Falcon Quality Payment Program Functionality- 2018

DISCLAIMER: This material is provided for informational purposes only and should not be relied upon as legal or compliance advice. If legal advice or other expert

assistance is required, the services of a licensed professional or expert should be sought. This publication has not been reviewed or approved by CMS.

Please Note:

e That by checking any boxes within a medical record in Falcon Physician as described in this document, you are attesting that you have completed the measure
steps as described.

e All workflows are using the web application unless this document specifically states the measure is supported on iPad.

e All workflows are using Master Templates.

Important Information for 2018 reporting:

Falcon Physician is currently certified to the 2015 edition of Certified Electronic Health Record Technology. (CEHRT). The Quality Payment Program Year 2 Final Rule
provides bonus points to physicians who 1) use 2015 CEHRT exclusively and 2) report on the Promoting Interoperability (Pl) measures associated with 2015 CEHRT.
Note that Pl measures were formerly known as Advancing Care Information, or ACI, measures. As such, the documentation provided below describes the Falcon
Physician functionality that supports the Pl measures associated with 2015 CEHRT. Should you wish to forgo using the updated Pl measures for 2015 CEHRT and use
the Transitional Pl measures instead, please contact your Customer Success Manager to obtain the necessary documentation.

MIPS 2018 — Performance Categories and Weights
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001 | Diabetes: Hemoglobin Alc (HbAlc) Poor Control (>9%)

047 | Care Plan

110 | Preventive Care and Screening: Influenza Immunization

111 | Pneumonia Vaccination Status for Older Adults

119 | Diabetes: Medical Attention for Nephropathy

122 | Adult Kidney Disease: Blood Pressure Management

128 | Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up Plan
130 | Documentation of Current Medications in the Medical Record

226 | Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention
236 | Controlling High Blood Pressure

238 | Use of High-Risk Medications in the Elderly

317 | Preventive Care and Screening: Screening for High Blood Pressure and Follow-Up Documented

1 | Security Risk Analysis — Measure is documented outside of Falcon | 1 | Clinical Data Registry Reporting
2 | E-Prescribing 2 | Syndromic Surveillance Reporting - Falcon Not Supporting
3 | Patient Electronic Access * 3 | Electronic Case Reporting — Falcon Not Supporting
4 | Send Summary of Care * 4 | Public Health Registry Reporting- Falcon Not Supporting
5 | Request/Accept Summary of Care *
Immunization Registry Reporting *These measures are part of both the base score and the performance score
Clinical Information Reconciliation Note: The Promoting Interoperability (Pl) score is the combined total of the required Base

Patient-Specific Education Score (50%), the Performance Score (up to 90%), and the Bonus Score (up to 15%). If the Base

; Score is not completed then the eligible clinician will automatically receive a zero (0) for the
Secure Messaging

= = entire Pl performance category score. The Performance Score can be met from a combination
View, Download or Transmit (VDT)

|~ WN|-

of all the performance measures.
Patient Generated Health Data
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2018 Quality Measures

Measure Title and Description

001 Diabetes: Hemoglobin Alc
(HbAlc) Poor Control (>9%)
Description:

Percentage of patients 18-75 years
of age with diabetes who had
hemoglobin Alc > 9.0% during the
measurement period

Measure Number

Measure 001

(NQF 0059)

NQS Domain: Effective Clinical
Care

Measure Type: Intermediate
Outcome -INVERSE

High Priority Measure: YES

Version 6.0 — updated 9/4/2018

Falcon Functionality

Denominator

Record Demographics
Main Menu > Patient Manager > Demographics >
record date of birth

Record Diagnosis
Main Menu > eCharting > Left Hand Side > choose
Problems tab > record patient problems/diagnosis

Qualifying Visit

Venue of Care: Office

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template

Note: this workflow requires the encounter and superbill
to be signed and finalized in order to be included in
your MIPS metrics

Denominator Exclusion

Record Hospice Exclusion

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS
(Quality) Button > navigate to Measure #1 and record
by selecting appropriate check box.

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

Definition

Instructions:

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

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

DENOMINATOR EXCLUSION:
Hospice services provided to patient any time
during the measurement period: G9687

NUMERATOR:

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

Numerator Instructions:

INVERSE MEASURE - A lower calculated
performance rate for this measure indicates
better clinical care o
Not Met” numer ator opt
the representation of the better clinical quality or
control. Reporting that numerator option will
produce a performance rate that trends closer to
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A (CPT G9687) Hospice services provided to
patient any time during the measurement period

A Note: this workflow requires the encounter and
superbill to be signed and finalized in order to be
included in your MIPS metrics.

Numerator

Review lab results and document findings (2 step
workflow)

Ste

p 17 Review Lab Results

To review lab results and document findings in
Falcon

Patient Manager > Results Inquiry and

eCharting > Left Hand Side > Labs

(or)

To manually enter and review lab results
Patient Manager > Results Inquiry > Click New Ext
Result

(and)

Step 21 Document findings

Mai

n Menu > eCharting > Encounter > encounter note

using Office Visit Master Template > select MIPS

(Qu

ality) Button > navigate to Measure #1 and record

by selecting appropriate check box.

(or)

Mai

n Menu > eCharting > Encounter > encounter note

using Office Visit Master Template > navigate to

ATop

0%, as quality increases. For inverse measures,
a rate of 100% means all of the denominator
eligible patients did not receive the appropriate
care or were not in proper control. Patient is
numerator compliant if most recent HbAlc level
>9% or is missing a result or if an HbAlc test
was not done during the measurement year.
Ranges and thresholds do not meet criteria for
this indicator. A distinct numeric result is
required for numerator compliance.

For qualifying diagnosis and procedure codes
please reference CMS documentation:

Details — link to CMS document
Version 2.0 12/11/2017



http://www.davitaphysiciansolutions.com/wp-content/uploads/2018/01/2018_Measure_001_Registry.pdf

Procedures Section >document appropriate procedure
code that reflects the care provided by clinician
A (CPT 3044F) Most recent HBA1c Level <7.0%
A (CPT 3045F) Most recent hemoglobin Alc
(HbAZ1c) level 7.0 to 9.0%
A (CPT 3046F) Most recent hemoglobin Alc level
> 9.0%

Considerations

A Auto-calculated lab results are derived from
manually entered results or appropriately coded*
external results that are added to patient record.

A Denominator exclusions must be documented in
the encounter note or via the MIPS (Quality)
Button

A Most recent HGBA1c for the reporting period will
be used.

A All workflows are using web application, unless
otherwise specified as an iPad workflow.

(*) Appropriately coded are tests with LOINC
assignment, provided by performing laboratory

047 Care Plan Denominator Instructions:
Description: This measure is to be reported a minimum of
Percentage of patients aged 65 Record Demographics once per performance period for patients seen
years and older who have an Main Menu > Patient Manager > Demographics during the performance period. There is no
advance care plan or surrogate record date of birth diagnosis associated with this measure. This
decision maker documented in the measure may be reported by eligible clinicians
medical record or documentation in Qualifying Visit who perform the quality actions described in the
the medical record that an advance | y/anue of Care: Office measure based on the services provided and
care plan was discussed but the Main Menu > eCharting > Encounter > encounter note the measure-specific denominator coding.
patient did not wish or was not able

& using Office Visit Master Template
to name a surrogate decision DENOMINATOR:

maker or provide an advance care | note: this workflow requires the encounter and superbill All patients aged 65 years and older

plan. to be signed and finalized in order to be included in o
Measure Number your MIPS metrics _DE_NOMINATOR NOTE: El!glble clinicians
Measure 047 indicating the Place of Service as the
(NQF 0326)
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Domain: Communication and Care Denominator Exclusion

Coordination
Measure Type: Process
High Priority Measure: YES

Version 6.0 — updated 9/4/2018

Record Hospice Exclusion

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS
(Quality) Button > navigate to Measure #47 and record
by selecting appropriate check box.

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

A CPT G9692) Hospice services received by

patient any time during the measurement period

A Note: this workflow requires the encounter and

superbill to be signed and finalized in order to be
included in your MIPS metrics

Numerator

Record Advance Care Plan Documented and
Document Decision Maker (2 step workflow)

Step 17 Record Advance Care Plan Documented
Main Menu > eCharting > Encounter > select MIPS
(Quality) Button > Navigate to Measure 047 and record
by selecting appropriate check box

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

A (CPT 1123F) Advance Care Planning discussed

and documented; advance care plan or

2Top

emergency department will not be included in
this measure.

DENOMINATOR EXCLUSION:
Hospice services received by patient any time
during the measurement period: G9692

NUMERATOR:

Patients who have an advance care plan or
surrogate decision maker documented in the
medical record or documentation in the medical
record that an advance care plan was discussed
but patient did not wish or was not able to name
a surrogate decision maker or provide an
advance care plan

Numerator Instructions: I f patien
and/or spiritual beliefs preclude a discussion of
advance care planning, report 1124F.

NUMERATOR NOTE: The CPT Category Il
codes used for this measure indicate: Advance
Care Planning was discussed and documented.
The act of using the Category Il codes on a
claim indicates the provider confirmed that the
Advance Care Plan was in the medical record
(that is, at the point in time the code was
assigned, the Advance Care Plan in the medical
record was valid) or that advance care planning
was discussed. The codes are required annually
to ensure that the provider either confirms
annually that the plan in the medical record is
still appropriate or starts a new discussion. The
provider does not need to review the Advance
Care Plan annually with the patient to meet the
numerator criteria; documentation of a
previously developed advanced care plan that is
still valid in the medical record meets numerator



110

Preventive Care and Screening:

Influenza Immunization
Percentage of patients aged 6
months and older seen for a visit
between October 1 and March 31
who received an influenza
immunization OR who reported
previous receipt of an influenza
immunization.

Measure Number

Measure 110

(NQF 0041)

Domain: Community Population
Health

Measure Type: Process

High Priority Measure: No

Version 6.0 — updated 9/4/2018

surrogate decision maker documented in the
medical record

A (CPT 1124F) Advance Care Planning discussed
and documented in the medical record; patient
did not wish or was not able to name a
surrogate decision maker or provide an advance
care plan

Step 217 Document Care Plan and Decision Maker
Navigate to Assessment & Plan section > document
Advance Care plan and decision maker in the
Assessment and Plan of Treatment

Considerations

A Please note that by checking the appropriate
box you are attesting that you have completed
the measure steps as described.

A Denominator exclusions must be recorded in
encounter note or via the MIPS (Quality) Button

A All workflows are using web application, unless
otherwise specified as an iPad workflow.

Denominator

Record Demographics
Main Menu > Patient Manager > Demographics
record date of birth

Qualifying Visit

Venue of Care: Office and Dialysis (All Modalities)
Main Menu > eCharting > Encounter > encounter note
using Office Visit or Dialysis Master Templates

Note: this workflow requires the encounter and superbill
(for office note only) to be signed and finalized in order
to be included in your MIPS metrics

ATop

criteria

Services typically provided under CPT codes
99497 and 99498 satisfy the requirement of
Advance Care Planning discussed and
documented, minutes. If a patient received
these types of services, submit CPT Il 1123F or
1124F.

For qualifying diagnosis and procedure codes
please reference CMS documentation:

Details — links to CMS document
Version 2.0 12/11/2017

Instructions:

This measure is to be reported a minimum of
once for visits for patients seen between
January and March for the 2016-2017 influenza
season AND a minimum of once for visits for
patients seen between October and December
for the 2017-2018 influenza season. This
measure is intended to determine whether or not
all patients aged 6 months and older received
(either from the reporting eligible clinician or
from an alternate care provider) the influenza
immunization during the flu season. There is no
diagnosis associated with this measure. This
measure may be reported by eligible clinicians
who perform the quality actions described in the
measure based on the services provided and
the measure specific denominator coding.


http://www.davitaphysiciansolutions.com/wp-content/uploads/2018/01/2018_Measure_047_Registry.pdf
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Denominator Exception

Record Influenza immunization not administered
and Document Exception (2 step workflow)

Step 1 - Record Influenza immunization not
administered

Main Menu > eCharting > Encounter > encounter note
using Office Visit or Dialysis Master Templates > select
MIPS (Quality) Button > navigate to Measure 110 and
record by selecting appropriate check box

Step 217 Document Exception
Navigate to Vaccine tab > select add vaccine history
button > select Vaccine Hx Refused tab > enter the

reason that the influenza vaccine was not administered.

