot stewardship course. Find course at
lpatient Safety and Jactivity may be selected once every 4 years, to avoid duplicative information given that some of the modules may wain.
A_PSPA 23 [practice Icompletion of cDC hange on a year by year basis but over 4 years there would be a reasonable expectation for the set of modules to ~ [High . . pois
HPSPA INOTE: Eligible clinicians and groups cannot
In d hange, for th tivit t ¥
[Assessment |Liaring on Antibiotic ave undergone change, for the activities category score. lattest to both IA_PSPA_23 and IA_PSPA_24 [NOTE: Eligible cllmmans and groups cannot attest to both 1A_PSPA_23 and IA_PSPA_24 for
P or the same QPP Year. the same QPP Yea
Completion of greater than 50 percent of
the modules of the Centers for Disease Documented participation in and completion of greater than 50 percent of the modules of the
[Completion of greater than 50 percent of the modules of the Centers for Disease Control and Prevention antibiotic Control and Prevention antibiotic Centers for Disease Control and Prevention antibiotic stewardship course. Find course at
lPatient Safety and Istewardship course. Note: This activity may be selected once every 4 years, to avoid duplicative information given stowardonip couree. - o7s.
IA_PSPA_24 [praciice Initiate CDC Training on ~ [that some of the modules may change on a year by year basis, but over 4 years there would be a reasonable Medium P pois
lexpectation for the set of modules to have undergone change, for the activities
lassessment antibiotic Stewardship afewy on for 9 9 v INOTE: Eligible clinicians and groups cannot  [NOTE: Eligible cllmmans and groups cannot attest to both IA_PSPA_23 and IA_PSPA_24 for
ttest to both IA_PSPA_23 and IA_PSPA_24 fhe same QPP Year
or the same QPP Year.
Documentation (screen shot, report from EHR, written display procedure) of
lpatient Safety and [Pemonstration of transparency of costs at the |laboratory and radiographic costs at the point-of-order.
ractice [Cost Display for implementation of a cost display for laboratory and radiographic orders, such as costs that can be obtained through Ipoint-of-order for ordering providers for
IA_PSPA_25 [Assessment lLaboratory and he Medicare clinical laboratory fee schedule. Medium aboratory and/or radiographic orders ote: A certified EHR may be used for documentation purposes, butis not required unless es poi8
[Radiographic Orders fattesting for the Promoting (formerly ACI) bonus.
1) Documentation of an unscheduled clinically significant adverse event, defined as a
related harm or injury such as side-effects, supratherapeutic effects, allergic
A MIPS eligible clinician providing unscheduled care (such as an emergency room, urgent care, or other unplanned reactions, laboratory abnormalities, or medication errors requiring urgent/emergent
Icommunication of lencounter) attests that, for greater than 75 percent of case visits that result from a clinically significant adverse drug Demonstration of communication from the evaluation, treatment, or hospitalization.
pasent satety and [unscheduied vii for - fevent, the MIPS eigbe dlincian provides information,inluding through the use of healh T 1o he patents primary [eliible clinician/group providing unscheduled |37 FBS e, ot the event to th s i y
ractice [adverse Drug Event and care clinician regarding both the unscheduled visit and the nature of the adverse drug event within 48 hour are for a clinically significant adverse drug ) Documentation of communication of the event to the patient's primary care clinician
IA_PSPA_26 |Assessment INature of Event linically significant adverse event is defined as a medication-related harm or injury such as side-effects, Medium fevent to the patient's primary care provider | Within 48 hours of the unscheduled event es pois
1s, allergic reactions, laboratory abnormalities, or medication errors requiring urgent/emergent
levaluation, treatment, or hospitalization. ote: A certfied EHR may be used for documentation purposes, butis not required unless
ttesting for the Promoting (formerly ACI) bonus.
[For an anticoagulated patient undergoing a planned invasive procedure for which interruption in anticoagulation is .
lanticipated, including patients taking vitamin K antagonists (warfarin), target specific oral anticoagulants (such as 1) Documentation of a process to target specific oral anticoagulants (such as apixaban,
lapixaban, dabigatran, and rivaroxaban), and hepanns/low molecular weight hepanns documenlallon including and and molecular weight heparins, including through
hrough the use of electronic tools, that the eriod was Implementation of a process to treat an the use of electronic tools, that the plan for in the
liscussod with the patient and with the cincian respons\b\e for managing e panenls < anicoagulalion. Element of fanticoagulated patient undergoing a planned |period was discussed with the patient and with the clinician responsible for managing the
he plan should include the following: discontinuation, resumptios applicable, bridging, laboratory monitoring, invasive procedure for which interruptionin | patients anticoagulation.; and
a_pspa_27 Jand of anithrombotic (such P antlplatelets and fanticoagulation is anticipated, e.g. including lpo1s
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[Patient Safety and
[Practice

