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Basing their rationale on multiple publications from Institute of Medicine (IOM), specifically 
Crossing the Quality Chasm, policy makers have focused on a broad range of issues, 
including assessment of the influence of medical practice organization structures on 
quality performance and development of quality measures. The 2006 Tax Relief and Health 
Care Act established the Physician Quality Reporting System (PQRS), to enable eligible 
professionals to report health care quality and health outcome information that cannot be 
obtained from standard Medicare claims. However, the Patient Protection and Affordable 
Care Act (ACA) of 2010 required the Centers for Medicare and Medicaid Services (CMS) to 
incorporate a combination of cost and quality into the payment systems for health care as a 
precursor to value-based payments. The final change to PQRS pending initiation after 2018, 
is based on the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) which 
has incorporated alternative payment models and merit-based payment systems. Recent 
publication of quality performance scores by CMS has been less than optimal. 

When voluntary participation began in July 2007, providers were paid a bonus for reporting 
quality measures from 2008 through 2014, ranging from 0.5% to 2% of the Medicare Part 
B allowed charges furnished during the reporting period. Starting in 2015, penalties started 
for nonparticipation. Eligible professionals and group practices that failed to satisfactorily 
report data on quality measures during 2014 are subject to a 2% reduction in Medicare 
fee-for-service amounts for services furnished by the eligible professional or group practice 
during 2016. The CMS proposed rule for 2016 physician payments contained a number of 
provisions with proposed updates to the PQRS and Physician Value-Based Payment Modifier 
among other changes. The proposed rule is the first release since MACRA repealed the 
sustainable growth rate formula. CMS proposed to continue many existing policies 
regarding PQRS from 2015 to 2016. In addition, 2016 will be the year that is utilized to 
determine the 2018 PQRS payment adjustment. However, after 2018 the PQRS payment 
adjustment will be transitioned to the Merit-Based Incentive Payment System (MIPS), as 
required by MACRA. Overall, there will be over 280 measures in the 2016 PQRS.

Readers might be surprised to find out that despite the cost intensity including time 
requirements personnel, the negative payment adjustments, are only the tip of the 
iceberg of cost.  Indeed, all of the above may only be  one-third or one-fourth of the 
cost to completely implement the PQRS system. Thus far, data across all specialties shows 
participation to be around 50%. In addition, penalties for lack of reporting of PQRS 
measures stands to be controversial to the Supreme Court ruling that unfunded mandates 
must not be permitted and also lack of significant relationships with improvement in quality 
in the overall analysis in multiple publications. 

Key words: Value-based modifier, Medicare Access and CHIP Reauthorization Act of 2015 
(MACRA), alternative payment models (APMs), merit based payment systems, negative 
payments, bonuses 
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that most primary care physicians participate in these 
programs, but, they are the second most eligible pro-
fessionals failing to participate in the PQRS or meet its 
requirements with 65%, just behind psychiatrists with 
67%. Apart from PQRS, electronic prescribing is also re-
quired to meet Stage 2 meaningful use requirements, 
which calls for 50% of prescriptions to be transmitted 
electronically (10).

Voluntary participation in PQRS started in July 
2007, with providers being paid a bonus for reporting 
the quality measures, which varied from 0.5% to 2% of 
the providers’ Part B allowed charges furnished during 
the reporting period.

Starting in 2015, penalties for non-participation re-
place the bonuses of earlier years (11-13). An array of 
studies assessing the effectiveness of PQRS participation 
have reported mixed results, supporting widely held pro-
vider beliefs of a dysfunctional and ineffective system 
(12,14-32). Even then, there is substantial enthusiasm 
from supporters of PQRS and a value-based payment sys-
tem including Accountable Care Organizations (ACOs) 
(33-50). Further, in contrast to the philosophy of Medi-
care and Medicaid services and the entire health care sys-
tem, which is based on evidence and medical necessity, 
PQRS is not supported by the present available evidence 
in the same manner as electronic medical records (EMRs), 
International Classification of Diseases, Tenth Revision, 
Clinical Modification (ICD-10-CM), and various other 
regulations (5,7,8,12,49-71). Further, the assessment of 
penalties for lack of reporting of PQRS measures stands 
in contrast to the Supreme Court ruling that unfunded 
mandates must not be permitted (72). The risk of penal-
ties without financial rewards from PQRS has brought 
anxiety and fear to interventional pain management 
practices. Thus, PQRS represents an unusual type of pol-
icy initiative, starting with voluntary participation with 
bonuses leading to penalties – inducement opportuni-
ties and implementation with challenges. 

Eligible professionals in group practices that fail 
to satisfactorily report data on quality measures dur-
ing 2014 will be subject to a 2% reduction to Medicare 
fee-for-service (FFS) amounts during 2016. In November 
2015, CMS released the calendar year 2016 physician 
fee schedule, which contained a number of provisions 
focused on PQRS, the physician value-based modifier 
(VBM) program, and the Medicare shared savings pro-
gram (62). In addition, 2016 will be the payment year 
for the 2018 PQRS payment adjustment. The PQRS pay-
ment adjustment will transition to a merit-based incen-
tive payment system, or MIPS, after 2018 as required by 
MACRA (7-9). 

In December 2015, for the first time since its inception 
in 1965, Medicare published quality performance 
scores for individual physicians. This has resulted 

in more than a degree of consternation because the 
list included only 40% of practicing physicians and 
the information was often incorrect (1). This data, 
published on the Physician Compare Website, scores 
performance on routine screening and other preventive 
care for common conditions such as heart disease and 
diabetes. The data is published for individual physicians 
and group practices. This information was released 
under the provisions of the Affordable Care Act (ACA), 
requiring increased reporting and the use of financial 
incentives tied to performance on quality metrics (2-5). 
Many physicians were not included because they have 
chosen not to submit data or due to inaccuracies and 
difficulties. Medicare has re-emphasized its ambitious 
goal to increase the amount of spending tied to 
financial incentives based on performance by 2018. 
However, the incentives under most contracts remain 
very small and critics continue to question whether 
they will be effective and survive into the future. 

As of December 2015, almost 470,000 providers 
accepted pay cuts rather than participate in quality 
data or performance quality measures and electronic 
prescribing. However, CMS boasts that it has paid out 
more than $380 million in incentive payments through 
its physician-quality reporting system and electronic 
prescribing incentive programs (6). 