Numerator

Record Influenza Vaccine Administered either by
Your Practice or Outside of your Practice

By Your Practice

Record Influenza Vaccine Administered by Your
practice

Main Menu > eCharting > Encounter > encounter note
using Office Visit and Dialysis Master Templates >
select MIPS (Quality) Button > navigate to Measure
#110 and record by selecting appropriate check box.

(or)

Main Menu > eCharting > Left Hand Side > navigate to
Vaccine tab > select add Vaccine button > enter
influenza vaccine information

Outside of Your Practice
Record Influenza Vaccine Administered outside

ATop

A 1f reporting this me
2017 and March 31, 2017, quality-data code
G8482 should be reported when the influenza
immunization is administered to the patient
during the months of August, September,
October, November, and December of 2016 or
January, February, and March of 2017 for the flu
season ending March 31, 2017.

A 1f reporting this me
2017 and December 31, 2017, quality-data code
G8482 should be reported when the influenza
immunization is administered to the patient
during the months of August, September,
October, November, and December of 2017 for
the flu season ending March 31, 2018.

A Influenza i mmunizat:i
the month of August or September of a given flu
season (either 2016-2017 flu season OR 2017-
2018 flu season) can be reported when a visit

occurs during the flu season (October 1 - March
31). In these cases, G8482 should be reported.

DENOMINATOR:

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

DENOMINATOR NOTE: For the purposes of
the program, in order to submit on the flu
season 2017-2018, the patient must have a
qualifying encounter between January 1 and
March 31, 2018. In order to submit on the flu
season 2018-2019, the patient must have a
qualifying encounter between October 1 and
December 31, 2018. A qualifying encounter
needs to occur within the flu season that is
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Your practice

Main Menu > eCharting > Encounter > encounter note
using Office Visit and Dialysis Master Templates >
select MIPS (Quality) Button > navigate to Measurel10
and record by selecting appropriate check box

(or)

Main Menu > eCharting > Left Hand Side > navigate to
Vaccine tab > select add Vaccine button > Select
history > enter influenza vaccine history information

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

A (CPT G8482) Influenza vaccine
administered or previously received

A Note: this workflow requires the encounter
and superbill to be signed and finalized in
order to be included in your MIPS metrics

Considerations

A Denominator exception must be documented in
the encounter note or via the MIPS (Quality)
Button

A Please note that by checking the appropriate
box you are attesting that you have completed
the measure steps as described.

A All workflows are using web application, unless
otherwise specified as an iPad workflow.

ATop

being submitted; any additional encounter(s)
may occur at any time within the measurement
period. *Signifies that this CPT Category | code
is a non-covered service under the Medicare
Part B Physician Fee Schedule (PFS). These
non-covered services should be counted in the
denominator population for registry based
measures.

DENOMINATOR EXCEPTION:

Influenza immunization was not administered for
reasons documented by clinician (e.g., patient
allergy or other medical reasons, patient
declined or other patient reasons, vaccine not
available or other system reasons) (G8483)

NUMERATOR:

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

NUMERATOR NOTE: Denominator
Exception(s) are determined at the time of the
denominator eligible encounter during the
current flu season

Numerator Instructions: The numerator for this
measure can be met by submitting either
administration of an influenza vaccination or that
the patient reported previous receipt of the
current season’s influ
performance of the numerator is not met, an
eligible clinician can submit a valid denominator
exception for having not administered an
influenza vaccination. For eligible clinicians
submitting a denominator exception for this
measure, there should be a clear rationale and
documented reason for not administering an



111

Pneumococcal Vaccination
Status for Older Adults
Percentage of patients 65 years of
age and older who have ever
received a pneumococcal vaccine.
Measure Number

Measure 111

(NQF 0043)

Domain: Community Population
Health

Measure Type: Process

High Priority Measure: No

Version 6.0 — updated 9/4/2018

Denominator

Record Demographics
Main Menu > Patient Manager > Demographics
record date of birth

Qualifying Visit
Venue of Care: Office

Main Menu > eCharting > Encounter > encounter note

using Office Visit Master Template

Note: this workflow requires the encounter and superbill
to be signed and finalized in order to be included in

your MIPS metrics

ATop

influenza immunization if the patient did not
indicate previous receipt, which could include a
medical reason (e.g., patient allergy), patient
reason (e.g., patient declined), or system reason
(e.g., vaccination not available). The system
reason should be indicated only for cases of
disruption or shortage of influenza vaccination
supply. As a result of updated CDC/ACIP
guidelines which include the interim
recommendation that live attenuated influenza
vaccine (LAIV) should not be used due to low
effectiveness against influenza A(HLN1)pdmO09
in the United States during the 2013-14 and
2015-16 seasons, LAIV or intranasal flu vaccine
is no longer an option for numerator eligibility.

For qualifying diagnosis and procedure codes
please reference CMS documentation:

Details — links to CMS document
Version 2.0 12/11/2017

Instructions:

This measure is to be reported a minimum of
once per performance period for patients seen
during the performance period. There is no
diagnosis associated with this measure.
Performance for this measure is not limited to
the performance period. This measure may be
reported by eligible clinicians who perform the
quality actions described in the measure based
on services provided and the measure-specific
denominator coding.

DENOMINATOR:
Patients 65 years of age and older with a visit
during the measurement period


http://www.davitaphysiciansolutions.com/wp-content/uploads/2018/01/2018_Measure_110_Registry.pdf
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Denominator Exclusion

Record Hospice Exclusion

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS
(Quality) Button > navigate to Measure #111 and record
by selecting appropriate check box.

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

A (CPT G9707) Patient received hospice
services any time during the measurement
period

A Note: this workflow requires the encounter
and superbill to be signed and finalized in
order to be included in your MIPS metrics.

Numerator

Record Pneumococcal Vaccine Administered either
by Your Practice or Outside of your Practice

By Your Practice

Record Pneumococcal Vaccine Administered By
Your Practice

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS
(Quality) Button > Navigate to Measure 111 and record
by selecting appropriate check box

(or)

Main Menu > eCharting > Left Hand Side > navigate to
Vaccine tab > select add Vaccine button > enter

ATop

DENOMINATOR NOTE: This measure
assesses whether patients 65 years of age or
older have received one or more pneumococcal
vaccinations.

DENOMINATOR EXCLUSION:
Patient received hospice services any time
during the measurement period: G9707

NUMERATOR:
Patients who have ever received a
pneumococcal vaccination

NUMERATOR NOTE: While the measure
provides credit for adults 65 years of age and
older who have ever received either the PCV13
or PPSV23 vaccine (or both), according to ACIP
recommendations, patients should receive both
vaccines. The order and timing of the
vaccinations depends on certain patient
characteristics, and are described in more detail
in the ACIP recommendations.

For qualifying diagnosis and procedure codes
please reference CMS documentation:

Details — links to CMS document
Version 2.0 12/11/2017



http://www.davitaphysiciansolutions.com/wp-content/uploads/2018/01/2018_Measure_111_Registry.pdf
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pneumococcal vaccine information

Outside of Your Practice

Record Pneumococcal Vaccine Administered
Outside of Your Practice

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS
(Quality) Button > Navigate to Measure 111 and record
by selecting appropriate check box

(or)

Main Menu > eCharting > Left Hand Side > navigate to
Vaccine tab > select add Vaccine button > Select
History Tab> enter pneumococcal vaccine history
information

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

A (CPT 4040F) Pneumococcal vaccine
administered or previously received

A Note: this workflow requires the encounter
and superbill to be signed and finalized in
order to be included in your MIPS metrics

Considerations

A Denominator exclusions must be
documented to be excluded from measure

A Please note that by checking the appropriate
box you are attesting that you have
completed the measure steps as described.

A All workflows are using web application,
unless otherwise specified as an iPad
workflow.




119 | Diabetes: Medical Attention for
Nephropathy

The percentage of patients 18-75
years of age with diabetes who had
a nephropathy screening test or
evidence of nephropathy during the
measurement period

Measure Number

Measure 119

(NQF 0062)

Domain: Effective Clinical Care
Measure Type: Process

High Priority Measure: No

Version 6.0 — updated 9/4/2018

Denominator

Record Demographics
Main Menu > Patient Manager > Demographics
record date of birth

Record Diagnosis
Main Menu > eCharting > Left Hand Side > choose
Problems tab > record patient problems/diagnosis

Qualifying Visit

Venue of Care: Office

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template

Note: this workflow requires the encounter and superbill
to be signed and finalized in order to be included in
your MIPS metrics

Denominator Exclusion

Record Hospice Exclusion

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS
(Quality) Button > navigate to Measure #119 and record
by selecting appropriate check box.

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

A (CPT G9715) Patient received hospice
services any time during the measurement
period

A Note: this workflow requires the encounter
and superbill to be signed and finalized in

2Top

Instructions:

This measure is to be reported a minimum of
once per performance period for all patients with
diabetes mellitus seen during the performance
period. This measure may be reported by
eligible clinicians who perform the quality
actions described in the measure based on the
services provided and the measure-specific
denominator coding.

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

DENOMINATOR EXCLUSION:
Patients who use hospice services any time
during the measurement period: G9715

NUMERATOR:

Patients with a screening for nephropathy or
evidence of nephropathy during the
measurement period

For qualifying diagnosis and procedure codes
please reference CMS documentation:

Details — links to CMS document
Version 2.0 12/11/2017



http://www.davitaphysiciansolutions.com/wp-content/uploads/2018/01/2018_Measure_119_Registry.pdf
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order to be included in your MIPS metrics.

Numerator

Record/Review Laboratory results, Treatment and
Record Findings for Nephropathy (3 step workflow)

Step 17 Review Recorded Laboratory Results
Patient Manager > Results Inquiry or eCharting > Left
Hand Side > Labs> Review lab results

(or)

Record/Review Laboratory Results
Patient Manager > Results Inquiry > Click New Ext
Result> complete entry and review lab results

Step 21 Record/Review Treatment
Patient Manager > Medications > Click New Medication
> complete entry and review treatment

Step 31 Record Findings

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS
(Quality) Button > navigate to Measure #119 and record
by selecting appropriate check box.

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician
A (CPT 3060F) Positive microalbuminuria test
result documented and reviewed
A (CPT 3061F) Negative microalbuminuria test
result documented and reviewed
A (CPT 3062F) Positive macroalbuminuria test
result documented and reviewed

ATop




122 Adult Kidney Disease: Blood

Pressure Management
Percentage of patient visits for
those patients aged 18 years and
older with a diagnosis of chronic
kidney disease (CKD) (stage 3, 4,
or 5, not receiving Renal
Replacement Therapy [RRT]) with
a blood pressure < 140/90 mmHg
OR = 140/90 mmHg
documented plan of care
Measure Number

Measure 122

Domain: Effective Clinical Care
Measure Type: Intermediate
Outcome

High Priority Measure: Yes

Version 6.0 — updated 9/4/2018

A (CPT 3066F) Documentation of treatment for
nephropathy (eg, patient receiving dialysis,
patient being treated for ESRD, CRF, ARF,
or renal insufficiency, any visit to a
nephrologist)

A (CPT G8506) Patient receiving angiotensin
converting enzyme (ACE) inhibitor or
angiotensin receptor blocker (ARB) therapy

A Note: this workflow requires the encounter
and superbill to be signed and finalized in
order to be included in your MIPS metrics

Considerations
A Denominator exclusions must be documented to
be excluded from the measure
A All workflows are using web application unless
otherwise specified as an iPad workflow.

Denominator

Record Demographics
Main Menu > Patient Manager > Demographics
record date of birth

Record Diagnosis
Main Menu > eCharting > Left Hand Side > choose
Problems tab > record patient problems/diagnosis

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Problems section > record patient problems/diagnosis

Qualifying Visit

Venue of Care: Office

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template

Instructions:

This measure is to be reported at each
denominator eligible visit indicated within the
denominator, for patients with a diagnosis of
chronic kidney disease (CKD) (stage 3, 4, or 5,
not receiving RRT) seen during the performance
period. It is anticipated that eligible clinicians
providing care for patients with CKD will submit
this measure.