[Invasive Procedure or
ISurgery Anticoagulation

[arugs (NSAIDS)). An invasive or surgical procedure is defined as a procedure in which Skin or mUCoUS membranes
land connective tissue are incised, or an instrument is introduced through a natural body orifice.

fpatients taking vitamin K antagonists
(warfarin)

) The plan should include the following:
bridging, laboratory monitoring, and
suc and drugs (NSAIDs)). Note: an invasive or
Kirgical procedure is defined as & procedure in which ki or mucous mambranes and
kconnective tissue are incised, or an instrument s introduced through a natural body orifice.

iscontinuation, resumption, and, If appiicable,
of

[Patient Safety and
lPractice

[Completion of an
laccredited Safety or
[Quality Improvement

Completion of an accredited performance improvement continuing medical education program that addresses
performance or quality improvement according to the following criteria:
« The activity must address a quality or safety gap that is supported by a needs assessment or problem analysis, or

support the completion of such a needs assessment as part of the activity;
* The activity must have specific, measurable aim(s) forimprovement;

« The activity must include ntions intended to result i

[The activity must include data collection and analysis of performance data to assess the impact of the interventions;
fand The accredited program must define meaningful clinician participation in their aﬂl\llly, describe the mechanism for

completion of an accredited performance
fimprovement continuing medical education
lprogram that addresses performance or

Documentation that the activity addresses a quality or safety gap that is supported by a needs
assessment or problem analysis, or must support the completion of such a needs assessment
as part of the activity;
« The activity must have specific, measurable aim(s) for improvement;
« The activity must include interventions intended to result inimprovement;
« The activity mustinclude data collection and analysis of performance data to assess the

impact of the
interventions; and
[The accredited program must define meaningful clinician participation in their activity, describe
the mechanism for identifying clinicians who meet the requirements and provide participant

ion informati

[Sub-IA-1: Asthma IQ: Patient Management and Outcomes; Sub-IA-2: Asthma 1Q:
[Patient Assessment; Sub-IA-3: PI Pro: Food Allergy; Sub-IA-4: Participation in
|Accredited Continuing Medical Education; Sub-IA-5: Accredited Continuing Medical
[Education (CME); Sub-IA-6: Simulation to develop technical and procedural skils; Sub-
IA-7: Completion of a Performance Improvement Module; Sub-IA-8: Self-Directed
lPractice Improvement Module (SD-PIM); Sub- IA-9: Micrographic Surgery &
[Dermatologic Oncology (Mohs) Fellowship Program; Sub-IA-10: CME - Participate in
ontinuing medical education (CME).; Sub-IA-11: Voluntary Surveillance - Participation
in voluntary surveillance activity.; Sub-IA-12: Program of continuing medical education
r continuing nurse education activities; Sub-1A-13: Participation in Accredited
[Continuing Medical Education ; Sub-IA-14: ASGE Skills Training Assessment
[Reinforcement (STAR) Certificate Program; Sub-IA-15: The ASCO Quality Training
[Program; Sub-IA-16: Teaching students, residents, and allied health professionals in
fccredited programs; Sub-1A- 17: Principles of Quality Improvement Continuing