The new CMS measures can be considered some-
what of a preamble for the Physician Quality Reporting 
System (PQRS) to be rolled into what is intended to be 
a more cohesive approach to qualify reporting and in-
centives under the recently enacted legislation repeal-
ing and replacing the Medicare sustainable growth rate 
(SGR) formula – Medicare Access and CHIP Reauthoriza-
tion Act of 2015 (MACRA) (7-9). 

The majority of physicians have long complained 
of a disjointed and overlapping area of reporting re-
quirements, leading many to conclude that financial 
bonuses and penalties tied to them aren’t worth the 
trouble. Consequently, almost 470,000 physicians and 
other eligible professionals got a 1.5% reduction in 
2015 payments based on their PQRS data, while almost 
50,000 eligible professionals saw a reduction in 2014 
through the e-prescribing program. Almost all PQRS 
reductions (98%) and the majority of the e-prescribing 
adjustments (80%) were based on refusal to partici-
pate, even though participating professionals continue 
to increase steadily, reaching 51.2% of eligible profes-
sionals participating. Generally it has been thought 
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Thus, the PQRS, which was described as a value-
based payment system, has seemingly transformed into 
a valueless bureaucratic nightmare. The objective of this 
manuscript is to describe the PQRS program and facili-
tate its implementation for interventional pain physi-
cians so they may avoid deleterious penalties; financial 
and reputational. 

Background

The Institute of Medicine (IOM) published a series 
of groundbreaking reports in the early 2000s about 
quality of care and the influence of provider behavior 
(14,63,64). IOM developed a strategy to improve qual-
ity of care which was termed “pay for performance” or 
“financial incentives” to transform behaviors to achieve 
greater value (14,63,64). Into that milieu, PQRS was born. 
PQRS and pay for performance were linked with Value-
Based Purchasing (VBP) to improve the value of care 
over the entire continuum of patient treatment (11,65). 
The strategy of VBP hinges on recognition, rewards, and 
sharing of accountability among providers. CMS has em-
braced PQRS as a component of VBP to advance its goals 
to transform the Medicare program from a passive pay-
er to an active purchaser of high quality health care ser-
vices by connecting payment to the quality and value 
of services provided (15,66-71,73). Policymakers have 
focused on a broad range of issues, including the devel-
opment of quality measures (11,14,15,63-71,73) and the 
influence of medical practice organization structures on 
quality performance (74-79). The PQRS was established 
under the 2006 Tax Relief and Health Care Act (80). The 
PQRS is expected to enable eligible professionals to re-
port health care quality and health outcome informa-
tion that cannot be obtained from standard Medicare 
claims (11,66). Subsequently, the ACA of 2010 required 
the CMS to incorporate a combination of cost and qual-
ity into the payment systems for health care as a precur-
sor to value-based payments (2-4). In addition, MACRA 
incorporated PQRS and value-based payment systems 
into merit-based payment systems (7-9).

Physician Quality Reporting System 
The PQRS, formerly known as Physician Quality Re-

porting Initiative (PQRI), is based on measures of process 
quality and patient health outcomes. The PQRS mea-
sures prepared by private organizations are subjected to 
a lengthy approval process by CMS with updating of this 
robust list of quality measures each year. CMS provides 
definitions for each measure  with either general PQRS 
language around measures or disease specific measures. 
Initially, in 2008 and 2009, the most frequently reported 

measures were related to adaption and use of e-pre-
scribing and electronic health records (EHRs) (13,16). 
Multiple disease-specific measures include measures 
of process of care and health outcomes, representing 
either desirable or undesirable health outcomes such 
as adequate or inadequate control of blood sugar or 
blood pressure.

PQRS is a separate and distinct program from oth-
er measures. As such, successful participation in mean-
ingful use for EHRs requires separate attestation. As an 
example, the 2% penalty payment adjustment for 2016 
and 2017 for not satisfactorily reporting PQRS will be 
applied to all of the eligible Part B covered profession-
al services under the Medicare physician fee schedule, 
which may result in a $2,000 to $10,000 penalty. 

Eligible Professionals
Multiple professionals providing Medicare Part B 

service are eligible to participate in PQRS. These are 
designated as eligible professionals (EP) (81,82) includ-
ing physicians, therapists, and practitioners as shown 
in Table 1. 

Table 1. Eligible professionals.

•  Physicians

  Doctor of Medicine

  Doctor of Osteopathy

  Doctor of Podiatric Medicine

  Doctor of Optometry

  Doctor of Oral Surgery

  Doctor of Dental Medicine

  Doctor of Chiropractic

•  Therapists

  Physical Therapist

  Occupational Therapist

  Qualified speech-language therapist

•  Practitioners 

  Physician Assistant

  Nurse Practitioner 

  Clinical Nurse Specialist 

  Certified Registered Nurse Anesthetist (and Anesthesiologist Assistant)

  Certified Nurse Midwife

  Clinical Social Worker

  Clinical Psychologist

  Registered Dietician 

  Nutrition Professional

  Audiologists
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PQRS reporting analysis is based on each Individual 
National Provider Identification (NPI) and tax ID combi-
nation. For individual EPs reporting with multiple tax 
IDs, a PQRS payment adjustment would be applied to 
each unsuccessful NPI/Tax Identification Number (TIN) 
reporting. In addition, individual EPs within a group 
practice that report as individuals are free to choose 
which PQRS measures or measures group to report 
without requirement to register to participate as an 
individual EP. Further, when reporting PQRS as an indi-
vidual in a group practice setting, analysis is based on 
individual NPI, but not group NPI. 

Consequently, an individual EP can successfully re-
port PQRS under one TIN and have a penalty adjust-
ment applied for not successfully reporting under a 
different TIN. The penalty may be applied for some in-
dividuals in a group practice who fail to successfully re-
port, while other individuals reporting successfully will 
avoid the PQRS penalty.

PQRS Participation

PQRS participation rules have been changing since 
the inception. Some changes have been made from 
2015 PQRS participation to 2016 PQRS participation. 
These include changes to the PQRS program (Table 2), 
changes to PQRS reporting criteria involving changes to 
the group practice reporting option, changes for quali-

fied clinical data registry (QCDR) vendors, changes for 
registry vendors, EHR changes, and EHR auditing re-
quirements (Table 3). Individual reporting is based on 
available reporting mechanisms for 2016 program year 
as follows: 
•	 Claims 
•	 Registry
•	 EHR (Direct or Data Submission Vendor)
•	 QCDR

Individual Reporting 
There have not been any changes to individual re-

porting with claims, registry and measures groups via reg-
istry, EHR (direct or DSV), and QCDR as shown in Table 4. 