DENOMINATOR:

All patient visits for those patients aged 18 years
and older with a diagnosis of CKD (stage 3, 4, or
5, not receiving RRT)

NUMERATOR:

Patient visits with blood pressure < 140/90
mmHg OR = 140/ 90 mmHg
plan of care
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Note: this workflow requires the encounter and superbill
to be signed and finalized in order to be included in
your MIPS metrics

Numerator

Record and Document Blood Pressure Management
(2 step workflow)

Step 1- Record/Review Blood Pressure

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to Vitals
section > record patient’ ¢

Step 217 Document If Elevated Blood Pressure Plan
Needed

Main Menu > eCharting > Encounter > select MIPS
(Quality) Button > Navigate to Measure 122 and record
by selecting appropriate check box

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician
A (CPT G8476) Most recent blood pressure has a
systolic measurement of < 140 mmHg AND a
diastolic measurement of < 90 mmHg
A (CPT G8477 and CPT 0513F) Most recent blood
pressure has a systoli
mmHg and/ or a diastoli
mmHg AND Elevated blood pressure plan of
care documented

ATop

Numerator Instructions: If multiple blood
pressure measurements are taken at a single
visit, use the most recent measurement taken at
that visit.

For qualifying diagnosis and procedure codes
please reference CMS documentation:

Details — links to CMS document
Version 2.0 12/11/2017



http://www.davitaphysiciansolutions.com/wp-content/uploads/2018/01/2018_Measure_122_Registry.pdf

128

Preventive Care and Screening:
Body Mass Index (BMI)
Screening and Follow-Up Plan
Percentage of patients aged 18
years and older with a BMI
documented during the current
encounter or during the previous
twelve months AND with a BMI
outside of normal parameters, a
follow-up plan is documented
during the encounter or during the
previous twelve months of the
current encounter

Normal Parameters: Age 18 years

and ol der B MI >

kg/m2

Measure Number

Measure 128

(NQF 0421)

Domain: Community/Population
Health

Version 6.0 — updated 9/4/2018

Step 3717 Document Elevated Blood Pressure Plan
Navigate to Assessment & Plan section of the
Encounter > document elevated blood pressure plan in
Care Plan section

Considerations

A Systolic measure of <140mmHg AND diastolic
measure of <90 mmHg is required for
performance met.

A If systolic measure OR diastolic measure are
outside these ranges, plan care documented
must be in place to meet the measure.

A All workflows are using web application, unless
otherwise specified as an iPad workflow.

Denominator

Record Demographics
Main Menu > Patient Manager > Demographics
record date of birth

Qualifying Visit

Venue of Care: Office

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template

Note: this workflow requires the encounter and superbill
to be signed and finalized in order to be included in
your MIPS metrics

1 Denominator Exclusion

Record Follow up Plan Not Completed and
Document Exclusion (2 step workflow)

Step 1 - Record Follow up Plan Not Completed
Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS

2Top

Instructions:

There is no diagnosis associated with this
measure. This measure is to be submitted a
minimum of once per performance period for
patients seen during the performance period.
This measure may be submitted by eligible
clinicians who perform the quality actions
described in the measure based on the services
provided at the time of the qualifying visit and
the measure-specific denominator coding. The
BMI may be documented in the medical record
of the provider or in outside medical records
obtained by the provider. If the most recent
documented BMI is outside of normal
parameters, then a follow-up plan must be
documented during the encounter or during the
previous twelve months of the current
encounter. The documented follow-up plan must
be based on the most recent documented BMI
outside of nor mal par a
referred to nutrition counseling for BMI above or
bel ow nor mal parameter
examples of follow-up plan treatments). If more



Measure Type: Process
High Priority Measure: No

Version 6.0 — updated 9/4/2018

(Quality) Button > navigate to Measure #128 and record
by selecting appropriate check box.

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

A

A

(CPT G8422) BMI not documented,
documentation the patient is not eligible for BMI
calculation

(CPT G8938) BMI is documented as being
outside of normal limits, follow-up plan is not
documented, documentation the patient is not
eligible

Note: this workflow requires the encounter and
superbill to be signed and finalized in order to be
included in your MIPS metrics

Step 2 - Document Exclusion
Navigate to Assessment & Plan > document exclusion
in Care Plan section

Denominator Exception

Record BMI, record it is Outside of Normal Range

and Document Exception (3 step workflow)

Step 17 Record/Evaluate Vitals Height and Weight

Main Menu > eCharting > Encounter > new encounter
using Master Office Visit Template > navigate to Vitals

section >

record patient

Step 21 Record BMI Outside of Normal Range

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS

¢

ATop

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

DENOMINATOR:

All patients aged 18 years and older on the date
of the encounter with at least one eligible
encounter during the measurement period.

DENOMINATOR NOTE: *Signifies that this CPT
Category | code is a non-covered service under
the Medicare Part B Physician Fee Schedule
(PFS). These non-covered services should be
counted in the denominator population for
registry-based measures.

DENOMINATOR EXCLUSIONS:

BMI not documented, documentation the patient
is not eligible for BMI calculation: G8422 OR
BMI is documented as being outside of normal
limits, follow-up plan is not documented,
documentation the patient is not eligible: G8938

DENOMINATOR EXCEPTION

BMI is documented as being outside of normal
limits, follow-up plan is not completed for
documented reason (G9716)

NUMERATOR:

Patients with a documented BMI during the
encounter or during the previous twelve months,
AND when the BMI is outside of normal
parameters, a follow-up plan is documented

* during the encounter or during the previous

twelve months of the current encounter

Numerator Instructions:



ATop

(Quiality) Button > navigate to Measure #128 and record | « Height and Weight - An eligible professional

by selecting appropriate check box. or their staff is required to measure both height
and weight. Both height and weight must be
(or) measured within twelve months of the current
encounter and may be obtained from separate
Navigate to Procedures Section > document encounters. Self-reported values cannot be
appropriate procedure code that reflects the care used.
provided by clinician
A (CPT G9716) BMI is documented as A Fo JUp RIam — If the most recent
being outside of normal I|m|t5, fO”OW-Up documented BMI is outside of normal
plan is not Completed for documented parameters1 then a fo”ow_up p|an is
_ reason documented during the encounter or during the
A Note: this workflow requires the previous twelve months of the current

encounter and superbill to be signed and ' encounter. The documented follow-up plan must
finalized in order to be included in your be based on the most recent documented BMI,

MIPS metrics outside of normal para
) _ referred to nutrition counseling for BMI above or
Step 31 Document Exception bel ow normal parameter

Navigate to Assessment & Plan > document exception examples of follow-up plan treatments).
in Care Plan section

* Performance Met for G8417 & G8418

Numerator
e | f the provider d
Record Vitals Height and Weight and Document follow-up plan at the current visit OR
Follow-up Plan (3 step workflow) e | f the patient ha
within the previous twelve months of the
Step 17 Record/Evaluate Vitals Height and Weight current encounter, the provider
Main Menu > eCharting > Encounter > new encounter documents a follow-up plan at the
using Master Office Visit Template > navigate to Vitals current visit OR _
section > record patient’ ¢ - |If the patient ha
within the previous twelve months of the
Step 27 Record If BMI Follow-up Plan is Needed current encounter AND the patient has a
Main Menu > eCharting > Encounter > select MIPS docqmented follow-up plan fqr a BMI
(Quality) Button > Navigate to Measure 128 and record outside normal parameters within the
by selecting appropriate check box previous twelve months of the current
visit
(or)

For qualifying diagnosis and procedure codes
please reference CMS documentation:

Version 6.0 — updated 9/4/2018



130 Documentation of Current
Medications in the Medical
Record
Percentage of visits for patients
aged 18 years and older for which
the eligible professional or eligible

Version 6.0 — updated 9/4/2018

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to Details — links to CMS document
Procedures Section > document appropriate procedure | Version 2.0 12/11/2017
code that reflects the care provided by clinician:
A (CPT G8420) BMI is documented within
NORMAL parameters and no follow-up
plan is required
A (CPT G8417) BMI is documented
ABOVE normal parameters and a follow-
up plan is documented
A (CPT G8418) BMI is documented
BELOW normal parameters and a follow-
up plan is documented
A Note: this workflow requires the
encounter and superhill to be signed and
finalized in order to be included in your
MIPS metrics

Step 31 Document BMI Follow-Up Plan for Above
or Below normal limits

Navigate to Assessment & Plan section of the
Encounter > document a follow-up plan to address BMI
outside of normal parameters in Care Plan section

Considerations
A Denominator exclusions and denominator
exceptions must be documented to be excluded
or exempt from the measure.
A Please note that by checking the appropriate
box you are attesting that you have completed
the measure steps as described.
A All workflows are using web application, unless
otherwise specified as an iPad workflow.
Denominator Instructions:
This measure is to be reported at each
denominator eligible visit during the 12 month
performance period. Eligible clinicians meet the
intent of this measure by making their best effort
to document a current, complete and accurate

Record Demographics
Main Menu > Patient Manager > Demographics
record date of birth


http://www.davitaphysiciansolutions.com/wp-content/uploads/2018/01/2018_Measure_128_Registry.pdf

clinician attests to documenting a
list of current medications using all
immediate resources available on
the date of the encounter. This list
must include ALL known
prescriptions, over-the-counters,
herbals, and vitamin/mineral/dietary
(nutritional) supplements AND must
contain the medi
dosage, frequency and route of
administration

Measure Number

Measure 130

(NQF 0419)

Domain: Patient Safety
Measure Type: Process
High Priority Measure: Yes

Version 6.0 — updated 9/4/2018

(

Qualifying Visit

Venue of Care: Office

Main Menu > eCharting > Encounter > encounter note
using Master Template

Note: this workflow requires the encounter and superbill
to be signed and finalized in order to be included in
your MIPS metrics

Denominator Exception

Record Medications Not Documented and
Document Exception (2 step workflow)

Step 17 Record Medications Not Documented

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS
(Quality) Button > navigate to Measure #130 and record
by selecting appropriate check box.

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician:

A (CPT G8430) Eligible clinician attests to

documenting in the medical record the patient is
not eligible for a current list of medications being
obtained, updated, or reviewed by the eligible
clinician

Note: this workflow requires the encounter and
superbill to be signed and finalized in order to be
included in your MIPS metrics

2Top

medication list during each encounter. There is
no diagnosis associated with this measure. This
measure may be reported by eligible clinicians
who perform the quality actions described in the
measure based on the services provided and
the measure-specific denominator coding.

DENOMINATOR: All visits for patients aged 18
years and older

DENOMINATOR NOTE: *Signifies that this CPT
Category | code is a non-covered service under
the Medicare Part B Physician Fee Schedule
(PFS). These non-covered services should be
counted in the denominator population for
registry-based measures.

DENOMINATOR EXCEPTION:

Eligible clinician attests to documenting in the
medical record the patient is not eligible for a
current list of medications being obtained,
updated, or reviewed by the eligible clinician
(G8430)

NUMERATOR:

Eligible professional or eligible clinician attests
to documenting, updating or reviewing a
patient’s current medi
immediate resources available on the date of
encounter. This list must include ALL known
prescriptions, over the counters, herbals, and
vitamin/mineral/dietary (nutritional) supplements
ANDmustcont ain the medic
dosages, frequency and route of administration

NUMERATOR NOTE: The eligible clinician must
document in the medical record they obtained,
updated, or reviewed a medication list on the
date of the encounter. Eligible clinicians
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Step 21 Document Exception
Navigate to Assessment & Plan > document exception
in Care Plan section

Numerator

Reconcile Medications and Document
Reconciliation Performed (2 step workflow)

Step 1 - Reconcile Medications
Main Menu > eCharting > Left hand Side> navigate to
Medications tab > reconcile medications

Step 27 Document Reconciliation Performed

Main Menu > eCharting > Encounter > select MIPS
(Quality) Button > navigate to Measure 130 and select
appropriate check box

(or)

Step 1 - Reconcile Medications
Main Menu > eCharting > Left hand Side> navigate to
Medications tab > reconcile medications

Step 27 Document Reconciliation Performed

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
medications/allergies > medication reconciliation
section > check box selected for current medications
documented

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

submitting this measure may document
medication information received from the
patient, authorized representative(s),
caregiver(s) or other available healthcare
resources. By submitting the action described in
this measure, the provider attests to having
documented a list of current medications
utilizing all immediate resources available at the
time of the encounter. G8427 should be
submitted if the eligible clinician documented
that the patient is not currently taking any
medications

For qualifying diagnosis and procedure codes
please reference CMS documentation:

Details — links to CMS document
Version 2.0 12/11/2017



http://www.davitaphysiciansolutions.com/wp-content/uploads/2018/01/2018_Measure_130_Registry.pdf

A (CPT G8427) Eligible clinician attests to
documenting in the medical record they
obtained, updated, or
current medications

A Note: this workflow requires the encounter
and super bill to be signed and finalized in
order to be included in your MIPS metrics

Step 1 - If Patient has been transitioned into your
care (single step only)

Message Center > Direct Messages > open document
by selecting patient Clinical Summary > select Clinical
Info button > reconcile medications

Considerations

A The denominator exceptions must be
documented in the encounter note or via the
MIPS (Quality) Button

A Please note that by checking the appropriate
box you are attesting that you have completed
the measure steps as described.