edical Education; Sub-IA-18: Principles of Quality Improvement Continuing Medical
[Education; Sub-IA-19: Strengthening Systems and Team-Based Quality of Care in
[Bladder Cancer; Sub-IA-20: Tackling Community Level Diabetes: Overcoming Local
[Challenges to Patient Health; Sub-IA-21: Engaging Patient and Stakeholder Partners:

A_PSPA_28 [Program dentifying clinicians who meet the and provide participant edium uality [2018 __[Guidance from the PCORI Rubric
Documentation of consulting specified applicable appropriate use criteria (AUC) through a
qualified clinical decision support mechanism for all applicable imaging services furnished in
[Clinicians atest that they are consulting specified applicable AUC through a qualified clinical decision support an applicable setting, paid for under an applicable payment system, and ordered on or after
[Consulting Appropriate |mechanism for all applicable imaging services furnished in an applicable setting, paid for under an applicable January 1, 2018:
latient Satety and g::ﬂ:;g;;ﬁ%ulﬁ:z lpayment system, and ordered on o after January |, 2018. This activity is for clinicians that are early adopters of the of attestation and « Evidence of early adoption of the Medicare AUC program (PY2018 Performance Year); or
A_pspa_20 [Practice hen Ordering Advanoed | coicare AUC program (2018 performance year) and for dlinicians that begin the Medicare AUC program in future 1, lof specified applicable AUC through a « Copies of reports (paper copy, screen shots, etc.) to the ordering clinician that can be used  fyeg bois
=7 assessment 9 ears as specified in our regulation at §414.94. The AUC program is required under section 218 of the Protecting faualified clinical decision support mechanism |to assess patterns of image-ordering and improve upon those patterns to ensure that patients
[Diagnostic Imaging Access to Medicare Act 0f2014. Qualified mechanisms will be able to provide a report to the ordering clinician that can| P: 9 9 P P p: p:
lbe used to assess patterns of image-ordering and improve upon those patterns to ensure that patients are receiving are receiving the most appropriate imaging for their individual condition,
he most appropriate for their individual condition.
ote: A cerified EHR may be used for documentation purposes, butis not required unless
ttesting for the Promoting (formerly ACI) bonus.
[Pocumented participation in the PCI Bleeding
Participation in the PCI Bleeding Campaign which is a national quality improvement program that provides [Campaign which is a national quality
infrastructure for a learning network and offers evidence-based resources and tools to reduce avoidable bleeding fmprovement program that provides
§ associated with patients who receive a percutaneous coronary intervention (PCH) [oirastructure Tor @ learning network and offere|
| pso 30 S?:;‘"c!:afew and e Breeding The program uses a patient-centered and team-based approach, leveraging evidence-based best practices to bign favoidable bleeding associated with patients |, o . he PCI Bleeding C bois