Group practice reporting option (GPRO), continues 
to be available for the 2016 program year through: 
•	 Web interface 
•	 Registry
•	 EHR (direct or DSV)
•	 QCDR 
•	 Consumer Assessment of Healthcare Providers and 

System (CAHPS) for PQRS is:
•	 Optional for PQRS group practices of 2-99 EPs re-

porting electronically through the EHR, using a 
QCDR, or a qualified registry

•	 Required for all PQRS group practices of 100 or 
more EPs, regardless of reporting mechanism

Table 2. Changes to PQRS from 2015 to 2016.

• Definition of EP for purposes of participating in PQRS

• Changes to the requirements for the QCDR and qualified registries

• QCDRs and qualified registries have more time in which to self-nominate

• �Revised auditing requirements for entities submitting PQRS quality measures data (qualified registries, QCDR, direct EHR, or direct Data 
Submission Vendor [DSV] product)

Table 3. Changes to PQRS reporting criteria from 2015 to 2016.

• Changes to group practice reporting option (GPRO): 

‒ New QCDR reporting option 
‒ Optional Consumer Assessment of Healthcare Providers and Systems (CAHPS) reporting for groups of 25-99 EPs 
‒ Required CAHPS reporting for groups of 100 or more EPs regardless of reporting mechanism 

•  Changes for QCDR Vendors

‒ Support tax identification number (TIN)-level reporting 
‒ New process for self-nomination and attestation 
‒ Revised auditing requirements 

• Changes Registry Vendors 

‒ New process for self-nomination and attestation 
‒ Revised auditing requirements

•    EHR 

‒ Revised auditing requirements
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In addition, groups must register to report via the 
GPRO. GPRO reporting with web interface includes 
practices reporting with or without CAHPS for PQRS. 
Based on the 2016 physician payment rule, 2 or more 
EPs participating in the GPRO have an option to report 
quality measures via a QCDR. Second, group practices 
of 2-99 EPs use the same criterion as individual EPs to 
satisfactorily participate in QCDR for the 2018 PQRS 
payment adjustment, and the reporting period is Janu-
ary 1 to December 31, 2016. 

Quality Measures

Quality of care provided by physicians and other 
providers is indicated by quality measures. Quality mea-
sures are tools that are claimed to help CMS measure or 
quantify health care processes, outcome, patient per-
ceptions, and organizational structure and/or systems 
that are associated with the ability to provide high 
quality health care. CMS describes the goals to include 
effective, safe, efficient, patient-centered, equitable, 
and timely care. EPs may choose to report individual 
measures or measure groups.

The PQRS measures have been described to address 
various aspects of care, such as prevention, chronic and 
acute care management, procedure-related care, re-
source utilization, and care coordination. 

Numerator Codes for Clinical Actions
Quality measures consist of a unique numerator 

(clinical action) and a denominator (eligible case) that 
permit the calculation of the percentage of a defined 
population that receives a particular process of care or 
achieves a particular outcome.

Numerator Codes for Clinical Actions
----------------------------------------------
Denominator Codes for Eligible Cases

Denominator 
•	 Key Question: “Does this patient visit/service meet 

the PQRS measure criteria for the EP to report?” 
•	 Describes eligible cases for a measure or the eli-

gible patient population (associated with a mea-
sure’s numerator)

	 •	 ICD-10-CM, CPT Category I & HCPCS codes

Table 4. Individual reporting requirements for 2016. 

 Claims 
   • �9 measures covering at least 3 National Quality Strategy (NQS) domains OR if < 9 measures or < 3 domains apply, report on each applicable 

measure
   • AND report each measure for at least 50% of the Medicare Part B FFS patients for which the measure applies
   • �If an EP sees one Medicare patient in a face-to-face encounter, they must report on at least one cross-cutting measure (included in the 9 

measures) 
   • Measures with 0% performance rate will not count

• Registry and measures groups via registry
   •  Individual measures:
         9 measures covering at least 3 NQS domains OR if < 9 measures or < 3 domains apply, report on each applicable measure
       • AND report each measure for at least 50% of the Medicare Part B FFS patients for which the measure applies
         Measures with 0% performance rate will not count
    • Measures groups:
         There were no changes for measures groups via registry reporting for individual EPs
       •  One measures group for 20 applicable patients of each EP
       •  A majority of patients (11 out of 20) must be Medicare Part B FFS patients 
   • Measures groups containing a measure with a 0% performance rate will not be counted 

•  EHR (Direct or DSV)
   •  �9 measures covering at least 3 of the NQS domains. If an EP’s EHR does not contain patient data for at least 9 measures covering at least 3 

domains, then the EP must report on all the measures for which there is Medicare patient data
   •  Report on at least one measure for which there is Medicare patient data 
   •  Certified EHR Technology (CEHRT) Requirement for Electronic Clinical Quality Measures (CQM) reporting 
   •  Providers must use technology that is CEHRT 
   •  Providers must create an electronic file using CEHRT that can be accepted by CMS for reporting

•  QCDR
   •  9 measures (PQRS measures and/or non-PQRS measures) available for reporting under a QCDR covering at least 3 NQS domains
   •  AND each measure for at least 50% of the EP’s patients
   •  Of these measures, EP would report on at least 2 outcome measures 
       OR
   •  �If 2 outcome measures are not available, report on at least one outcome measure and at least one resource use, patient experience of care, 

efficiency/appropriate use, or patient safety measure
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	 •	 Patient demographics (age, gender, etc.) and 
place of service

Selecting Quality Measures
EPs must select which measures they would like to 

report and are not required to report on all of the mea-
sures. There are numerous measures each practitioner 
could select. Consequently, it is important to select ap-
propriate measures by reviewing the measure list. 
•	 Step 1: Review the measures list of PQRS and de-

termine which measures, corresponding NQS do-
mains, and reporting mechanisms may be of inter-
est and applicable to your practice. 

•	 Step 2: Consider important factors including clini-
cal conditions usually treated; types of care typi-
cally provided (chronic care provided for pain pa-
tients); settings where care is usually delivered such 
as office, emergency department (ED), or surgical 
suite; quality improvement goals; and other quality 
reporting programs in use that are being consid-
ered by NQS. 

•	 Step 3: Review specifications. Once the selection of 
potential measures is made, specifications must be 
reviewed.