A All workflows are using web application, unless
otherwise specified as an iPad workflow.

226 Denominator (Criteria 1)

Preventive Care and Screening: Instructions:

Tobacco Use: Screening and
Cessation Intervention
Percentage of patients aged 18
years and older who were
screened for tobacco use one or
more times within 24 months AND
who received tobacco cessation
intervention if identified as a
tobacco user.

Measure Number

Measure 226

(NQF 0028)

Domain: Community/ Population
Health

Version 6.0 — updated 9/4/2018

DENOMINATOR (SUBMISSION CRITERIA 1):
All patients aged 18 years and older seen for at

least two visits or at least one preventive visit
during the measurement period

Record Demographics
Main Menu > Patient Manager > Demographics
record date of birth

Qualifying Visit
Venue of Care: Office Only

This measure is to be submitted once per
performance period for patients seen during the
performance period. This measure is intended to
reflect the quality of services provided for
preventive screening for tobacco use. For the
purposes of the measure, the most recent
denominator eligible encounter should be used
to determine if the numerator action for each of
the submission criteria was performed within the
24 month look back period from the date of the
denominator eligible encounter.

Measure Submission: The listed denominator
criteria is used to identify the intended patient



Measure Type: Process
High Priority Measure: No

Version 6.0 — updated 9/4/2018

Main Menu > eCharting > Encounter > encounter note

using Office Visit Master Template

Denominator Exception (Criteria 1)
Submission Criteria 1
Document medical reason(s) for not screening for

tobacco use (e.g., limited life expectancy, other medical

reason.) (G9904)

Step 1

Main Menu > eCharting > Encounter > encounter note

using Office Visit Master Template > select MIPS

(Quality) Button > navigate to Measure #226 and record

by selecting appropriate check box.

Step 2
Document Exception
Navigate to Assessment and Plan Section and

document in the Assessment and Plan of Treatment

section
Numerator (Criteria 1)

Submission Criteria 1

Patients who were screened for tobacco use at

least once within 24 months

Document patient was screened for tobacco use AND

identified as a tobacco user (G9902)
OR

Document patient screened for tobacco use AND
identified as a tobacco non-user (G9903)

ATop

population. The numerator options included in
this specification are used to submit the quality
actions allowed by the measure. The quality-
data codes listed do not need to be submitted
for registry submissions; however, these codes
may be submitted for those registries that utilize
claims data.

THERE ARE THREE SUBMISSION CRITERIA
FOR THIS MEASURE:

1. Percentage of patients aged 18 years and
older who were screened for tobacco use one or
more times within 24 months

2. Percentage of patients aged 18 years and
older who were screened for tobacco use and
identified as a tobacco user who received
tobacco cessation intervention

3. Percentage of patients aged 18 years and
older who were screened for tobacco use one or
more times within 24 months AND who received
tobacco cessation intervention if identified as a
tobacco user

SUBMISSION CRITERIA 1: ALL PATIENTS
WHO WERE SCREENED FOR TOBACCO
USE

DENOMINATOR (SUBMISSION CRITERIA 1):
All patients aged 18 years and older seen for at
least two visits or at least one preventive visit
during the measurement period
DENOMINATOR NOTE: *Signifies that this CPT
Category | code is a non-covered service under
the Medicare Part B Physician Fee Schedule
(PFS). These non-covered services should be
counted in the denominator population for
registry-based measures
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Main Menu > eCharting > Encounter > encounter note

using Office Visit Master Template > select MIPS

(Quality) Button > navigate to Measure #226 and record

by selecting appropriate check box

Denominator (Criteria 2)

DENOMINATOR (SUBMISSION CRITERIA 2):

All patients aged 18 years and older seen for at least

two visits or at least one preventive visit during the

measurement period who were screened for tobacco

use and identified as a tobacco user

Record Demographics
Main Menu > Patient Manager > Demographics
record date of birth

Qualifying Visit
Venue of Care: Office Only

Main Menu > eCharting > Encounter > encounter note

using Office Visit Master Template

Note: this workflow requires the encounter and superbill
to be signed and finalized in order to be included in

your MIPS metrics
Denominator Exception (Criteria 2)

Submission Criteria 2

Document medical reason(s) for not providing tobacco
cessation intervention (e.g., limited life expectancy,

other medical reason) (G9907)

Step 1

Main Menu > eCharting > Encounter > encounter note

using Office Visit Master Template > select MIPS

ATop

NUMERATOR (SUBMISSION CRITERIA 1):
Patients who were screened for tobacco use at
least once within 24 months

Definitions: Tobacco Use i Includes any type
of tobacco

NUMERATOR NOTE: In the event that a patient
is screened for tobacco use and tobacco status
is unknown, submit G9905. Denominator
Exception(s) are determined on the date of the
most recent denominator eligible encounter for
all submission criteria.

SUBMISSION CRITERIA 2: ALL PATIENTS
WHO WERE IDENTIFIED AS A TOBACCO
USER AND WHO RECEIVED TOBACCO
CESSATION INTERVENTION

DENOMINATOR (SUBMISSION CRITERIA 2):
All patients aged 18 years and older seen for at
least two visits or at least one preventive visit
during the measurement period who were
screened for tobacco use and identified as a
tobacco user

DENOMINATOR NOTE: *Signifies that this CPT
Category | code is a non-covered service under
the Medicare Part B Physician Fee Schedule
(PFS). These non-covered services should be
counted in the denominator population for
registry-based measures

NUMERATOR (SUBMISSION CRITERIA 2):
Patients who received tobacco cessation
intervention Definitions: Tobacco Cessation
Intervention Includes brief counseling (3 minutes
or less), and/or pharmacotherapy. Note: For the
purpose of this measure, brief counseling (e.g.,
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(Quality) Button > navigate to Measure #226 and record

by selecting appropriate check box.

Step 2
Document Exception
Navigate to Assessment and Plan Section and

document in the Assessment and Plan of Treatment

section

Numerator (Criteria 2)

Submission Criteria 2

Patients who received tobacco cessation intervention

Document patient identified as a tobacco user received

tobacco cessation intervention (counseling and/or
pharmacotherapy) (G9906)

Main Menu > eCharting > Encounter > encounter note

using Office Visit Master Template > select MIPS

(Quality) Button > navigate to Measure #226 and record

by selecting appropriate check box

Denominator (Criteria 3)

DENOMINATOR (SUBMISSION CRITERIA 3):

All patients aged 18 years and older seen for at least

two visits or at least one preventive visit during the
measurement period

Record Demographics
Main Menu > Patient Manager > Demographics
record date of birth

Qualifying Visit
Venue of Care: Office Only

Main Menu > eCharting > Encounter > encounter note

using Office Visit Master Template

ATop

minimal and intensive advice/counseling
interventions conducted both in person and over
the phone) qualifies for the numerator. Written
self-help materials (e.g., brochures, pamphlets)
and complementary/alternative therapies do not
qualify for the numerator.

NUMERATOR NOTE: This measure defines
tobacco cessation counseling as lasting 3
minutes or less. Services typically provided
under CPT codes 99406 and 99407 satisfy the
requirement of tobacco cessation intervention,
as these services provide tobacco cessation
counseling for 3-10 minutes. If a patient
received these types of services, submit G-code
G9906. Denominator Exception(s) are
determined on the date of the most recent
denominator eligible encounter for all
submission criteria.

SUBMISSION CRITERIA 3: ALL PATIENTS
WHO WERE SCREENED FOR TOBACCO
USE AND, IF IDENTIFIED AS A TOBACCO
USER, RECEIVED TOBACCO CESSATION
INTERVENTION OR IDENTIFIED AS A
TOBACCO NON-USER

DENOMINATOR (SUBMISSION CRITERIA 3):
All patients aged 18 years and older seen for at
least two visits or at least one preventive visit
during the measurement period

DENOMINATOR NOTE: *Signifies that this CPT
Category | code is a non-covered service under
the Medicare Part B Physician Fee Schedule
(PFS). These non-covered services should be
counted in the denominator population for
registry-based measures



NUMERATOR (SUBMISSION CRITERIA 3):
Note: this workflow requires the encounter and superbill | Patients who were screened for tobacco use at

to be signed and finalized in order to be included in least once within 24 months AND who received
your MIPS metrics tobacco cessation intervention if identified as a
tobacco user
Denominator Exception (Criteria 3) Definitions: Tobacco Use - Includes any type
of tobacco Tobacco Cessation Intervention —
o o Includes brief counseling (3 minutes or less),
Submission Criteria 3 and/or pharmacotherapy Note: For the purpose
Document medical reason(s) for not screening for of this measure, brief counseling (e.g., minimal
tobacco use (e.g., limited life expectancy, other medical = and intensive advice/counseling interventions
reason) (4004F with 1P) conducted both in person and over the phone)
qualifies for the numerator. Written self-help
(Or) materials (e.g., brochures, pamphlets) and

complementary/alternative therapies do not

Document medical reason(s) for not providing tobacco qualify for the numerator.
cessation intervention if identified asF; tobacgo user NUMERATOR NOTE: In the event that a patient
is screened for tobacco use and identified as a

(e.g., limited life expectancy, other medical reason) user but did not receive tobacco cessation

(G9909) intervention or if tobacco status is unknown,
submit 4004F with 8P. This measure defines
Step 1 tobacco cessation counseling as lasting 3
Main Menu > eCharting > Encounter > encounter note minutes or less. Services typically provided
using Office Visit Master Template > select MIPS under CPT codes 99406 and 99407 satisfy the
(Quality) Button > navigate to Measure #226 and record ' requirement of tobacco cessation intervention,
by selecting appropriate check box. as these services provide tobacco cessation
counseling for 3-10 minutes. If a patient
Step 2 _ received these types of services, submit CPT II
Document Exception 4004F. Denominator Exception(s) are
Navigate to Assessment and Plan Section and determined on the date of the most recent
document in the Assessment and Plan of Treatment denominator eligible encounter for all
section submission criteria

Numerator (Criteria 3)

For qualifying diagnosis and procedure codes

Submission Criteria 3 please reference CMS documentation:

Version 6.0 — updated 9/4/2018



236 | Controlling High Blood Pressure
Percentage of patients 18-85 years
of age who had a diagnosis of
hypertension and whose blood
pressure was adequately controlled
(<140/90 mmHg) during the
measurement period
Measure Number
Measure 236
(NQF 0018)

Domain: Effective Clinical Care
Measure Type: Intermediate
Outcome

Version 6.0 — updated 9/4/2018

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

Document patient screened for tobacco use AND
received tobacco cessation intervention (counseling,
pharmacotherapy, or both), if identified as a tobacco
user (4004F)

(Or)

Document patient is a current tobacco non-user
(1036F)

Considerations

Details — links to CMS document
Version 2.0 12/11/2017

A Performance for this measure is auto calculated
based on workflows completed in the encounter.
All workflows are using web application, unless

~ otherwise specified as an iPad workflow.
A Please note that by checking the appropriate

box you are attesting that you have completed

the measure steps as described.

Denominator

Record Demographics
Main Menu > Patient Manager > Demographics
record date of birth

Record Diagnosis

Main Menu > eCharting > Left Hand Side > choose
Problems tab > record patient problems/diagnosis

(or)

Instructions:

This measure is to be reported a minimum of
once per performance period for patients with
hypertension seen during the performance
period. The performance period for this
measure is 12 months. The most recent quality
code submitted will be used for performance
calculation. This measure may be reported by
eligible clinicians who perform the quality
actions described in the measure based on the
services provided and the measure-specific
denominator coding.


http://www.davitaphysiciansolutions.com/wp-content/uploads/2018/01/2018_Measure_226_Registry.pdf

High Priority Measure: Yes

Version 6.0 — updated 9/4/2018

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Problems section > record patient problems/diagnosis

Qualifying Visit

Venue of Care: Office

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template

Note: this workflow requires the encounter and superbill
to be signed and finalized in order to be included in
your MIPS metrics

Denominator Exclusion

Record Hospice Services, ESRD, Transplant or
Pregnancy and Document Exclusion (2 Step
workflow)

Step 1 - Record there is a Hospice Services, ESRD,
and/or Transplant exclusion reason

Main Menu > eCharting > Encounter > select MIPS
(Quality) Button > Navigate to Measure 236 > Select
appropriate checkbox

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician
A (CPT G9740) Hospice services given to patient
any time during the measurement period
A (CPT G9231) Documentation of end stage renal
disease (ESRD), dialysis, renal transplant
before or during the measurement period or
pregnancy during the measurement period
A (CPT G9910) Patients age 65 or older in
Institutional Special Needs Plans (SNP) or

ATop

NOTE: In reference to the numerator element,
only blood pressure readings performed by a
clinician in the provider office are acceptable for
numerator compliance with this measure. Do not
include blood pressure readings that meet the
following criteria:

*  Bd poessure readings from the patient's
home (including readings directly from
monitoring devices).