| 30 Cesament leeding Campaign - [improve care for PCI patients by implementing quality improvement strategies: ig! ho receive a percutaneous coronary ) Documentation of participation in the leeding Campaign
« Radial-artery access; fintervention (PCI)
« Bivalidruin, and
)se of vascular closure devices
y of practice in seeing new and
follow- up Medicaid patients in a timely
manner 1) Timely Appointments for Medicaid and Dually Eligible Medicaid/Medicare Patients -
u - including patients dually eligible. "Engaging" | Statistics from EHR o scneummg syslem (may be manual) on time from request for
A AHE_L  [achieving Healih [GedfORiente ¥na  [Seeing new and follow-up Medicaid patients in a timely manner, including individuals dually eligible for Medicaid and - igh B s ter satarehio tofirst red o made by type of visitfor Medicaid and bo17
[Equity ollow-up IMedicare. A timely manner is defined as within 10 business days for this activity. Fasing patent it care anagenint an, |dual eligble pauenls and
Inedicat and uf new and follow-up visit appointment statistics and other
juse of pallem portal, use nfcommunlly health patient| level da[a lB mennly and impler activities.
orker or other provider(s) to help paients  [nclude planned and in-progress Amplovemen( activities and intended aims.
Inavigate health care services.
N 1) QCDR for Standardizing Screening Processes - Participation in QCDR for
lLeveraging a QCDR to ina QCDR, of activities for use of standardized processes for screening for [Participation in 2 QeOR and demanstrated. | qtandardizing screening processes for social determinants, e.g., regular feedback reports
Inchieving Health standardize processes for fsocial determinants of health such as food security, employment and housing. Use of supporting tools that can be Elandardized processes o screening for |7om QCDR showing screening practices for social determinants; and
IA_AHE_2 quity lscreening fincorporated into the certified EHR technology is also suggested. edium locial determinants of health including use of [Integration of Tools into certified EHR - Integration of one or more of the following tools into es po17
lsupporting tools into certified EHR technology practice as part of the EHR, e.g., cde
howing reqular referral to one or more of these tools
Participation in QCDR, for use of patient-reported outcome tools, e.g., regular QCDR
[Participation in a QCDR and demonstrated  |feedback reports demonstrating use of patient-reported outcome tools and corresponding
[Achieving Health  [Promote use of Patient- jperformance of activities to promote use of  |collection of PRO data, e.g., use of PHQ-2 or PHQ-9 and PROMIS instruments
la_arE 3 [Equity [Reported Outcome Tools lHigh es po17
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[Demonstrate performance of activities for employing patient-reported outcome (PRO) tools and correspondin
ollection of PRO data such as the use of PHQ-2 or PHQ-9, PROMIS instruments, patient reported Wound-Quality of
Life (QoL), patient reported Wound Outcome, and patient reported Nutritional Screening