Measures have been classified according to the 6 
national quality strategy domains based on the NQS 
priorities in the current year. To successfully report 
PQRS in 2016, the reporting mechanisms typically re-
quire an EP or group practice to report 9 or more mea-
sures governing: 
•	 At least 3 NQS domains and cross cutting measures 

for EPs with billable face to face encounters for 
satisfactory reporting. Table 5 shows the 6 NQS 
domains.

National Quality Strategy 
The ACA required the Secretary of Health and Hu-

man Services (HHS) to establish a National Strategy for 
Quality Improvement in Health Care (National Quality 
Strategy) that sets priorities to guide efforts and include 
a strategic plan for how to achieve it.  The following 
set of 3 overarching aims was developed to establish 

a framework within which specific priorities could be 
identified and implemented:
•	 Better Care
•	 Healthy People/Healthy Communities
•	 Affordable Care

To advance these aims, the NQS continues to focus 
on 6 priority domains:
•	 Patient Safety: making care safer by reducing harm 

caused in the delivery of care
•	 Person and Caregiver-Centered Experience and 

Outcomes: strengthen persons and their families as 
partners in their care

•	 Communication and Care Coordination: promoting 
effective communication and coordination of care

•	 Effective Clinical Care: promoting the most effec-
tive prevention and treatment of chronic disease

•	 Community/Population Health: work with commu-
nities to promote best practices of healthy living

•	 Efficiency and Cost Reduction: making quality care 
more affordable for individuals, families, employ-
ers, and governments CMS has updated quality 
measures each year. With new additions, there are 
almost 281 quality measures for 2016.

PQRS Cross-Cutting Measures 
This was a new requirement for 2015 and contin-

ues as one for 2016.  Cross-cutting measures is a part of 
Medicare’s mission to obtain a better picture of the over-
all quality of care furnished by EPs, particularly for the 
purpose of having PQRS reporting being used to assess 
quality performance under the value-based modifier.  
The requirement of reporting a cross-cutting measure 
is triggered if an EP or group practice bills a face-to-face 
encounter.  CMS defines a face-to-face encounter as an 
instance in which the EP or group practice billed for ser-
vices that are associated with face-to-face encounters 
under the Physician Fee Schedule.  This includes office 
visits and surgical procedure codes.  Tele-health visits 
are not considered as a face-to-face encounter.  The fol-
lowing is a link to the 2016 Cross-cutting Measures List: 
http://tinyurl.com/2016-PQRSCrossCutting 

The PQRS measures for 2016 have been updated 

Table 5. The 6 NQS domains.

Patient Safety
Person and Caregiver-Centered 

Experiences and Outcomes
Communication and Care Coordination

EffectiveClinical Care Community/Population Health Efficiency and Cost Reduction
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with 4 additional cross cutting measures and 37 new in-
dividual measures. Similarly, reporting method changes 
have been made to 18 existing measures along with the 
removal of 10 measures from PQRS. Among the 2016 
finalized new measures by domain include 18 for ef-
fective clinical care, 9 for patient safety, 4 for efficien-
cy and cost reduction, one for community/population 
health, 3 for communication and care coordination, 
and 2 for patient - and caregiver-centered experience 
and outcomes. 

PQRS Measures Group(s)
A PQRS measures group is a group of measures 

covering patients with a specific condition or preven-
tive service that is addressed by at least 6 measures 
that share a common patient/visit clinical condition or 
focus. Only the defined PQRS measures groups can be 
utilized when reporting the measures group options. 
All other individual measures that are included in PQRS 
but not defined as included in a specific PQRS measures 
group cannot be grouped together by EPs to define a 
measures group. In addition, some measures groups 
include PQRS performance measures that can only be 
reported as a group.  Measures groups are only report-
able by individual EPs via a qualified registry.  A PQRS 
measure group cannot be reported via claims-based 
or EHR method; as well it is not a GPRO reporting op-
tion for group practices.  Similar to reporting individual 
measures, measures groups utilize only one 12-month 
reporting period from January 1 – December 31, 2016.     
2016 brings three new PQRS measures groups – Cardio-
vascular Prevention, Diabetic Retinopathy and Multiple 
Chronic Conditions.  The Multiple Chronic Conditions 
measure group may be a 2016 PQRS reporting option 
for some interventional pain management providers.  It 
includes the following measures:
1.	 Measure #47 - Care Plan 
2.	 Measure # 110 - Preventive Care and Screening; In-

fluenza Immunization
3.	 Measure #128 - Preventive Care and Screening: 

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

4.	 Measure #130 - Documentation of Current Medica-
tions in the Medical Record

5.	 Measure #131 - Pain Assessment and Follow-Up
6.	 Measure #134 - Preventive Care and Screening: 

Screening for Clinical Depression and Follow-Up 
Plan

7.	 Measure #154 - Falls: Risk Assessment
8.	 Measure #155 - Falls: Plan of Care

9.	 Measure #238 - Use of High-Risk Medications in the 
Elderly

The 20 patient sample criteria for the Multiple 
Chronic Conditions Measures Group are patients aged 
66 years and older with at least two of the conditions as 
listed in the Chronic Conditions Data Warehouse (CCW) 
accompanied by one of the two following patient en-
counter codes:
	 99487 Complex chronic care management services, 

with the following required elements:  multiple 
(two or more) chronic conditions expected to last at 
least 12 months, or until the death of the patient, 
chronic conditions place the patient at significant 
risk of death, acute exacerbation/decompensation, 
or functional decline, establishment or substantial 
revision of a comprehensive care plan, moderate 
or high complexity medical decision making, and 
60 minutes of clinical staff time directed by a physi-
cian or other qualified health care professional, per 
calendar month

	 99490 Chronic care management services, at least 
20 minutes of clinical staff time directed by a phy-
sician or other qualified health care professional, 
per calendar month, with the following required 
elements: multiple (two or more) chronic condi-
tions expected to last at least 12 months, or until 
the death of the patient, chronic conditions place 
the patient at significant risk of death, acute ex-
acerbation/decompensation, or functional decline, 
and comprehensive care plan established, imple-
mented, revised, or monitored

The CCW can be reviewed at the following link: 
http://tinyurl.com/PQRS-CCWdata   

Reporting of PQRS
For successful reporting of PQRS, clinical measures 

on which EPs are reporting must be documented in the 
medical record. In addition, there is also the issue re-
lated to satisfactory versus satisfactory participation.  
PQRS is a pay-for-reporting model, in that reporting of 
non-performance of measures potentially will count to-
ward the prevention of payment adjustment (whether 
the clinical action is reported as completed or not com-
pleted via a performance measure exclusion modifier).  
However, note that 0% performance rate of an indi-
vidual measure will not be counted toward meeting the 
2015 or 2016 PQRS requirements. Reporting that the EP 
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did not perform the measure 100% of the time will not 
count toward preventing the PQRS payment adjustment. In 
addition, measures groups containing a measure with 0% 
performance rate will likewise not be considered as satis-
factorily reporting the measures group.	