* Taken on the same da
diagnostic or therapeutic procedure that requires
a change in diet or change in medication on or
one day before the day of the test or procedure,
with the exception of fasting blood tests.

If no blood pressure is recorded during the
measur ement period, th
pressure is assumed “n

DENOMINATOR:

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

DENOMINATOR EXCLUSIONS:

Hospice services given to patient any time
during the measurement period: G9740 OR
Documentation of end stage renal disease
(ESRD), dialysis, renal transplant before or
during the measurement period or pregnancy
during the measurement period: G9231 OR
Patients age 65 or older in Institutional Special
Needs Plans (SNP) or residing in long-term care
with POS code 32, 33, 34, 54, or 56 any time
during the measurement period: G9910

NUMERATOR:
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residing in long-term care with POS code 32, 33,
34, 54, or 56 any time during the measurement
period

Note: this workflow requires the encounter and

superbill to be signed and finalized in order to be

included in your MIPS metrics

Step 2 - Document Exclusion
Navigate to Assessment & Plan > document exclusion
in Care Plan section

Numerator

Record High Blood Pressure Control (2 step
workflow)

Step 1- Record Blood Pressure Measurement
Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to Vitals

section >

(or)

record patient

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS
(Quality) Button > navigate to Measure #236 and record
by selecting appropriate check box

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

A (CPT G8752) Most recent systolic blood

pressure < 140 mmHg

A (CPT G8754) Most recent diastolic blood

pressure < 90 mmHg

¢

ATop

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

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

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

If there are multiple blood pressure readings on

* the same day, use the lowest systolic and the

lowest diastolic reading as the most recent
blood pressure reading.

For qualifying diagnosis and procedure codes
please reference CMS documentation:

Details — links to CMS document
Version 2.0 12/11/2017



http://www.davitaphysiciansolutions.com/wp-content/uploads/2018/01/2018_Measure_236_Registry.pdf

238 | Use of High-Risk Medications in
the Elderly

Percentage of patients 65 years of
age and older who were ordered
high-risk medications. Two rates
are submitted. 1) Percentage of
patients who were ordered at least
one high-risk medication. 2)
Percentage of patients who were
ordered at least two of the same
high-risk medication

INVERSE MEASURE - A lower
calculated performance rate for this
measure indicates better clinical
care or control

Measure Number

Measure 238

(NQF 0022)

Domain: Patient Safety

Version 6.0 — updated 9/4/2018

Step 217 Document follow-up plan
Navigate to Assessment & Plan > document follow-up
plan in Care Plan section when appropriate.

Considerations

A Only blood pressure readings performed by
eligible clinician in the provider office are
acceptable for numerator compliance with this
measure.

A Auto calculation is based on patients whose
blood pressure at the most recent visit is
adequately controlled during the measurement
period.

A Denominator exclusions must be recorded to be
excluded from the measure.

A All workflows are using web application, unless
otherwise specified as an iPad workflow.

Denominator

Record Demographics
Main Menu > Patient Manager > Demographics
record date of birth

Qualifying Visit

Venue of Care: Office

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template

Note: this workflow requires the encounter and superbill
to be signed and finalized in order to be included in
your MIPS metrics

Denominator Exclusion

Record Hospice Service

ATop

Instructions:

This measure is to be submitted a minimum of
once per performance period for patients seen
during the performance period. There is no
diagnosis associated with this measure. This
measure may be submitted by eligible clinicians
who perform the quality actions described in the
measure based on the services provided and
the measure-specific denominator coding.

This measure will be calculated with 2
performance rates:

1) Percentage of patients who were ordered at
least one high-risk medication

2) Percentage of patients who were ordered at
least two of the same high-risk medication

Eligible clinicians should continue to submit the
measure as specified, with no additional steps



Measure Type: Process
High Priority Measure: Yes

Version 6.0 — updated 9/4/2018

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS
(Quality) Button > navigate to Measure #238 and record
by selecting appropriate check box.

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

A (CPT G9741) Patients who use hospice services

any time during the measurement period

A Note: this workflow requires the encounter and

superbill to be signed and finalized in order to be
included in your MIPS metrics.

Numerator

Record High-Risk Medication(s) Ordered

Main Menu > eCharting > LHS > navigate to Meds tab
> Add medication > high risk medication(s) ordered as
outlined by CMS

(or)

Record High-Risk Medication(s) NOT Ordered

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS
(Quality) Button > navigate to Measure #238 and record
by selecting appropriate check box

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to

"Top

needed to account for multiple performance
rates.

Measure Submission: The listed denominator
criteria is used to identify the intended patient
population. The numerator options included in
this specification are used to submit the quality
actions allowed by the measure. The quality-
data codes listed do not need to be submitted
for registry submissions; however, these codes
may be submitted for those registries that utilize
claims data.

THERE ARE TWO SUBMISSION CRITERIA
FOR THIS MEASURE:

1. Percentage of patients who were ordered at
least one high-risk medication OR

2. Percentage of patients who were ordered at
least two of the same high-risk medications

SUBMISSION CRITERIA 1: PERCENTAGE OF
PATIENTS WHO WERE ORDERED AT LEAST
ONE HIGH-RISK MEDICATION

DENOMINATOR (SUBMISSION CRITERIA 1):
Patients 65 years and older who had a visit
during the measurement period

DENOMINATOR EXCLUSION: Patients who
use hospice services any time during the
measurement period: G9741

NUMERATOR (SUBMISSION CRITERIA 1):
Percentage of patients who were ordered at
least one high-risk medication during the
measurement period

Numerator Instructions: INVERSE MEASURE
- A lower calculated performance rate for this
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Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

A
A

A
A

(CPT G9366) One high-risk medication not
ordered

(CPT G9368) At least two orders for the
same high-risk medications NOT ordered

Note: this workflow requires the encounter and
superbill to be signed and finalized in order to be
included in your MIPS metrics.

Considerations

A

This measure is auto calculated based on:

o Patient’s documented

o0 Prescribed high-risk medications
documented;

o0 OR of High Risk Medications NOT
prescribed, as documented in the encounter
note.

Denominator exclusions must be recorded to be

excluded from the measure.

All workflows are using web application, unless

otherwise specified as an iPad workflow.

Aop

measure indicates better clinical care or control.
The “Performance Not M
this measure is the representation of the better
clinical quality or control. Submitting that
numerator option will produce a performance
rate that trends closer to 0%, as quality
increases. For inverse measures a rate of 100%
means all of the denominator eligible patients

did not receive the appropriate care or were not
in proper control.

A high-risk medication is identified by either of
the following:

e A prescription for m
high risk at any dose and for any duration listed
in Table 1

e Prescriptions for me
risk at any dose with greater than a 90 day
cumulative medication duration listed in Table 2

NUMERATOR NOTE: Some high-risk
medications are not included in this specific
measure but should be avoided above a
specified average daily dose. These
medications are listed in Table 3. To calculate
an average daily dose multiply the quantity of
pills ordered by the dose of each pill and divide
by the days supply. For example, a prescription
for a 30-days supply of digoxin containing 15
pills, 0.250 mg each pill, has an average daily
dose of 1.125 mg

SUBMISSION CRITERIA 2: PERCENTAGE OF
PATIENTS WITH AT LEAST TWO ORDERS
FOR THE SAME HIGH-RISK MEDICATION
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DENOMINATOR (SUBMISSION CRITERIA 2):
Patients 65 years and older who had a visit
during the measurement period

DENOMINATOR EXCLUSION: Patients who
use hospice services any time during the
measurement period: G9741

NUMERATOR (SUBMISSION CRITERIA 2):
Percentage of patients with at least two orders
for the same high-risk medication- during the
measurement period

Numerator Instructions: INVERSE MEASURE
- A lower calculated performance rate for this
measure indicates better clinical care or control.
The “Performance Not M
this measure is the representation of the better
clinical quality or control. Submitting that
numerator option will produce a performance
rate that trends closer to 0%, as quality
increases. For inverse measures a rate of 100%
means all of the denominator eligible patients
did not receive the appropriate care or were not
in proper control.

A high-risk medication is identified by either of
the following:

e A prescription for m
high risk at any dose and for any duration listed
in Table 4

e Prescriptions for me
risk at any dose with greater than a 90 day
cumulative medication duration listed in Table 5

NUMERATOR NOTE: Some high-risk
medications are not included in this specific
measure but should be avoided above a
specified average daily dose. These
medications are listed in Table 6. To calculate



317

Preventive Care and Screening:

Screening for High Blood
Pressure and Follow-Up
Documented

Percentage of patients aged 18
years and older seen during the
submitting period who were
screened for high blood pressure
AND a recommended follow-up
plan is documented based on the
current blood pressure (BP)
reading as indicated.

Measure Number

Measure 317

Domain: Community/Population
Health

Measure Type: Process

High Priority Measure: No

Version 6.0 — updated 9/4/2018

Denominator

Record Demographics
Main Menu > Patient Manager > Demographics
record date of birth

Qualifying Visit
Venue of Care: Office

Main Menu > eCharting > Encounter > encounter note

using Office Visit Master Template

Note: this workflow requires the encounter and superbill
to be signed and finalized in order to be included in

your MIPS metrics

Denominator Exclusion

Record Exclusion for Active Diagnosis of
Hypertension

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > select MIPS
(Quality) Button > navigate to Measure #317 and record

by selecting appropriate check box

ATop

an average daily dose multiply the quantity of
pills ordered by the dose of each pill and divide
by the days supply. For example, a prescription
for a 30-days supply of digoxin containing 15
pills, 0.250 mg each pill, has an average daily
dose of 0.125mg.

For qualifying diagnosis and procedure codes
please reference CMS documentation:

Details — links to CMS document
Version 2.0 12/11/2017

Instructions:

This measure is to be submitted a minimum of
once per performance period for patients seen
during the performance period. Eligible clinicians
who submit the measure must perform the blood
pressure screening at the time of a qualifying
visit and may not obtain measurements from
external sources. This measure may be
submitted by eligible clinicians who perform the
quality actions described in the measure based
on the services provided and the measure-
specific denominator coding. The intent of this
measure is to screen patients for high blood
pressure and provide recommended follow-up
as indicated. Both the systolic and diastolic
blood pressure measurements are required for
inclusion. If there are multiple blood pressures
on the same date of service, use the most
recent (last reading documented) as the
representative blood pressure. The documented
follow-up plan must be related to the current BP
reading as indicated,
to primary care providerfor BP manag e


http://www.davitaphysiciansolutions.com/wp-content/uploads/2018/01/2018_Measure_238_Registry.pdf
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(or)

Main Menu > eCharting > Left Hand Side > choose
Problems tab > record patient problems/diagnosis

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Problems section > record patient problems/diagnosis

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

A (CPT G9744) Patient not eligible due to active
diagnosis of hypertension

A Note: this workflow requires the encounter and
superbill to be signed and finalized in order to be
included in your MIPS metrics

Denominator Exception

Record and Document Exception Reason for Not
Screening or Recommending a follow-up (2 Step
workflow)

Step 17 Record there is an Exception Reason
Main Menu > eCharting > Encounter > select MIPS
(Quality) Button > navigate to Measure 317 and select
appropriate check box

(or)

ATop

DENOMINATOR: All patients aged 18 years
and older

DENOMINATOR NOTE: *Signifies that this CPT
Category | code is a non-covered service under
the Medicare Part B Physician Fee Schedule
(PFS). These non-covered services should be
counted in the denominator population for
registry-based measures.

