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AGENDA

• What is PQRS?
• How to Report PQRS with MicroMD
• Measure Selection Considerations
• A Closer Look at the Measures
• Measures Applicability Validations (MAV)
• Value Based Modifier (VBM)
• Codes and Modifiers in MicroMD PM
• PQRS in the EMR
• Additional Resources for PQRS
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WHAT IS PQRS?
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The Physician Quality Reporting System (PQRS) 
is a quality reporting program that encourages
individual eligible professionals (EPs) and group 
practices to report information on the quality of 
care to Medicare. 

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

This incentive program is separate from  
other CMS EHR incentive programs!MEANINGFUL

USE
INCENTIVE

What is PQRS?
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AND HERE IS THE ENCOURAGEMENT ….
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Who is Eligible for the PQRS Incentive?
Doctors of Medicine or Osteopathy
Doctors of Dental surgery or Dental Medicine
Doctors of Podiatry
Doctors of Optometry
Chiropractors
Physician Assistants
Nurse Practitioners
Clinical Nurse Specialists
Clinical Social Workers
Physical and Occupational Therapists
And many more… 

* Must bill Medicare at an individual NPI level 
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In 2007, Physician Quality Reporting Initiative
(PQRI), the predecessor to PQRS, was a pay-for-
reporting program that included claims-based reporting
on 74 individual quality measures. The program
allowed EPs to report at least three applicable
measures on a minimum of 80% of cases from July 1,
2007 through December 31, 2007. Those who met the
criteria for submitting quality data were eligible to earn
a lump-sum incentive payment equivalent to 1.5% of
their total estimated allowable charges for Medicare
Part B Physician Fee Schedule (PFS).
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2015: A Whole New Ballgame

• PQRS bonus payments are no longer available.
• The penalty phase has begun; -1.5% based on 

what was reported for 2013.
• PQRS will also affect your Value-Based 

Payment Modifier (VBM).
• Avoiding the penalty got significantly harder. In 

2015, you must report 9 quality measures 
covering 3 domains; 1 of the 9 measures must 
be from a list of 19 ‘cross-cutting’ measures. 
Only 3 measures were required in 2014. 
Measures must be reported for at least 50% of 
the Medicare patients seen who qualify for that 
measure.
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HOW TO REPORT PQRS 
WITH MICROMD
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How to Report with MicroMD

Eligible providers who wish to 
participate in PQRS to earn 

incentives and avoid penalties will 
need to report via Claims-Based 
Reporting, as the other options of 

EHR-Based reporting and 
Registry-Based reporting are 

currently not supported by 
MicroMD.
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With claims-based
reporting, Eligible
Professionals (EPs)
simply report PQRS
using the Medicare
Part B claim form
CMS-1500 with the
supporting HCPCS
codes.
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To Report PQRS in 2015. . .

Choose appropriate measures 
for provider or practice

Begin 
Reporting 
January 1 
through 

December 31, 
2015

Report on 50% or more of  
the Medicare Part B  

patients seen who qualify 
for that measure; on at 

least  9 quality measures 
covering 3 of  NQS 
Domains; 1 of  the 9 

measures must be from a 
list of  19 ‘cross-cutting’ 

measures. 

Prepare CMS-
1500 Claim Forms 

or Electronic 
Claims with 
appropriate 

Reporting Codes 
and Modifiers
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Claims submitted properly for the 
2015 reporting period

Avoidance of 2017 
payment adjustment
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MEASURE SELECTION 
CONSIDERATIONS
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PQRS Measure Selection Considerations
The 2015 PQRS Measures
address various aspects
of patient care.

A provider should review 
The measure list to
determine which measures
may be of interest to their
practice and benefit them in
the care of their patients. 
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Some factors to consider when selecting the
measures to be used for reporting include:

● Types of care provided by the practice
● Clinical conditions treated by the EP  
● Care setting (office, hospital, etc.)
● Quality improvement goals for the EP or 

practice
● Other quality reporting programs in use             

in the practice 
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Beginning in 2015, PQRS 
reporting options require an EP 
or group practice to report 9 or 
more measures covering at least
3 National Quality Strategy 
(NQS) Domains and 1 of the 9 
measures must be from the list 
of 19 ‘cross-cutting’ measures. 
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CMS revised 
the 2015 

Measures 
list into a 
very user 
friendly 
excel 

spreadsheet
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CMS Suggested Measures by Specialty



2222

A CLOSER LOOK AT THE 
MEASURES
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Closer Look at the Measures

Once the EP or Group Practice has selected the 
measures they wish to report on, they should 
review the specifications for each measure.  

The following slides 
show a break-down of 
an Individual PQRS 
Measure…
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Measure number and 
Official Title of  
PQRS Measure

Measure Specification:  
Identifies measure 

specification reporting 
option(s)
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This segment provides 
a high-level description 

of  the measure

INSTRUCTIONS: 
This measure is to be reported a minimum of once 
per reporting period for patients with diabetes seen 
during the reporting period. The most recent quality-
data code submitted will be used for performance 
calculation. This measure may be reported by 
clinicians who perform the quality actions described 
in the measure based on the services provided and 
the measure-specific denominator coding.

The instructions detail 
when the measure 

should be reported and 
who should report
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Measure Reporting via Claims: 
ICD-9-CM/ICD-10-CM diagnosis codes, CPT codes, and patient 
demographics are used to identify patients who are included in the 
measure’s denominator. CPT Category II codes and/or quality-data 
codes are used to report the numerator of the measure. 