patient-report outcome tools and
fcorresponding collection of PRO data

ote: A certified EHR may be used for documentation purposes, butis not required unless
fettesting for the Promoting Interoperability (formerly ACI) bonus.

lachieving Health
i

lLeveraging a QCDR for
lus

ina QCDR, of activities for use of standard questionnaires for assessing
mprovements in heath disparities related to functional health status (e.q., use of Seatle Angina Questionnaire, MD

[Participation in a QCDR and demonstrated
[performance of activities for use of standard
fauestionnaires for assessing improvement in

[Participation in QCDR, to use of standard questionnaires for assessing improvements in health
isparities, e.g., regular feedback reports from QCDR, demonstrating performance of activities

IA_AHE_4 lEquity e of standard |Anderson Symptom Inventory, and/or SF-12/VR-12 functional health status assessment). Medium lheath disparities related to functional health [ USing standard questionnaires for assessing improvements in health disparities related to po17
lquestionnaires lstatus functional health status
Ny . 1) Documentation of participation by clinician leadership in clinical trials, research
IMIPS Eligible Clinician  [MIPS eligible clinician leadership in clinical trials, research alliances or community-based participatory research PParticipation in clinical trials, research
AAHES  chieving Heallh | cadership n Clinical ~ [(CBPR) that dentiy tools, research or processes that can focuses on minimizing disparites n healthcare access,  [Medium biliances or community-based participatory ~[2ances: or community-based partcipatory research (CBPR) to identify tools, research or pois
quity [Trials or CBPR are quality, affordability, or outcomes, esearch (CPBR), documentation of research [PTocesses focused on minimizing disparities in healthcare access, care quality,
fims and results affordability, or outcomes; and
of intended or actual aims and outcomes
[Provide Education IMIPS eligible clinicians acting as a preceptor for clinicians-in-training (such as medical residents/fellows, medical IParticipation as a preceptor for cl as a preceptor for that clinical
Jchieving Heaih[Opportunties for New - students,physician assistans, urse practtoners, of clical nurse specialts) and acceptng such cinicians for raining that encourage clinical rotations in  fotations in community practices in small underserved, or rural areas. Examples of eligible
IA_AHE_6 lEquity [Clinicians linical rotations in community practices in small, underserved, or rural areas. High fcommunity practices in small underserved, or flinicians anticipated to serve as a preceptor would include; medical residents/fellows, medical pois
ural areas ktudents, physician assistants, nurse o clinical nurse specialists.
A ERP 1 on Disaster in Disaster Medical Assistance Teams, or Community Emergency Responder Teams. Activities that " [Participation in Disaster Medical Assistance  [Documentation of participation in Disaster Medical Assistance or Community Emergency bo7
\ERP_ Response & IMedical Assistance Team,|simply involve registration are not sufficient. MIPS eligible clinicians and MIPS eligible clinician groups must be edium [ream or Community Emergency Responder [Responder Teams for at least 6 months including registration and active participation, e.g., 0:
[Preparedness  [registered for 6 months.  registered for a minimum of 6 months as a volunteer for disaster or emergency response. [Team for atleast 6 months as a volunteer attendance at training, on-site participation, etc
fpartipation in a 60-day |
[Emergency r greater effort to in domestic volunteer work. Activities that simply involve registration are not [Participation in domestic or of in domestic or volunteer work of at
IA_ERP 2 Response & [domestic or ‘"‘9"‘3“0"5‘ ufficient, MIPS eligible cnmcuans and groups attest to domestic or international humanitarian volunteer work fora  igh volunteer work of at least a jeast a continuous 60 days’ duration including registration and active participation, e.g., bo17
- eeds.  Jperiod of a continuous 60 days or greater. ontinuous 60 days’ duration fdentification of location of volunteer work, timeframe, and confirmation from humanitarian
Behavioral and lPerformance of diabetes screening for Report from EHR, documentation from medical charts, or claims showing regular practice for
lA_BMH_1  [Mental Health niabetes screening IDiabetes screening for people with schizophrenia or bipolar disease who are using antipsychotic medication. Medium [patients with schizophrenia or bipolar disease (diabetes screening of patients with schizophrenia or bipolar disease who are using bo17
ho are using antipsychotic medication
. :f:;’:;;‘;fﬂeLeug‘)",:a;"eu"g:g[e::;‘ n Report from EHR, QCDR, clinical registry or documentation from medical charts showing
[Tobacco use: Regular engagement of MIPS eligible clinicians or groups in integrated prevention and treatment o and eqular practice of tobacco screening for patients with co-occurring conditions of behavioral or