DENOMINATOR EXCLUSION:
*Patient not eligible due to active diagnosis of
hypertension: G9744

DENOMINATOR EXCEPTION:
*Documented reason for not screening or
recommending a follow-up for high blood
pressure (G9745)

**Patients with a Documented Reason for not
Screening or Follow-Up Plan for High Blood
Pressure (Denominator Exception)

NOTE: This denominator exception should be
evaluated during the most recent encounter in
the performance period with a documented

blood pressure.

e Patient refuses to p
measurement or follow-up)

e Patient is in an wurg
where time is of the essence and to delay
treat ment would jeopar

status. This may include but is not limited to
severely elevated BP when immediate medical
treatment is indicated

NUMERATOR:
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Main Menu > eCharting > Encounter > encounter note Patients who were screened for high blood

using Office Visit Master Template > navigate to pressure AND have a recommended follow-up
Procedures Section > document appropriate procedure | plan documented, as indicated, if the blood
code that reflects the care provided by clinician pressure is pre-hypertensive or hypertensive

A (CPT G9745) Documented reason for not
screening or recommending a follow-up for high = NUMERATOR NOTE: Although the
blood pressure recommended screening interval for a normal
A Note: this workflow requires the encounter and BP reading is every 2 years, to meet the intent
superbill to be signed and finalized in order to be | of this measure, BP screening and follow-up

included in your MIPS metrics. must be performed once per performance
period. For patients with Normal blood pressure,
Step 21 Document Exception Reason a follow-up plan is not required. If the blood
Navigate to Assessment & Plan > document exception | pressure is pre-hypertensive (SBP > 120 and 80
in Care Plan section and

For qualifying diagnosis and procedure codes

Numerator please reference CMS documentation:

Record Blood Pressure and Document Follow-up (3 Details — links to CMS document
Step workflow) Version 2.0 12/11/2017

Step 1 - Record and Evaluate Blood Pressure

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to Vitals
section > record patient

L
N

Step 27 Record if Pre-Hypertensive or Hypertensive
Follow-up is needed

Main Menu > eCharting > Encounter > select MIPS
(Quality) Button > navigate to Measure 317 and select
appropriate check box

(or)

Main Menu > eCharting > Encounter > encounter note
using Office Visit Master Template > navigate to
Procedures Section > document appropriate procedure
code that reflects the care provided by clinician

Version 6.0 — updated 9/4/2018
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A (CPT G8783) Normal blood pressure reading
documented, follow-up not required

A (CPT G8950) Pre-Hypertensive or Hypertensive
blood pressure reading documented, AND the
indicated follow-up is documented

A Note: this workflow requires the encounter and
superbill to be signed and finalized in order to be
included in your MIPS metrics.

Step 317 Document Pre-Hypertensive or
Hypertensive Follow-up

Navigate to Assessment & Plan section > document
pre-hypertensive or hypertensive follow-up plan in care
plan section

Considerations
A Denominator exceptions and exclusions must be
documented to receive exclusion or exemption
from the measure
A All workflows are using web application, unless
otherwise specified as an iPad workflow.
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2018 Pl Base Measures

Measure Title & Description

Falcon Functionality

Definition

1 | SECURITY RISK ANALYSIS

OBJECTIVE: Protect Patient Health
Information

MEASURE: Conduct or review a
security risk analysis in accordance
with the requirements in 45 CFR
164.308(a)(1), including addressing
the security (to include encryption) of
ePHI data created or maintained by
certified electronic health record
technology (CEHRT) in accordance
with requirements in 45 CFR
164.312(a)(2)(iv) and 45 CFR
164.306(d)(3), implement security
updates as necessary, and correct
identified security deficiencies as
part of the MIPS
risk management process.

SCORING INFORMATION:
Required for Base Score: YES
Percentage of Performance: 0

Bonus Score: One-time bonus of
10% for MIPS eligible clinicians and
groups who report using 2015
Edition CEHRT exclusively for the
2018 performance period and report

Yes/No Reporting

Completion of a Security Risk Analysis in the manner
dictated by CMS must be reported through your

p r a c tsecargysiocumentation. This information is
not currently reported through Falcon EHR.

No Changes since 2017

REPORTING REQUIREMENTS: YES/NO

In order to meet this measure, eligible clinicians
must conduct or review a security risk analysis

in accordance with Federal regulations,

including addressing the security (to include
encryption) of ePHI data created or maintained
by certified EHR technology, and implement
security updates as necessary and correct
identified security deficiencies as part of the

MI PS eligible clinicia
process.

Details — links to CMS document

Link to CMS Security Risk Analysis Tip Sheet

Version 6.0 — updated 9/4/2018
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ATop

only Promoting Interoperability
Information measures.

E-PRESCRIBING
OBJECTIVE: Electronic Prescribing

MEASURE: At least one permissible
prescription written by the MIPS
eligible clinician is queried for a drug
formulary and transmitted
electronically using certified
electronic health record technology
(CEHRT).

EXCLUSION: Any MIPS eligible
clinician who writes fewer than 100
permissible prescriptions during the
performance period.

SCORING INFORMATION:
Required for Base Score: YES
Percentage of Performance: 0

Bonus Score: One-time bonus of
10% for MIPS eligible clinicians
and groups who report using 2015
Edition CEHRT exclusively for the
2018 performance period and only
submit Promoting Interoperability
measures.

Denominator
Record Demographics

Main Menu> Patient Manager > Existing or New patient

record

New Medication

Any medication added for a patient during the
performance period will be counted towards this
measure if it is a:

Print Prescription

Call in Prescription

Send to Physician

Send to Pharmacy

Controlled substances included* or excluded**

Controlled Substances i special consideration

* If you prescribe controlled substances
electronically in Platinum, then the scorecard
can accumulate all electronically prescribed
controlled substance data as part of your
scoring. To capture this data in your PI
measure, create the Pl scorecard for controlled
substance eRx, which will ensure that controlled
substances are included in both the numerator
and denominator, as appropriate.

**If you do not prescribe controlled substances
electronically, please create the PI scorecard for
users NOT participating in controlled substance
eRx in order to ensure accurate metrics

REPORTING REQUIREMENTS:
NUMERATOR/DENOMINATOR

Denominator: Number of prescriptions written
for drugs requiring a prescription in order to be
dispensed other than controlled substances
during the performance period; or number of
prescriptions written for drugs requiring a
prescription in order to be dispensed during the
performance period

Numerator: The number of prescriptions in the
denominator generated, queried for a drug
formulary, and transmitted electronically using
CEHRT.

Details — links to CMS document

Version 6.0 — updated 9/4/2018



http://www.davitaphysiciansolutions.com/wp-content/uploads/2018/01/2018.MIPS-ACI-Measure_Electronic-Prescribing.pdf
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reporting. By doing so, you will ensure that
prescribed controlled substance prescription
medications are appropriately excluded from
your metrics.

Numerator
Record Medication

Main Menu > eCharting > Left Hand Side > choose
Meds > select +medication button > window launched >
select New Prescription button > complete prescription
information accordingly

(or)

Main Menu> Patient Manager > select Medications on
left hand navigation > select ADD button > window
launched > select New Prescription button > complete
prescription information accordingly

(or) using iPad

Locate the patient on the schedule or perform a patient
search > tap on the patient name > tap add to chart >
tap add new Rx > complete prescription information
accordingly

Considerations

e New prescriptions created in Falcon with Action
of “Send t@r)Plegrmisd cti@anP|
will qualify.

e Send to pharmacy is the only supported e-

Prescribe option for iPad.

Version 6.0 — updated 9/4/2018
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e All workflows are using web application, unless
otherwise specified as an iPad workflow.

Changes from 2017

e The scorecard generated will either include or
exclude controlled substances from the
numerator and denominator based on whether
you prescribe controlled substances
electronically and which Pl Scorecard you
select.

e Scorecard options:

0 PI (for users participating in controlled
substance eRx)

0 Pl (for users NOT participating in
controlled substance eRx)

3 | PROVIDE PATIENT ACCESS :
Denominator REPORTING REQUIREMENTS:
OBJECTIVE: Patient Electronic NUMERATOR/DENOMINATOR
Access Record Demographics

Denominator: The number of unique patients
MEASURE: For at least one unique | \iain Menu> Patient Manager > Existing or New patient | Seen by the MIPS eligible clinician during the
patient seen by the MIPS eligible record performance period.

clinician: (1) The patient (or the

patient-authorized representative) is | Qualifying Visit Numerator: The number of patients in the
provided timely access to view . o y denominator (or patient authorized

to health information to view online, download,
and transmit to a third party and to access using
Main Menu > eCharting > Encounter > encounter note | an application of their choice that is configured
using Office Visit or Dialysis Master Templates meet the technical specifications of the API in
the MIPS eligible clinician's CEHRT.

her health information; and (2) The
MIPS eligible clinician ensures the
patient's health information is

available for the patient (or patient-
authorized representative) to access | Note: this workflow requires the

uhsing any ?pplic;ltion of the;:r choice 1. Encounter to be signed and finalized Provide Access i When a patient possesses
that is configured to meet the : . : : .
technical specifications of the 2. Superbill to be signed and finalized (Office Visit | & Of thé necessary information needed to view,
- . Encounters only. download, or transmit their information. This
Appllgatlon Progra”?'r?g Intgrfgge , could include providing patients with instructions
(API) in the MIPS eligible clinician's on how to access their health information, the
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certified electronic health record
technology (CEHRT).
SCORING INFORMATION:

Required for Base Score: YES

Percentage of Performance: Up to
10%

Bonus Score: One-time bonus of
10% for MIPS eligible clinicians
and groups who report using 2015
Edition CEHRT exclusively for the
2018 performance period and
submit only Promoting
Interoperability measures.

Numerator

Generate Patient Portal PIN

Main Menu> Patient Manager > select Generate New
PIN button > provide patient the Health Companion
Portal Welcome letter providing the Patient PIN and
login instructions.

(or)

Main Menu> for Office Visits navigate to Scheduler >
select arrow on patient appointment > select Pt Check
Out > 2. Print Attachments section > select checkbox
Patient Portal Welcome Letter > select Print Document
button located at the bottom of the screen

Considerations

¢ All workflows are using the web application,
unless otherwise specified as an iPad workflow.

No Changes since 2017

website address they must visit for online
access, a unigue and registered username or
password, instructions on how to create a login,
or any other instructions, tools, or materials that
patients need in order to view, download, or
transmit their information.

Timely Access-We define “tim
business days of the information being available
to the MIPS eligible clinician.

Unique Patient i If a patient is seen by a MIPS
eligible clinician more than once during the
performance period, then for purposes of
measurement, that patient is only counted once
in the denominator for the measure. All the
measures relying on th
relate to what is cont
medical record. Not all of this information will
need to be updated or even be needed by the
MIPS eligible clinician at every patient
encounter. This is especially true for patients
whose encounter frequency is such that they
would see the same MIPS eligible clinician
multiple times in the same performance period.

Details — links to CMS document

SEND SUMMARY OF CARE

OBJECTIVE: Health Information
Exchange

MEASURE: For at least one
transition of care or referral, the
MIPS eligible clinician that transitions

Denominator

Record Demographics

Main Menu> Patient Manager > Existing or New patient
record

REPORTING REQUIREMENTS:
NUMERATOR/DENOMINATOR

Denominator:

Number of transitions of care and referrals
during the performance period for which the

Version 6.0 — updated 9/4/2018
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or refers their patient to another
setting of care or health care clinician
— (1) creates a summary of care
record using CEHRT; and (2)
electronically exchanges the
summary of care record.

EXCLUSION: Any MIPS eligible
clinician who transfers a patient to
another setting or refers a patient
fewer than 100 times during the
performance period.

SCORING INFORMATION:
Required for Base Score: YES

Percentage of Performance Score:
Up to 10%

Bonus Score: One-time bonus of
10% for MIPS eligible clinicians
and groups who report using 2015
Edition exclusively for a
performance period in2018 and
only submits Promoting
Interoperability measures.

Qualifying Visit

Venue of Care: Office and Dialysis (All Modalities)

Main Menu > eCharting > Encounter > encounter note
using Office Visit or Dialysis Master Templates

(or)
Using iPAD
Patient Schedule > Tap encounter note

Note: this workflow requires the
1. Encounter to be signed and finalized.
2. Superbill to be signed and finalized (Office Visit
Encounters only.

Record Patient is being transitioned or referred
Office note

Navigate to Assessment & Plan Section > Patient
Referral > checkbox selected Patient is being
referred/transitioned to another provider for
consultation.

(or)
Dialysis note

Navigate to Dialysis Meaningful Use Section > Patient
Referral sub section > checkbox selected Patient is
being referred/transitioned to another provider for
consultation.

(or)

Dialysis note using iPad

MIPS eligible clinician was the transferring or
referring clinician.

Numerator:

The number of transitions of care and referrals
in the denominator where a summary of care
record was created using CEHRT and
exchanged electronically.