When reporting the measure via claims, submit the listed ICD-9-
CM/ICD-10-CM diagnosis codes, CPT codes, and the appropriate 
CPT Category II code(s) AND/OR a quality-data code OR the CPT 
Category II code(s) with the modifier AND quality-data code. The 
modifiers allowed for this measure are: 1P- medical reasons, 2P-
patient reasons, 3P- system reasons, 8P- reason not otherwise 
specified. All measure-specific coding should be reported on the 
claim(s) representing the eligible encounter. 

This area better defines what is needed 
when reporting the measure via claims.
To ensure satisfactory reporting, submit 
all measure specific coding on the claim.
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The Denominator statement describes 
the population evaluated by the 

performance measure
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NUMERATOR: 

Patients whose most recent HbA1c level (performed during the 
measurement period) is > 9.0% 
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Rationale is a brief statement that 
describes the intent for the measure
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This is a summary of the clinical 
recommendations based on best practices
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MEASURE APPLICABILITY 
VALIDATIONS
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Measure Applicability Validation (MAV)
The 2015 PQRS will include the MAV process. The MAV process will
review and validate EP’s inability to report on nine measures across
three domains. CMS will analyze claims data to confirm whether or
not more measures and/or domains were applicable to the EP’s
practice.

*Satisfactorily report 1-8 
measures

*Satisfactorily report less than 
3 domains

*Must report for at least 1 
cross-cutting measure

*Must report on at least 50% 
of eligible patients or 

encounters and have at least 1 
patient in the numerator for 

any reported measure
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To MAV or not to MAV…

Satisfactorily 
report across 9 

measures, 3 
domains and 1 
cross-cutting 

measure

No MAV and avoidance 
of 2017 PQRS Payment 
Adjustment 
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Value Based Payment 
Modifier (VBM)
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Value Based Payment Modifier
The Value Modifier provides for differential payment to a physician or group of 
physicians under the Medicare Physician Fee Schedule (PFS) based upon the 
quality of care furnished compared to the cost of care during a performance period. 
In the future, the Value Modifier will be used to adjust Medicare PFS payments to 
non-physician eligible professionals (EPs), in addition to physicians. The Value 
Modifier is an adjustment made on a per claim basis to Medicare payments for 
items and services under the Medicare PFS. It is applied at the Taxpayer 
Identification Number (TIN) level to physicians (and beginning in 2018, to non-
physician EPs) billing under the TIN.
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VBM compares physicians to their peers based on cost and quality of 
care. The cost evaluation will come from claims analysis done by 
Medicare. The quality comes from the EP’s PQRS reporting. If you do 
not report PQRS or do not report sufficiently your penalty is equivalent 
to those with the highest costs and the lowest quality of care offered. 
Medicare estimates that 85% of practices will fall into the “No Change” 
category. 
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CODES AND MODIFIERS 
IN THE PM
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PQRS Codes and Modifiers in MicroMD PM
Be sure appropriate codes and modifiers exist in your PM.  

If not, add them!
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Modifiers needed to 
exclude from 
Performance sections:

1P = Medical Exclusion
2P = Patient Exclusion
3P = System Exclusion
8P = NOS Exclusion
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Making Sure PQRS is On Your Claim

If you associated a $0.00 charge to your PQRS codes, make sure your PQRS
codes are going out on your claims! Go to Practice Preference>Billing
Preferences and then on the bottom left check mark Print Zero Fee Charges.

Important: In an effort to streamline reporting of  QDCs across multiple CMS 
quality reporting programs, CMS strongly encourages all EPs and practices to bill 
2015 QDCs with a $0.01 charge. 
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PQRS IN THE EMR
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PQRS in the EMR
Areas where you can find 
Measures Codes in the EMR 
and incorporate into your 
templates and encounters:
• Common List Builder >  

Plan: Measures
• Encounter Templates >  

Plan > Measures Tab
• Incorporate into Rules
• Encounter > Plan >  

Measures Tab
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Common List Builder
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Encounter Templates (CliniGuide) > 
Plan Step > Measures Tab > 

Add Items to Templates 
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Rule Manager to create rules which will 
automatically load PQRS Templates
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Add all the diagnosis codes for the measure to make sure you capture 
as many applicable patients as you can!
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In Assessment Step of 
Encounter
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In Plan Step of Encounter
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Bill Builder Screen

Claims may not be resubmitted only to add or correct QDCs. Claims with only 
QDCs on them with a zero or $0.01 total dollar amount may not be resubmitted 
to the MAC. Make sure your QDCs are on your outbound claims!
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All These Acronyms!

“Excuse me, sir. 
Seeing as how the V.P. 

is such a V.I.P., 
shouldn't we keep the 

P.C. on the Q.T.? 
'Cause if it leaks to the 
V.C. he could end up 
M.I.A., and then we'd 
all be put out in K.P.”
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All These Acronyms

• PQRS – Physician Quality Reporting System
• MAV – Measure Applicability Validation
• NQF – National Quality Forum
• QDC – Quality Data Code
• MU – Meaningful Use
• CQM – Clinical Quality Measure
• EP – Eligible Professional
• VBM – Value Based Payment Modifier
• MAC – Medicare Administrative Contractor
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ADDITIONAL 
RESOURCES FOR PQRS
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Additional Resources for PQRS
For more information regarding the Physician Quality Reporting System 

(PQRS), including a listing of all Individual and Group Measures, 
Applicable codes, etc., please visit the CMS Website at the links below:

CMS PQRS Webpage: http://www.cms.gov/Medicare/Quality-Initiatives-Patient-
Assessment-Instruments/PQRS/index.html

List of Eligible Professionals: http://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-Instruments/PQRS/Downloads/Eligible_Professionals03-08-
2011.pdf

PQRS Quality Measures Info: http://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-Instruments/PQRS/MeasuresCodes.html
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THANK YOU FOR ATTENDING 
QUALITY INITIATIVES (PQRS)