lBehavioral and finterventions, including tobacco use screening and cessation interventions (refer to NQF #0028) for patients with co- ns including tobacco use screening [18 &Y PR 2y D 2 e dependence
|ABMH_2 yiental Health  [Tobacco use ceurring conditions of behavioral or mental health and at risk factors for tobacco dependence. Medium fand cessation interventions for patients with po17
0- conditions of behavioral or mental health
Jand at risk factors for tobacco
lUnhealthy alcohol use: Regular engagement of MIPS eligible clinicians or groups in integrated prevention and :“"e"",’a':‘:l;“f;“fe’:"gu‘":a;nz"gzg‘e::;‘ n Report from EHR, QCDR, clinical registry or documentation from medical charts showing
I s s [pemavioraiand | freatment nterventions, including screering and brief counseing (rfer to NQF #2152) fo patients with co-occuring | Ierventions for patients with co-occurring [S9UIar practice for unhealthy alcohol use screening for patients with co-occurring conditions of boir
nhealthy alcohol use edium ! iti
\BMH 3 liental Health y -onditions of behavioral or mental health conditions. e o oAl or ol voaith'9q pehavioral or mental health conditions
lat risk factors for unhealthy alcohol use
[performance of regular engagement in
IDepression screening and follow-up plan: Regular engagement of MIPS eligible clinicians or groups in integrated ntegrated prevention and treatment [Report from EHR, QCDR, clinical registry or documentation from medical charts showing
- : f luding depression screening Fegular practice for depression screening and follow-up plan for these patients with co-
lA_BMH_4  [Behavioraland  [pepression screenin f i i . Medium nterventions inc gular pr P g ppl P po17
BUH_4 - oehavioral an p 9 forevention and treatment interventions, including depression screening and follow-up plan (refer to NQF #0418) for land follow-up plan for patients with co- ditions of behavioral or mental healtls
Jpatients with co- occuring conditions of behavioral or mental health conditions. onditions of behavioral or mental health
[Performance of regular engagement in
IMajor depressive disorder: Regular engagement of MIPS eligible clinicians or groups in integrated prevention and e oo Renort irom EHR, QGDR, clinical registry or documentatlon irom medical charts showing
fnterventions including suicide risf eqular practice for screening including suicide risk assessment for mental health patients with
|A_BMH S [Behavioral and MDD prevention and ‘eatment interventions, including suicide risk assessment (refer to NQF #0104) for mental health patients with co-  [Medium Bissessment for mental health patients with co-je.cae 9 9 P po17
[Mental Health reatment interventions -0-occurring conditions of behavioral or mental health conditions
ccurring conditions of behavioral or mental health conditions. onditions of behavioral or mental health
Integration of facilitation and promotion of  [Documentation of integration and promotion of the colocation of mental health and substance
Implementation of co- Imental health and substance use disorder fuse disorder services in primary and/or non-primary clinical care settings, e.g., list of NPIs that
A BMH_6 [Behavioral and |5 cation PCP and MH Integration facilitation, and promotion of the colocation of mental health and substance use disorder services in bigh services in pnmary and/or non-primary clinical jparticipate as behavioral health specialists, mental health cl or primary care clinicians in bo17
-BMHAS Iental Health envices [primary and/or non-primary clinical care settings. are settin o-located setting or patient claims showing mental health and substance use disorder services
ollocated in primary and/or non-primary clinical care settings
Offer integrated behavioral health services to support patients with behavioral health needs who also have conditions
such as dementia, or other poorly controlled chronic illnesses. The services could include one or more of the
following Documented integration of behavioral health services with primary care to support patients with
« Use evidence-based treatment protocols and treatment to goal where appropriate; b ¢ integrated behavioral heath behavioral health needs, dementia, and poorly controlled chronic conditions program and
« Use evidence-based screening and case finding strategies to identify individuals at risk and in need of services; s;::"':;‘;”‘:s':;g::a“;“:m"abeﬁawml services including one or more of the six activities described in the activity description. ISub-1A-1: Improving Dementia Care Initiative; Sub-IA-2: Comprehensive Obesity
lBehavioral and  [implementation of . gul and workflows between MIPS eligible clinicians in primary care and Pealth needs and poorly controlled chronic | Documentation could include EHR note that shows that the patient saw a BH professional and [Prevention and Intervention Program; Sub-IA-3: National Partnership to Improve
IA_BMH_7  Iental Health behavioral High e 017 |pementia Care in Nursing Homes