Details — links to CMS document

Version 6.0 — updated 9/4/2018
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From Dialysis Comprehensive Visit Template >
navigate to Dialysis Meaningful Use section > Patient
Referral Sub Section> selected Patient is being
referred/transitioned to another provider for consultatio

=)

Numerator

Send Patient Summary to Provider

Main Menu> eCharting > Encounters > Click Forward
Button the encounter> Click Send to Provider button>
search or Enter Direct Email Address > Click Send >
Message Status must return as successful in Patient
Manager Clinical Summary screen

(or)

Main Menu> Patient Manager > select Clinical
Summary on left hand side navigation > Click Send to
Provider button > Enter Direct Email Address > Click
Send > Message Status must return as successful.

Considerations

e Please note that by checking the appropriate
box you are attesting that you have completed
the measure steps as described.

e All workflows are using the web application,
unless otherwise specified as an iPad workflow.
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Changes from 2017

¢ Numerator workflows — you can no longer
capture metric data via the checkboxes Please
use the Send to Provider workflow to
appropriately capture data.

e The send to provider workflow must receive a
successful status to complete the Numerator
workflow.

¢ Measure name changed from Health
Information Exchange to Send Summary of
Care

REQUEST/ACCEPT SUMMARY OF
CARE

OBJECTIVE: Health Information
Exchange

MEASURE: For at least one
transition of care or referral received
or patient encounter in which the
MIPS eligible clinician has never
before encountered the patient, the
MIPS eligible clinician receives or
retrieves and incorporates into the
patient’'s renxzord
summary of care document

EXCLUSION: Any MIPS eligible
clinician who receives transitions of
care or referrals or has patient
encounters in which the MIPS
eligible clinician has never before
encountered the patient fewer than

Denominator

Record Demographics

Main Menu> Patient Manager > Existing or New patient
record

Qualifying Visit
Venue of Care: Office and Dialysis (All Modalities)

Main Menu > eCharting > Encounter > encounter note
using Office Visit or Dialysis Master Templates

(or)
Using iPAD
Patient Schedule > Tap encounter note

Note: this workflow requires the
1. Encounter to be signed and finalized.
2. Superhbill to be signed and finalized (Office Visit
Encounters only.

REPORTING REQUIREMENTS:
NUMERATOR/DENOMINATOR

Denominator: Number of patient encounters
during the performance period for which a MIPS
eligible clinician was the receiving party of a
transition or referral or has never before
encountered the patient and for which an
electronic summary of care record is available.

Numerator: Number of patient encounters in
the denominator where an electronic summary
of care record received is incorporated by the
clinician into the into the certified electronic
health record technology (CEHRT).

Details — links to CMS document

Version 6.0 — updated 9/4/2018
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100 times during the performance
period.

SCORING INFORMATION:
Required for Base Score (50%): YES

Percentage of Performance Score
(Up to 90%): Up to 10%

Bonus Points Available: One-time
bonus of 10% for MIPS eligible
clinicians and groups who report
using 2015 Edition CEHRT
exclusively for the 2018
performance period and only
submit Promoting Interoperability
measures.

Record Type of Referral and the request was made
for the patient summary (CCDA)

Office note

Navigate to Medications and Allergies Section >
Type of Referral > select appropriate checkbox
to note patient was transitioned into my care as
a new, transitioned or referral patient.

Select check box to indicate request for clinical
information was made.

Select radio button to confirm the data is
available from CCDA electronic format.

Denominator Exclusion
Select radio button to confirm clinical information is
available via fax, other or unavailable.

(or)

Dialysis note

Navigate to Dialysis Meaningful Use Section >

Type of Referral > select appropriate checkbox
to note patient was transitioned into my care as
a new, transitioned or referral patient.

Select check box to indicate request for clinical
information was made.

Select radio button to confirm the data is
available from CCDA electronic format.

Denominator Exclusion
Select radio button to confirm clinical information is
available via fax, other or unavailable.
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(or)
Dialysis note using iPad

¢ Navigate to Dialysis Meaningful Use Section >
Type of Referral > select appropriate toggle to
note patient was transitioned into my care as a
new, transitioned or referral patient.

e Select toggle to indicate request for clinical
information was made.

e Select toggle to confirm the data is available
from CCDA electronic format.

Denominator Exclusion
Select toggle to confirm clinical information is available
via fax, other or unavailable.

Numerator

Prerequisite: The Summary of Care should have been
received by the provider in the Message Center >
Direct Message for the existing patient.

Reconcile Medications, Allergies and Problems
from transition of care Message (single step
workflow)

Message Center > Direct Messages > Confirmed
patient queue is selected > Select patient message with
Subject of Clinical Summary > document opens, select
+Clinical Info button > Medication tab selected > Move
medications from CCDA document into patient record
as applicable>Press Save and Next Button> Allergies
tab selected > Move Allergies from CCDA document
into patient record as applicable> Press Save and Next
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Button> Problems tab selected > Move Problems from
CCDA document into patient record as applicable>
Press Save and Close.

Considerations

Please note that by checking the appropriate
box you are attesting that you have completed
the measure steps as described.

Numerator workflow is only available on the web
app

All workflows are using the web application,
unless otherwise specified as an iPad workflow.

Changes from 2017

This is a new base measure for 2018.
A request for the Patient Summary in Electronic
format (CCDA) must be noted in the encounter.

The format of the patient summary information
will determine whether or not the patient is
included or excluded from measure. If the
patient summary is received as a CCDA, the
patient will be included; if the patient summary
is received in a different format (such as fax),
the patient will not be included.

A full reconciliation of Allergies, Medications
and Problems must be completed for a patient
to be included in the numerator of this measure.
Numerator workflows — you can no longer
capture metric data via the checkboxes Please
use the Send to Provider workflow to
appropriately capture data.
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2018 Pl Performance Measures

Measure Title & Description

Falcon Functionality

Definition

1 | IMMUNIZATION REGISTRY
REPORTING

OBJECTIVE: Public Health and
Clinical Data Registry Reporting

MEASURE: The MIPS eligible
clinician is in active engagement with
a public health agency (PHA) to
submit immunization data and
receive immunization forecasts and
histories from the public health
immunization registry/immunization
information system (11S).

SCORING INFORMATION:
Required for Base Score: NO

Percentage of Performance Score
10% for reporting to a single
registry

Eligible for Bonus Score: Yes, 5% as
long as credit not received under
the performance score

One-time bonus of 10% for MIPS
eligible clinicians who report using
2015 Edition certified electronic
record technology (CEHRT)
exclusively for the 2018 performance
period and submit only Promoting
Interoperability measures.

Yes/No Reporting

Customer interface in testing or setup for
Immunization submission to State Registry

Setup Required.

¢ Requirements vary by state.
e Platinum practices should contact their
Customer Account Manager to initiate setup

Considerations

¢ Each state has specific requirements around
reporting of immunizations.

e Scoring for this measure is not currently
reflected on the Falcon PI scorecard

No changes from 2017

REPORTING REQUIREMENTS: YES/NO

The MIPS eligible clinician must attest YES to
being in active engagement with a PHA to
submit immunization data and receive
immunization forecasts and histories from the
public health immunization
registry/immunization information system (1IS).

Details — links to CMS document
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CLINICAL INFORMATION
RECONCILIATION

OBJECTIVE: Health Information
Exchange

MEASURE: For at least one
transition of care or referral received
or patient encounter in which the
MIPS eligible clinician has never
before encountered the patient, the
MIPS eligible clinician performs
clinical information reconciliation.
The MIPS eligible clinician must
implement clinical information
reconciliation for the following three
clinical information sets: (1)

Medi cation. Revie
medication, including the name,
dosage, frequency, and route of
each medication. (2) Medication
all ergy. Review o
known medication allergies. (3)
Current Problem list. Review of the
patient’s current
diagnoses.

SCORING INFORMATION:
Required for Base Score: NO

Percentage of Performance Score:
Up to 10%

Bonus Score: One-time bonus of
10% for MIPS eligible clinicians
who report using 2015 Edition

Denominator

Record Demographics

Main Menu> Patient Manager > New patient obtained
by transition, referral or new patient

Qualifying Visit
Venue of Care: Office and Dialysis (All Modalities)

Main Menu > eCharting > Encounter > encounter note
using Office Visit or Dialysis Visit Master Templates

Note: this workflow requires the
1. Encounter to be signed and finalized.
2. Superbill to be signed and finalized (Office Visit
Encounters only.

Record Patient is being transitioned into your care
Office note

Navigate to Medications/Allergies Section > Patient
Referral sub section > check box selected for Patient
has been transitioned into my care as new,
transitioned, or referral patient.

(or)
Dialysis note

Navigate to Dialysis Meaningful Use Section > Patient
Referral sub section > check box selected for Patient
has been transitioned into my care as new,
transitioned, or referral patient.

(or)

REPORTING REQUIREMENTS:
NUMERATOR/DENOMINATOR

Denominator: Number of transitions of care or
referrals during the performance period for
which the MIPS eligible clinician was the
recipient of the transition or referral or has never
before encountered the patient

Numerator: The number of transitions of care
or referrals in the denominator where the
following three clinical information
reconciliations were performed: medication list,
medication allergy list, and current problem
list

Details — links to CMS document
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certified electronic health record
(CEHRT) exclusively and submit
only Promoting Interoperability
Measures for 2018.

Dialysis note using iPad

Navigate to Dialysis Meaningful Use section > Patient
Referral sub section > toggle Patient has been
transitioned into my care as new, transitioned, or
referral patient.

Numerator

Prerequisite: The Summary of Care should have been
received by the provider in the Message Center >
Direct Message for the existing patient.

Reconcile Medications, Allergies and Problems
from transition of care Message (single step
workflow)

Message Center > Direct Messages > Confirmed
patient queue is selected > Select patient message with
Subject of Clinical Summary > document opens, select
+Clinical Info button > Medication tab selected > Move
medications from CCDA document into patient record
as applicable>Press Save and Next Button> Allergies
tab selected > Move Allergies from CCDA document
into patient record as applicable> Press Save and Next
Button> Problems tab selected > Move Problems from
CCDA document into patient record as applicable>
Press Save and Close.

Considerations

o Please note that by checking the appropriate box
you are attesting that you have completed the
measure steps as described.
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e All medications, allergies and problems should be
documented using workflows described.

o All workflows are using the web application, unless
otherwise specified as an iPad workflow.

Changes from 2017

e In 2017, only the Medications needed to be
reconciled. In 2018, a reconciliation of Allergies,
Medications and Problems is required for a
patient to be captured in the numerator for this
measure

e Measure name changed from Medication
Reconciliation to Clinical Information
Reconciliation

PATIENT SPECIFIC EDUCATION

OBJECTIVE: Patient Electronic
Access

MEASURE: The MIPS eligible
clinician must use clinically relevant
information from certified electronic
health record technology (CEHRT) to
identify patient-specific educational
resources and provide electronic
access to those materials to at least
one unique patient seen by the MIPS
eligible clinician.

SCORING INFORMATION:
Required for Base Score: NO

Percentage of Performance Score:
Up to 10%

Denominator

Record Demographics

Main Menu> Patient Manager > Existing or New patient
record

Setup required:

Patient must have access to the patient portal. See
measure 3 Provide Patient Access for details on setting
up access.

Qualifying Visit
Venue of Care: Office and Dialysis (All Modalities)
Main Menu > eCharting > Encounter

Using iPAD

REPORTING REQUIREMENTS:
NUMERATOR/DENOMINATOR

Denominator: The number of unique patients
seen by the MIPS eligible clinician during the

performance period.

Numerator: The number of patients in the
denominator who were provided electronic

access to patient-specific educational resources
using clinically relevant information identified
from CEHRT during the performance period.

Details — links to CMS document
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Bonus Score: One-time bonus of
10% MIPS eligible clinicians and
groups who report using 2015
Edition CEHRT exclusively for the
2018 performance period and
submit only Promoting
Interoperability measures.

Patient Schedule > Tap encounter note

Note: this workflow requires the
1. Encounter to be signed and finalized.
2. Superbill to be signed and finalized (Office Visit
Encounters only.

Numerator

Record Online Materials (2 step workflow)

Step 17 Record Online Materials

All Notes

eCharting > Encounter > navigate to Visit Shortcuts >
select Education Materials > from pop-up select
educational materials > Select online tab > click on
links for online materials.

(or)
Office Note

eCharting > Encounter > Office Master Template >
navigate to Assessment & Plan > Educational Materials
sub section > select Education Materials button> Select
online tab > click on links for online materials.