A measure-applicability (MAV) will apply for those EPs 
that report less than 9 measures and/or covering less than 
3 domains and/or no cross-cutting measure. MAV exists to 
help EPs who might practice in specialties and may have a 
limitation of measures for which they can report, to still 
avoid the payment adjustments.

To assess the reporting performance, physicians and 
groups of physicians under the Medicare physician feed-
back program are provided with confidential feedback re-
ports. These reports can be used to compare with other 
physicians and groups of physicians caring for Medicare 
patients. The reports also contain quality of care and cost 
performance rates on measures used to compare value-
based payment modifier. Value-based payment modifier 
will be implemented gradually. This is variable based on 
group sizes. 

Satisfactory reporting is described as participating in 
2015 and 2016 PQRS to avoid the 2017 and 2018 negative 
payment adjustment. Criteria for satisfactory reporting 
under PQRS using an EHR are aligned with the Medicare 
EHR incentive program. Satisfactory reporting of PQRS EHR 
quality measures will allow EPs and PQRS group practices 
to qualify for the CQM component of meaningful use. 

Satisfactory participation through QCDR is a CMS ap-
proved entity that collects medical and/or clinical data for 
the purpose of patient and disease tracking to foster im-
provement in the quality of care provided to patients. A 
QCDR will complete the collection and submission of PQRS 

quality measures data on behalf of EPs so that they 
may meet criteria for satisfactory participating in 
2015 / 2016 PQRS. The data submitted to CMS via 
QCDR covers quality measures across multiple pay-
ers and is not limited to Medicare. Reporting via 
QDCR is one of the 3 reporting mechanisms that 
provides calculated reporting and performance 
rates to CMS.

Value-Based Payment Modifier 
According to CMS and health care policy-mak-

ers, PQRS is meant to transition from volume to val-
ue. Consequently, a Value-Based Payment Modifier 
(VBPM) has been developed. The ACA requires CMS 
to implement a VBPM that provides for a differen-
tial payment to physicians based upon the quality 
of care furnished compared to cost during perfor-
mance period. Under the value-based payment sys-
tem, EPs are evaluated on both quality and cost of 
care. Thus, performance on quality and cost mea-
sures in the future can translate into value-based 
payment incentives for EPs who provide high qual-
ity, efficient care while for those who underperform 
may be subject to downward value-based payment 
adjustments. VBPM score is determined by PQRS re-
porters and non-PQRS reporters. The mechanism of 
work of VBPM is shown in Tables 6 and 7.

Participation for Interventional 
Pain Physicians

Participation for interventional pain manage-
ment includes a selection of 9 measures covering 3 
or more NQS domains with reporting of more than 
50% of applicable Medicare Part B FFS patients 
over a period of 12 months. Thus, measures with 
0% performance rate will be considered in analysis, 
but will not be considered satisfactorily reported. 
These measures are subject to claims-based MAV. 

For ease of utilization for interventional pain 
physicians, 9 PQRS individual measures and 4 op-
tional measures are listed in Tables 8 and 9. Of the 
9 measures recommended, measures #130, and 
#131 are reported for each visit or more than once 
during reporting period and other, measures #39, 
#47, #128,  #226, #408, and #412 are reported once 
per reporting period or year. Among the optional 
measures available, measures to be reported with 
each visit or more than once during reporting pe-
riod includes #109. Other optional measures are 
reported once a year, i.e. #178, #435, and #414.

Table 6. The mechanism of  work of  value-based payment modifier 
(VBPM).
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Table 7. Development of  value-based payment modifier (VBPM). 

Table 8. Recommended measures for IPM providers. 

NQS Measures to be Reported Once during 
the 12-month Reporting Period
1.	 Measure #39 (NQF 0046): Screening for osteoporo-

sis for women aged 65 - 85 years of age [NQS Do-
main: Effective Clinical Care]

Denominator
•	 All female patients aged 65-85 years on date of 

encounter AND patient encounter during the re-
porting period (CPT): 99201, 99202, 99203, 99204, 
99205, 99212, 99213, 99214, 99215

•	 Reported a minimum of once per reporting period.

Numerator
•	 The number of women who have documentation 

in their medical record of having received a DXA 

1.	 Measure #39 (NQF 0046): Screening for osteoporosis for women aged 65 -85 years of Age (revised for 2016)

2.	 Measure #47 (NQF 0326): Care Plan – Communication and Care Coordination

3.	 Measure #111 (NQF 0043): Pneumonia Vaccination Status for Older Adults

4.	 Measure #226 (NQF 0028): Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention

5.	 Measure #128 (NQF 0421): Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up Plan

6.	 Measure #412: Documentation of Signed Opioid Treatment Agreement (new for 2016)

7.	 Measure #130 (NQF 0419): Documentation of Current Medications in the Medical Record

8.	 Measure #131 (NQF 0420): Pain Assessment and Follow-Up

9.	 Measure #408: Opioid Therapy Follow-up Evaluation (new for 2016)

OPTIONAL

10.	 Measure #178: Rheumatoid Arthritis (RA): Functional Status Assessment

11.	 Measure #109: Osteoarthritis (OA): Function and Pain Assessment 

12.	 Measure #435: Quality of Life Assessment For Patients With Primary Headache Disorders (new for 2016)

13.	 Measure #414: Evaluation of Interview for Risk of Opioid Misuse (new for 2016)
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Table 9. 2016 PQRS monitoring sheet with 9 recommended measures and 4 optional measures.