lintegrated PCBH model

ealth;
« Conduct regular case reviews for at-risk or unstable patients and those who are not responding to treatment;
« Use of a registry or certified health information technology functionality to support active care management and
outreach
to patients in treatment; and/or
* Integrate behavioal health and medical care plans and facilateinegration thiough ca-ocation of services when
asii

« Participate in the National Partnership to Improve Dementia Care Initiative, which promotes a

onditions (May use certified EHR,
linical registry or medical records)

QCDR,

communicated with PCP o practice team; referral to BH; or staffing or BH co located in primary
care practice.

ote: A certified EHR may be used for documentation purposes, but is not required unless
fattesting for the Promoting Interoperability (formerly ACI) bonus.
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‘approach
hat includes public reporting, state-based coalitions, research, and revised surveyor guidance.

[Enhancements to an electronic health record to capture additional data on behavioral health (8H) populations and

lUse of EHR to capture additional data on

Screen shots from certified EHR or from other software/tools integrated with the certified
EHR and reports showing how additional behavioral health data is captured and used for
additional decision- making

lend quality, among others.

‘specialty practice
b Documentaton o contiual improvements.

[Electronic Health Record
lBehavioral and  [Enhancements for BH  Juse that data for additional decision-making purposes (e.g., capture of additional BH data results in additional ) behavioral health populations and use data for
IABMH_8  |ohial Health  [data capture ldepression screening for at-risk patient not previously identified). edium dditional decision-making es po17
ote: A certified EHR may be used for documentation purposes, butis not required unless
fttesting for the Promoting Interoperability (formerly ACI) bonus.
lunheaithy Alcohol Use for Demonstration by MIPS eligible clinicians and
[Patients with Co-occurring|individual MIPS eligible clinicians or groups must regularly engage in integrated prevention and treatment groups that integrated prevention and » )
lbehavioral ang _ [CONditions of Mental linterventions, including screening and brief counseling (for e xample: NQF #2152) for patients with co-occurring reatment interventions with documented  [o¢7€8N shots from certified EHR or from other software/tools demonstrating integrated .
A BMH 8 [Mental Heath  [ieaith and Substance  foonditions of mental health and substance abuse. MIPS eligible clinicians would attest that 60 percent for the CY bigh screening and brief counseling occurred on a PreYention and treatment interventions (i.e., evidence of screening and brief counseling for
BMH_ [Abuse and Ambulatory 2018 Quality Payment Program performance period, and 75 percent beginning in the 2019 performance period, of | 0 reqular basis. patient with co-occurring conditions of mental health and substance abuse). For the intent of
[care Patients neit ambulatory care patients are screened for unnealthy alconol use. 9 is. his 1A, -co-occurring conditions are defined as the diagnosed coexistence of both a mental
IPocumentation of referral or health'and a substance use disorder.
feedback/acknowledgment from referred
vider
[NOTE: A practice is certfied of recognized as a patient-centered medical home f 1t meets
fany of the following critei
(1) The pracice has received accreditation from one o five accrediation
lorganizations that are nationally recognize
(1) The Accreditation Association for Ambulatory Health Care;
(2) The National Comittee for Quality Assurance (NCQAY:;
(3) The Joint Commission;
(4) The Utilization Review Accreditation Commission (URAC); or
o ted i fon of d medical home aciivites and |mpmvemems that (5) The Compliance Team (TCT)
pertain to care coordination, p or care, he (B The precice s potcpting n & Medicaid Medical Home Model or Medical Home]
of e [mAemertatonofthe panenl—cemeved med$:shome model to by o conprensic care coordinaion and bertormance of sndards and expectation that
1A_PCMH NiA [centered Mecal Home el e e ng ay e e wm"s o pertain to the patient-centered medical home  |2) Documented recognition as a patient-centered medical home from a regional or state program, o17 " (©) The practice s a comparablespecilypractce tht has eceivd the NCQA
" pat . Sys! | odel pnvale payer or olher body that certifies at least 500 or more practices for patient-centered medical [Patient-Centered Specialty Recogniti
hom and (D) The pracice has receive centfication or accrediaton from cther cetiying

bodies that have cerified a large number of medical organizations and meet national
lpuidelines, as determined by the Secretary. The Secretary must determine that these
ertying bodies musthave 500 or more crtfed member pracices, and reire pracices
o include the followi

1) Have a personal physician/clinician in a team-based practice.

(2) Have a whole-person orientation

(3) Provide coordination or integrated care.

(4) Focus on quality and safety.

(5) Provide enhanced access.
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