(or)
Dialysis Note

eCharting > Encounter > Dialysis Comprehensive
Master Template > Dialysis Meaningful Use tab >
Educational Materials sub section > select education
materials button> Select online tab > click on links for
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online materials

Step 21 Sign and Finalize Note

All notes must be Signed and Finalized so they can be
sent to the patient portal.

Considerations

¢ Online educational materials are only available
when Problems, Medications and/or Lab Results
are documented in the patient chart.

¢ Offline educational materials are not allowed for this
workflow.

e Patient Portal setup is required.

o All workflows are using the web application, unless
otherwise specified as an iPad workflow.

Changes from 2017

e 1In2017
0 Both online and offline educational
materials counted toward the numerator.
o Patient portal setup was not required.
e 1In 2018
o0 Only online educational materials count
toward the numerator.
o Patient portal setup is required.

4 | SECURE MESSAGING

OBJECTIVE: Coordination of Care
through Patient Engagement

MEASURE: For at least one unique
patient seen by the MIPS eligible
clinician during the performance
period, a secure message was sent

Denominator

Record Demographics

Main Menu> Patient Manager > Existing or New patient
record

Qualifying Visit
Venue of Care: Office and Dialysis (All Modalities)

REPORTING REQUIREMENTS:
NUMERATOR/DENOMINATOR

Denominator: Number of unique patients seen
by the MIPS eligible clinician during the
performance period.

Numerator: The number of patients in the
denominator for whom a secure electronic
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using the electronic messaging
function of certified electronic health
record technology (CEHRT) to the
patient (or the patient-authorized
representative), or in response to a
secure message sent by the patient
(or the patient-authorized
representative).

SCORING INFORMATION:
Required for Base Score: NO

Percentage of Performance Score:
Up to 10%

Bonus Score: One-time bonus of
10% for MIPS eligible clinicians
and groups who report using 2015
Edition CEHRT exclusively in for
the 2018 performance period and
report only Promoting
Interoperability measures.

Main Menu > eCharting > Encounter

Note: this workflow requires the
1. Encounter to be signed and finalized.
2. Superhbill to be signed and finalized (Office Visit
Encounters only.

Setup required:

Patient must have access to the patient portal. See
measure 3 Provide Patient Access for details on setting
up access.

Numerator

Secure Electronic Message from Physician

Message Center > Click on New Patient Message > If
user is not a physician, select the physician provider on
whose behalf the message is being sent > select
patient who will be receiving the message > Fill in
message details > attach documents (optional step)>
Click Send. (or)

Message Center >Patient Portal Messages > Open
Patient Message > Click on Message > Fill in message
details > Click Send.

Considerations

¢ Not available in iPad.

e Patient portal functionality is required for
workflows.
Physicians can only send messages to patients
for whom they have finalized an encounter.

message is sent to the patient (or patient-
authorized representative) or in response to a
secure message sent by the patient (or patient-
authorized representative), during the
performance period.

Details — links to CMS document
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e All workflows are using the web application,
unless otherwise specified as an iPad workflow.

Changes from 2017

¢ Numerator workflow — All secure messages
must originate from the provider.

e Secure messages that originate from the patient
will no longer count in the numerator.
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VIEW, DOWNLOAD, OR
TRANSMIT (VDT)

OBJECTIVE: Coordination of Care
Through Patient Engagement

MEASURE: During the performance
period, at least one unique patient
(or patient authorized
representatives) seen by the MIPS
eligible clinician actively engages
with the EHR made accessible by the
MIPS eligible clinician by either—(1)
viewing, downloading or transmitting
to a third party their health
information; or (2) accessing their
health information through the use of
an Application Programming
Interface (API) that can be used by
applications chosen by the patient
and configured to the API in the
MI PS el igible cli
electronic health record technology
(CEHRT); or (3) a combination of (1)
and (2).

SCORING INFORMATION:
Required for Base Score: NO

Percentage of Performance Score:
Up to 10%

Bonus Score: One-time bonus of
10% for MIPS eligible clinicians
and groups who report using 2015

Denominator

Record Demographics

Main Menu> Patient Manager > Existing or New patient
Qualifying Visit

Venue of Care: Office and Dialysis (All Modalities)

Main Menu > eCharting > Encounter

Note: this workflow requires the
1. Encounter to be signed and finalized.
2. Superbill to be signed and finalized (Office Visit
Encounters only.

Setup required:

Patient must have access to the patient portal. See
measure 3 Provide Patient Access for details on setting
up access.

Using iPAD

Patient Schedule > Tap encounter note > encounter
signed and finalized.

Numerator

Patient or Third Party Views Clinical Summary

Patient or third party successfully logins to Patient
Portal and views clinical summary after the encounter is
signed and finalized.

(or)

REPORTING REQUIREMENTS:
NUMERATOR/DENOMINATOR

Denominator: Number of unique patients seen
by the MIPS eligible clinician during the
performance period.

Numerator:

The number of unique patients (or their
authorized representatives) in the denominator
who have viewed online, downloaded, or
transmittedt o a third party
information during the performance period and
the number of unique patients (or their
authorized representatives) in the denominator
who have accessed their health information
through the use of an API during the
performance period.

Details — links to CMS document
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Edition CEHRT exclusively in the
performance period and who
submit only Promoting
Interoperability measures.

Patient or Third Party Views Clinical Data via an API

Patient or third party successfully logs into a 3™ party
app that accesses the pati
Falcon does not have any 3" party developed
applications.)

Note: Upon User signing and finalizing any master
encounter note for a patient that has patient portal
access, Falcon will automaticall y send a pa
Clinical Summary (CCDA) to patient portal for patient
access.

Considerations

e Patient Portal functionality is required.
e All workflows are using the web application,
unless otherwise specified as an iPad workflow.

Changes from 2017

¢ New numerator workflow for patient accessing
information via a 3" party application (To date
Falcon does not have any 3" party developed
applications.)
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PATIENT GENERATED HEALTH
6 | DATA

OBJECTIVE: Coordination of Care
through Patient Engagement

MEASURE: Patient-generated
health data or data from a non-
clinical setting is incorporated into
the CEHRT for at least one unique
patient seen by the MIPS eligible
clinician during the performance
period

SCORING INFORMATION:
Required for the Base Score: NO

Percentage of Performance Score:
Up to 10%

Bonus Score: One-time bonus of
10% for MIPS eligible clinicians
and groups who report using 2015
Edition CEHRT exclusively in the
2018 performance period and
report only Promoting
Interoperability measures.

Denominator

Record Demographics

Main Menu> Patient Manager > Existing or New patient
record

Qualifying Visit
Venue of Care: Office and Dialysis (All Modalities)
Main Menu > eCharting > Encounter

Note: this workflow requires the
1. Encounter to be signed and finalized.
2. Superbill to be signed and finalized (Office Visit
Encounters only.

Setup required:

Patient must have access to the patient portal. See
measure 3 Provide Patient Access for details on setting
up access.

Numerator

Patient Generated Health Data (PGHD)
Manually upload document containing (PGHD)
Two step process:

Step 171 Upload document containing PGHD into
the patient chart

From the Patient Manager > Documents select ‘Attach
Document’. Select scan or upload. Select document
from drive or scan in document.

REPORTING REQUIREMENTS:
NUMERATOR/DENOMINATOR

Denominator: Number of unique patients seen
by the MIPS eligible clinician during the
performance period.

Numerator: The number of patients in the
denominator for whom data from non-clinical
settings, which may include patient-generated
health data, is captured through the CEHRT into
the patient record during the performance
period.

Details — links to CMS document
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Step 21 Select category for document.

Name documentand sel ect “Pati en
Il nformati on” from the Avali
Document by clicking Continue > Done.

(or)

Receive (PGHD) from Patient Portal i
Two step process:

Step 1 - Message from Patient to Physician with
Patient Generated Health Data (PGHD)

From the Health Companion Portal > Patient Logs in>
Compose message to provider>Attached Patient
generated health data or add a link to the email

Step 2

Save attached PGHD to patient record

Main Menu> Message Center > Patient Portal
Messages > Open message > Click Add to Chart >
Select “Patient Generated Health Data” Press
right arrow > Press Save

(or)
Save Link of PGHD to patient record

Main Menu> Message Center > Patient Portal

Messages > Open message > Save email> Select
attachment type “Patient
Press Save

Considerations
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e Patient portal functionality is required for

workflows.
e All workflows are using the web application,
unless otherwise specified as an iPad workflow.

Changes from 2017

e This is a new PI performance measure for 2018
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2018 Pl Bonus Measures

Measure Title & Description Falcon Functionality Definition
1
CLINICAL DATA REGISTRY Yes/No Reporting REPORTING REQUIREMENTS: YES/NO
REPORTING .
Contact your Customer Success Manager for details The MIPS eligible clinician must attest YES to

OI__%QECTIVE: Puk?lic Health a_nd Changes since 2017 b(_airjg in active gngagement to submit data to a

Clinical Data Registry Reporting clinical data registry

¢ Measure name changed from specialized
registry reporting to clinical data registry
reporting

MEASURE: The MIPS eligible
clinician is in active engagement to
submit data to a clinical data registry

Details — links to CMS document

SCORING INFORMATION:
Required for Base Score: NO

Percentage of Performance Score:
10% for reporting to a single
registry

Eligible for Bonus Score: YES, 5%
for active engagement with
registry that is different than the
one reported for the performance
score

One-time bonus of 10% for new and
returning participants and groups
who report using 2015 Edition
CEHRT exclusively for the 2018
performance period and submit only
Promoting Interoperability measures.
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2

SYNDROMIC SURVEILLANCE Yes/No Reporting REPORTING REQUIREMENTS: YES/NO
REPORTING . . . .

Falcon is not supporting syndromic surveillance The MIPS eligible clinician must attest YES to
OBJECTIVE: Public Health reporting at this time. being in active engagement with a public health
Report!ng and Clinical Data Registry No changes since 2017 agency to submit syndrqmlc surveillance data
Reporting from an urgent care setting.
MEASURE: The MIPS eligible Details — links to CMS document

clinician is in active engagement with
a public health agency (PHA) to
submit syndromic surveillance data
from an urgent care setting.

SCORING INFORMATION:
Required for Base Score: NO

Percentage of Performance Score:
10% for reporting to a single
registry

Eligible for Bonus Score: YES, 5%
as long as credit not received
under the performance score for
this measure.

One-time bonus of 10% for MIPS
eligible clinicians and groups who
report using 2015 Edition certified
electronic health record technology
(CEHRT) exclusively for the 2018
performance period.
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3
ELECTRONIC CASE REPORTING | Yes/No Reporting REPORTING REQUIREMENTS: YES/NO
OBJECTIVE: Public Health and Falcon is not supporting Electronic Case Reporting at The MIPS eligible clinician must attest YES to
Clinical Data Registry Reporting this time. being in active engagement with a public health
o _ agency to electronically submit case reporting of
MEASURE: The MIPS eligible Changes since 2017 reportable conditions.

clinician is in active engagement with
a public health agency to
electronically submit case reporting
of reportable conditions.

* Thisis anew measure Details — links to CMS document

SCORING INFORMATION:
Required for Base Score: NO

Percentage of Performance Score:
10% for reporting to a single
registry

Eligible for Bonus Score: YES, 5%
for submitting to additional
registry in addition to the one
reported for the performance
score.

One-time bonus of 10% for MIPS
eligible clinicians who report using
2015 Edition certified electronic
health record technology (CEHRT)
exclusively for the 2018 performance
period and submit only Promoting
Interoperability measures.
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4
PUBLIC HEALTH REGISTRY Yes/No Reporting REPORTING REQUIREMENTS: YES/NO
REPORTING

Falcon is not supporting Public Health Registry The MIPS eligible clinician must attest YES to
OBJECTIVE: Public Health and Reporting at this time. being in active engagement with a public health
Clinical Data Registry Reporting _ agency to submit data to public health registries.
Changes since 2017
MEASURE: The MIPS eligible . Details — links to CMS document
clinician is in active engagement with * Thisis a new measure

a public health agency to submit data
to public health registries

SCORING INFORMATION:
Required for Base Score (50%): NO

Percentage of Performance Score:
10% for reporting to a single
registry

Bonus Points Available: YES, 5% as
long as credit not received under
the performance score for this
measure

One-time bonus of 10% for MIPS
eligible clinicians and groups who
report using 2015 Edition CEHRT
exclusively for the 2018 performance
period and submit only Promoting
Interoperability measures.
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