Measures to be Assessed During Each Visit or More Than Once

#130 Medication documented
ICD-10 N/A

G8427 documented

G8430 not eligible for assess

G8428 NOT DOCUMENTED

#131 Pain Assessment & F/U
ICD-10 N/A

G8730 pos assess f/u documented

G8731 neg assess no f/u

G8442 not eligible for assess

G8939 pos assess f/u NOT documented pt NOT eligible

G8732 pain assess not documented

G8509 pos pain assess f/u not doc

Measures to be Reported Once during the 12-month Reporting Period

#412 Documentation of Signed Opioid 
Treatment Agreement:
ICD-10 N/A

G9578 Opioid Treatment Agreement signed

G9579 Opioid Treatment Agreement NOT 
DOCUMENTED

#39 Screening for Osteoporosis Women 
65-85 Years of Age
ICD-10 N/A

G8399 results documented central DXA performed

G8401 Not an eligible candidate for screening (reason 
documented)

G8400 central DXA results not documented (reason NOT 
documented)

#128 BMI Screening Age 65 and older BMI 
> 23 and < 30 Age 18-64 BMI > 18.5 and 
< 25
ICD-10 N/A

G8420 BMI documented WITHIN normal and NO f/u 
plan required

G8417 BMI documented ABOVE normal and f/u plan 
documented

G8418 BMI documented BELOW normal and f/u 
documented

G8422 BMI NOT documented/not eligible

G8938 BMI documented OUTSIDE normal, f/u plan NOT 
documented/NOT eligible

G8421 BMI NOT documented-Reason not given

G8419 BMI documented normal, f/u plan NOT document-
ed, Reason not given

# 226 Tobacco Use: Screening AND Cessa-
tion: Age 18 and older
ICD-10 N/A

4004F screened AND received cessation intervention

1036F screened and identified as non-user

4004F-1P screening not performed for medical reasons

4004F-8P screening OR cessation intervention NOT per-
formed reason not specified

# 47 Advance Care Plan
>65 AND OLDER
ICD-10 N/A

1123F Documented

1124F Documented not specified by patient

1123F-8P NOT DOCUMENTED

#111 Pneumonia Vaccination Status for 65 
AND OLDER ONLY
ICD-10 N/A

4040F vaccine has been administered

4040F-8P vaccine has NEVER been received

#408 Opioid Therapy Follow-up Evaluation
ICD-10 N/A

G9562 f/u eval at least every 3 months during opioid 
therapy

G9563 Did NOT have f/u eval at least every 3 months dur-
ing opioid therapy
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test of the hip or spine or clinician documented 
that patient was not an eligible candidate for 
screening

•	 Patient with central dual energy x-ray ABSO or 
PTIO metry the DXA results not documented, rea-
son not given.

Rationale
•	 There is convincing evidence that bone marrow 

density tests predict short-term risk for osteoporo-
sis fractures. 

•	 There is also evidence that osteoporosis treat-
ment reduces the incidence of fracture in women 
who are identified to be at risk of an osteoporotic 
fracture. 

•	 Fractures, especially in older population, can cause 
significant health issues, decline in function, and in 
some cases lead to mortality.

2.	 Measure #47 (NQF 0326): Care Plan [NQS domain: 
Communication and Care Coordination] 

Denominator 
•	 All patients aged ≥ 65 years on date of encoun-

ter AND patient encounter during the reporting 
period (CPT): 99201, 99202, 99203, 99204, 99205, 
99212, 99213, 99214, 99215, and multiple addition-
al codes. 

•	 Reported a minimum of once per reporting period.

Numerator
•	 Patients who have an advance care plan or surro-

gate decision-maker documented in the medical 
record or documentation in the medical record 
that an advance care plan was discussed but pa-
tient did not wish or was not able to name a sur-
rogate decision-maker or provide an advance care 
plan.

•	  “The CPT Category II codes used for this measure 
indicate: Advance Care Planning was discussed and 
documented. The act of using the Category II 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 criteria.

3. 	 Measure #111 (NQF 0043): Pneumonia Vaccination 
Status for Older Adults [NQS domain: Community / 
Population Health]

Denominator
•	 Pneumococcal vaccination is expected once ever 

for patients 65 years of age or older.
•	 Patients aged ≥ 65 years on date of encounter AND 

Table 9. 2016 PQRS monitoring sheet with 9 recommended measures and 4 optional measures.

Optional

#414 Evaluation or Interview for Risk of 
Opioid Misuse
ICD-10 N/A

G9584 Eval for risk of opiate misuse

G9585 NOT eval for risk of opiate misuse

#109 OA: Function and Pain Assessment 
Age 21 and older
ICD-10: M15.-, M16.-, M17.-, M18.-, M19.-

1006F OA symptoms and functional status assessed

1006F-8P OA symptoms and functional status NOT assessed, 
reason not specified

#178: Rheumatoid Arthritis Assessment 
Age 18 and older
ICD-10: M15.-, M16.-, M17.-, M18.-, M19.-

1170F functional status assessed

1170F-8P functional status NOT assessed

#435 Primary Headache Disorder

ICD-10 G43.00- to G44.89-

G9634 health related quality of life assessed during at least 
2 visits

G9635 health related quality of life not assessed due to lack 
of patient cognition or lack of patients ability to 
read, write, etc.

G9636 health related quality of life not assessed with 
tool during at least 2 visits or quality of life score 
declined
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patient encounter during the reporting period 
(CPT): 99201, 99202, 99203, 99204, 99205, 99211, 
99212, 99213, 99214, 99215 and multiple addition-
al codes

•	 Reported a minimum of once per reporting period.

Numerator
•	 Patients who have ever received a pneumococcal 

vaccination 
•	 While the measure provides credit for adults 65 

year of age and older who have ever received ei-
ther the PCV13 or PPSV23 vaccine (or both), ac-
cording to ACIP recommendations, patients should 
receive both vaccines.

•	 The order and timing of the vaccination depends 
on certain patient characteristics, and are detailed 
in ACIP recommendations.

Rationale
•	 Pneumonia is a common cause of illness and death 

in the elderly and persons with certain underlying 
conditions such as heart failure, diabetes, cystic 
fibrosis, asthma, sickle cell anemia, or chronic ob-
structive pulmonary disease.

•	 The Advisory Committee on Immunization Practices’ 
(ACIP) Updated Recommendations for Prevention 
of Invasive Pneumococcal Disease Among Adults 
recommends pneumococcal vaccine for all immuno-
competent individuals who are 65 and older or oth-
erwise at increased risk for pneumococcal disease. 

4.	 Measure #226 (NQF 0028): Preventive Care and 
Screening: Tobacco Use: Screening and Cessation 
Intervention [NQS domain: Community / Popula-
tion Health]

Denominator 
•	 All patients aged ≥ 18 years with patient encounter 

during the reporting period (CPT): 99201, 99202, 
99203, 99204, 99205, 99211, 99212, 99213, 99214, 
99215 and multiple additional codes

Numerator
•	 Patients who were screened for tobacco use at 

least once within 24 months AND who received to-
bacco cessation counseling intervention if defined 
as a tobacco user 

5.	 Measure #128 (NQF 0421): Preventive Care and 
Screening: Body Mass Index (BMI) Screening and 

Follow-Up Plan [NQS domain: Community/Popula-
tion Health]

Denominator
•	 All patients aged ≥ 18 years on date of encoun-

ter AND patient encounter during the reporting 
period (CPT): 99201, 99202, 99203, 99204, 99205, 
99211, 99212, 99213, 99214, 99215 and multiple 
additional codes

Numerator
•	 The measure is to be reported a minimum of once 

per reporting period or patients seen during the 
reporting report. 	

•	 Patients with a documented BMI during the en-
counter or during the previous 6 months, AND 
when the BMI is outside of normal parameters, a 
follow-up plan is documented during the encoun-
ter or during the previous 6 months of the current 
encounter

•	 Numerator instructions include height and weight 
and follow-up plan. 

6.	 Measure #412 Documentation of Signed Opioid 
Treatment Agreement [NQS domain: Effective Clin-
ical Care]

Denominator
•	 Patients aged over 18 years on date of encounter 

and patient encounter during the reporting period 
(CPT): 99201, 99202, 99203, 99204, 99205, and mul-
tiple additional codes.

•	 Patients prescribed opiates for longer than 6 weeks.
•	 This measure is to be reported a minimum of once 

per reporting period for all patients being pre-
scribed opioids for duration longer than 6 weeks 
during the operating period. 

Numerator
•	 Patients who signed an opioid treatment agree-

ment at least once during opioid therapy.

Rationale
•	 The goal of consent process is to assist patients to 

make appropriate medical decisions that are con-
sistent with their preference and values. 

•	 In some states, clinicians are required to document 
this discussion, though specific requirements are 
variable for each state. 

•	 A continuing discussion with the patient regarding 
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chronic opioid therapy should include goals, expec-
tations, potential risks, and alternatives to chronic 
opioid therapy.

•	 Clinicians may consider using a written chronic 
opioid therapy management plan to document pa-
tient and clinician responsibilities and expectations 
and assist in patient education.

7.	 Measure #408 Opioid Therapy Follow-up Evalua-
tion [NQS domain: Effective Clinical Care] 

Denominator 
•	 Patients aged over 18 years on date of encounter 

and patient encounter during the reporting period 
(CPT): 99201, 99202, 99203, 99204, 99205, and mul-
tiple additional codes.

•	 Patients prescribed opiates for longer than 6 weeks 
reports 

Numerator
•	 This measure is be reported a minimum of once per 

reporting period for all patients being prescribed 
opioids for duration longer than 6 weeks during 
the reporting period.

•	 However, clinicians should assess patients on chron-
ic opioid therapy periodically and as warranted by 
changing circumstances. 

•	 Monitoring should include documentation of pain 
intensity and level of functioning, assessment of 
progress toward achieving therapeutic goals, pres-
ence of adverse events, and adherence to pre-
scribed therapies.

•	 In patients on chronic opioid therapy who are at 
high risk or who have engaged in aberrant drug re-
lated behaviors, clinicians should periodically obtain 
drug screens or other information to confirm adher-
ence to the chronic opioid therapy plan of care. 

•	 In patients on chronic opioid therapy, not at high 
risk and not known to have engaged in aberrant 
drug related behaviors, clinicians should consider 
periodically obtaining urine drug screens or other 
information to confirm adherence to the chronic 
opioid therapy plan of care. 

•	 Patients with a follow-up evaluation conducted at 
least every 3 months during opioid therapy.

•	 Clinicians should periodically reassess all patients 
on chronic opioid therapy. Regular monitoring of 
patients once chronic opioid therapy is initiated is 
critical because therapeutic risks and benefits do 
not remain static and can be affected by changes 

in the underlying pain condition, presence of coex-
isting disease, or changes in psychological or social 
circumstances.

•	 Monitoring is essential to identify patients who 
are benefitting from chronic opioid therapy, those 
who might benefit more with restructuring of 
treatment or receiving additional services such as 
treatment for addiction, and those whose benefits 
from treatment are overweighed by harms.

Measures to be Assessed During Each Visit or 
More Than Once 
8.	 Measure #130 (NQF 0419): Documentation of Cur-

rent Medications in the Medical Record [NQS do-
main: Patient Safety]

Denominator
•	 All visits for patients aged ≥ 18 years and older 

AND patient encounters during the reporting pe-
riod (CPT): 99201, 99202, 99203, 99204, 99205, 
99211, 99212, 99213, 99214, 99215 and multiple 
additional codes.

Numerator
•	 EP attests for documenting, updating, or reviewing 

a patient’s current medications using all immediate 
resources available on the date of encounter.   The 
current medication list must include ALL known 
prescriptions, over-the counters, herbals, and vita-
min/mineral/dietary (nutritional) supplements AND 
must contain the medications’ name, dosages, fre-
quency and route of administration.

•	 The eligible professional must document in the 
medical record they obtained, updated, or re-
viewed a medication list on the date of the 
encounter. 

•	 Eligible professionals reporting this measure 
may document medication information received 
from the patient, authorized representative(s), 
caregiver(s) or other available healthcare resourc-
es. G8427 should be reported if the eligible profes-
sional documented that the patient is not currently 
taking any medications.

9.	 Measure #131 (NQF 0420): Pain Assessment and 
Follow-Up [NQS domain: Communication and Care 
Coordination]

Denominator 
•	 All patients aged ≥ 18 years on date of encoun-
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ter AND patient encounters during the reporting 
period (CPT): 99201, 99202, 99203, 99204, 99205, 
99211, 99212, 99213, 99214, 99215 and multiple 
additional codes

Numerator
•	 Patients with a documented pain assessment us-

ing a standardized tool(s) AND documentation of 
a follow-up up plan when pain is present.

•	 Documentation of a clinical assessment for the 
presence or absence of pain using a standardized 
tool is required. A multi-dimensional clinical assess-
ment of pain using a standardized tool may include 
characteristics of pain; such as location, intensity, 
description, and onset/duration. 

•	 The standardized tool used to assess the patient’s 
pain must be documented in the medical record (ex-
ception: A provider may use a fraction such as 5/10 
for Numeric Rating Scale without documenting this 
actual tool name when assessing pain for intensity

•	 Standardized tools include, but are not limited to, 
Numeric Rating Pain Scale (NPS), Oswestry Disabil-
ity Index (ODI), Verbal Descriptor Scale (VDS), Ver-
bal Numeric Rating Scale (VNRS), and Visual Ana-
log Scale (VAS).

•	 A follow-up plan is required which is a documented 
outline of care for a positive pain assessment. These 
plans may include pharmacologic, educational, in-
terventional techniques, physical therapy, exercise 
program, a follow-up appointment, or a referral. 

Optional Measures
10.	 Measure #178: Rheumatoid Arthritis (RA): Func-

tional Status Assessment [NQS domain: Effective 
Clinical Care]

Denominator
•	 All patients aged 18 years and older with a diagno-

sis of rheumatoid arthritis AND patient encounter 
during the reporting period (CPT): 99201, 99202, 
99203, 99204, 99205, 99211, 99212, 99213, 99214, 
99215 and multiple additional codes

Numerator
•	 Patients for whom a functional status assessment 

was performed at least once within 12 months
•	 This measure is to be reported a minimum of once 

per reporting period.

11.	 Measure #109: Osteoarthritis (OA): Function and 

Pain Assessment [NQS domain: Person and Caregiv-
er-Centered Experience and Outcomes

Denominator
•	 Patients aged ≥ 21 years on date of encounter AND 

diagnosis of osteoarthritis and patient encounter 
during the reporting period (CPT): 99201, 99202, 
99203, 99204, 99205, 99211, 99212, 99213, 99214, 
99215

Numerator
•	 Patient visits with assessment for level of function 

and pain documented (may include the use of a 
standardized scale or the completion of an assess-
ment questionnaire, such as an SF-36, AOA Hip & 
Knee Questionnaire) 

•	 It is not only the generalized osteoarthritis, but 
arthritis of various joints are included. Thus, mea-
suring the function of each individual joint during 
each visit is required. 

12.	 Measure #435: Quality of Life Assessment for Pa-
tients with Primary Headache Disorders [NQS Do-
main: Effective Clinical Care]

Denominator
•	 All patients with a diagnosis of primary headache dis-

order during the reporting period with at least 2 vis-
its during the reporting period (CPT): 99201, 99202, 
99203, 99204, 99205, and multiple additional codes.

Numerator
•	 Patients whose health related quality of life was 

assessed with a tool(s) during at least 2 visits dur-
ing the 12 month measurement period and those 
health related quality of life score stayed the same 
or improved.

•	 This measure is to be reported at least once per 
reporting period for patients with a diagnosis of 
primary headache during the reporting period.

•	 Performance is excluded if reasons are document-
ed for lack of cognitive or neuropsychiatric impair-
ment that impairs ability to complete the health-
related quality of life (HRQoL) survey or patient has 
the inability to read and write in order to complete 
HRQoL questionnaire.

Rationale
•	 The measure establishes an initial or baseline quali-

ty of life (QoL) score from which the patient should 
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use the same QoL tool/questionnaire at least one 
additional time during the measurement period. 
The 2 assessments must be separated by at least 90 
days for Migraine Disability Assessment (MIDAS) 
and at least 4 weeks for any other tool.

•	 It is expected that the QoL score or ranking will 
stay the same or improve in order for this measure 
to be successfully completed.

13.	 Measure #414: Evaluation of Interview for Risk 
of Opioid Misuse [NQS Domain: Effective Clinical 
Care]

Denominator
•	 All patients 18 and older prescribed opiates for lon-

ger than six weeks duration and patient encounter 
during the reporting period (CPT): 99201, 99202, 
99203, 99204, 99205, and multiple additional 
codes.

Numerator
•	 Patients evaluated for risk of misuse of opioid by 

using a brief validation instrument (i.e. Opioid Risk 
Tool, SOAAP-R) or patient interview at least once 
during opioid therapy.

Rationale
•	 A through history and physical examination, in-

cluding an assessment of psychosocial factors 
and family history, is essential for adequate risk 
stratification. 

•	 Clinician should obtain appropriate diagnostic test 
to evaluate the underlying pain condition, and 
should consider whether the pain condition may 
be treated more effectively with non-opioid thera-
py rather than with chronic opioid therapy. 

Discussion

The PQRS uses a combination of incentive pay-
ments and payment adjustments to promote report-
ing of quality information by both individual EPs and 
group practices to the CMS. In a nutshell, EPs and group 
practices that failed to satisfactorily report data on 
quality measures during 2014 will be subject to a 2% 
reduction to the Medicare fee-for-service amounts for 
services furnished by the EP or group practices during 
2016. The data on quality measures reported for 2015 
will be used for 2017. The year 2016 will be the report-

ing year for the 2018 PQRS payment adjustment. After 
2018, the PQRS payment adjustment will transition to a 
merit-based incentive payment system, as required by 
MACRA (7-9). CMS has proposed to compare EPs and/or 
group practices on the same mechanism which an EP or 
group practice used for reporting, thus, if an EP partici-
pates in PQR via claims, they should only be compared 
with other EPs who reported via claims. Further, con-
cern has been expressed in reference to the accuracy of 
comparison on practices who reported the same mea-
sure but through different EHR vendors. In fact, CMS 
has admitted that results may vary, not only based on 
reporting mechanism, but also across EHR systems and 
that no 2 EHRs report and calculate quality measures 
uniformly. With the complexities of ICD-10-CM, transi-
tioning to alternative payment models (APMs) and the 
MIPS program a la MACRA all accompanied by adminis-
trative burden and cost, we expect that there might be 
a meaningful diminution in PQRS participation rates. In 
2013, only 51% of EPs participated and only 38% par-
ticipated successfully. 

With the present threat of 2% negative payment 
update for PQRS and future threat of negative pay-
ment of 4% for groups with 10 or more EPs, some phy-
sicians wonder if bonus payments are worth the time, 
cost, and intensity required to complete these data. An 
average physician may avoid in the form of penalties 
approximately $2,000 to $10,000 at best; however, the 
costs of meeting the PQRS criteria may rack up to be at 
a minimum $30,000 to $50,000, leading to the question 
of whether the PQRS policy is worth pursuing.

Conclusion

PQRS is a quality reporting program established by 
CMS under the ACA as value-based measure to provide 
effective, safe, efficient, patient-centered, equitable, 
and timely care to the patients. The program includes 
multiple measures and various reporting mechanisms 
which will require time and resource commitment from 
interventional pain physicians.  Moreover, there are, at 
best, a very limited number of appropriate measures 
that can be utilized at the present time for specialties 
such as interventional pain management. However, 
2016 measures bring some hope for interventional pain 
management. Even then, the question remains if these 
programs are worth the time, cost, and intensity of pro-
vider effort which may be far larger than the proposed 
negative payments. 
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