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WELCOME!
Thank you for your patience

We will begin the webinar shortly for the 2022 MSSP ACO Quality Measures
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Zoom Participation and Etiquette
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2022 MSSP ACO QUALITY MEASURE 
OVERVIEW

February 2022
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• 2022 MSSP ACO Quality Measures 
Overview
• Web Interface Measures

• Patient Experience Measures

• Efficiency Measures
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13 MSSP ACO Quality Measures
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1 CAHPS Survey 

Assessment of 
patient and 

caregiver 
experience

2 Inpatient Utilization 
Measures

Assessment of how well we 
manage our patients after 

hospitalization and whether 
we could have prevented 

unnecessary 
hospitalizations for chronic 
conditions that could have 
been managed outpatient

10 Primary Care 
Measures

Assessment of 
preventive care and 

management of 
chronic conditions
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MEASURE NAME How Measure is Reported CMS Measure Area

CAHPS for MIPS
(Consumer Assessment of Healthcare Providers 
and Systems)

CAHPS survey, administered
by vendor 

Patient Experience

Hospital-Wide, 30-day, All-Cause Unplanned
Readmission Rate for MIPS Eligible Clinician 
Groups
(This measure affects total ACO expenditures as 
well as ACO quality score)

Claims Admissions and 
Readmissions

Risk Standardized, All- Cause Unplanned
Admissions for Multiple Chronic Conditions (MCC)
for ACOs
(This measure affects total ACO expenditures as 
well as the ACO quality score)

Claims Admissions and 
Readmissions
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MEASURE NAME How Measure is Reported CMS Measure Area

Diabetes: Hemoglobin A1c (HbA1c) Poor Control

Documented in EHR; 
reported by the ACO via 

Web Interface OR Electronic 
Clinical Quality Measure 

(eCQM)

Mgmt. of Chronic Conditions

Controlling High Blood Pressure Mgmt. of Chronic Conditions

Statin Therapy for Prevention/Treatment of 
Cardiovascular Disease (P4R only; not counted for PY22)

Mgmt. of Chronic Conditions

Colorectal Cancer Screening Preventive Care

Breast Cancer Screening Preventive Care

Influenza Immunization (flu shots from Aug 1, 2021 –
March 31, 2022 count for PY2022 measure)

Preventive Care

Screening for Future Fall Risk Preventable Healthcare Harm

Screening for Depression and Follow up Plan Treatment of Mental Health

Depression Remission at Twelve Months 
(P4R only; not counted for PY22)

Treatment of Mental Health

Tobacco Use: Screening and Cessation Intervention 
(P4R only; not counted for PY22)

Prevention/Treatment, Opioid 
and Substance Use Disorders
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Quality is Tied to Payment
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First, the ACO must meet the quality performance 
standard:  

For the 2022 and 2023 performance years: 

• ACO must achieve a quality score equivalent to or higher 
than the 30th percentile across all MIPS quality scores, 
excluding facility-based providers’ scores 

For the 2024 performance year and subsequent performance 
years: 

• ACO must achieve a quality score equivalent to or higher 
than the 40th percentile across all MIPS quality scores, 
excluding facility-based providers’ scores 

Then, if we meet the performance standard, we 
will be eligible to earn our full 75% of shared 
savings.

(If we don’t meet the performance standard, we are 
not eligible to share in savings at all, or if we 
experience losses, would need to pay the maximum 
share.)
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WEB INTERFACE MEASURES
(REPORTED VIA MEDICAL RECORD DATA or eCQM)

Diabetes: HbA1c Control >9%
HTN: Controlling High Blood Pressure
Statin Therapy for the Prevention and Treatment of Cardiovascular Disease 
Colorectal Cancer Screening
Breast Cancer Screening
Influenza Immunization
Screening for Future Fall Risk
Depression Remission at Twelve Months
Screening for Clinical Depression and Follow-Up Plan 
Tobacco Use: Screening and Cessation Intervention
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Diabetes: HbA1c Control

Population Patients aged 18 – 75 years of age with a diagnosis of Diabetes

Action REDUCE the number of patients with an HbA1c of >9%

Documentation The date the test was performed AND the result (HbA1c value) in the 
performance year
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HTN: Controlling High Blood Pressure

Population Patients aged 18 – 85 years of age with a diagnosis of Hypertension

Action ACHIEVE blood pressure <140/90 mmHg

Documentation The date of the BP reading and the BP value in the performance year
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Statin Therapy for the Prevention and 
Treatment of Cardiovascular Disease (P4R) 

Population Patients aged 20 – 75 years who are at high risk for cardiovascular events

Action Prescribe a statin for patients who are at high risk for cardiovascular events

Documentation Documentation of statin therapy in the medical record- including name, dose, 
frequency and route of administration of medication
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Colorectal Cancer Screening

Population Patients aged 50 – 75 years

Action PERFORM a colonoscopy in the past 10 years, or flexible sigmoidoscopy, CT 
colonography in the past 5 years, FIT-DNA (Cologuard) in the past 3 years, or 
FOBT annually

Documentation The date the screening was performed AND the result or findings (normal or 
abnormal is sufficient). 
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Breast Cancer Screening

Population Women aged 50 – 74 years

Action PERFORM a mammogram within the past 27 months (10/1/20 – 12/31/2022)

Documentation The date the screening was performed AND the result or findings (normal or 
abnormal is sufficient)
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Influenza Immunization
Population Patients aged 6 months or older seen for a visit between 10/1 – 3/31

Action ASK all patients seen between 10/1 – 3/31 if they received an influenza vaccine 
for the current flu season

If Yes: 
• DOCUMENT the date the vaccine was administered and where 

it was administered (e.g. pharmacy, PCP office)
If No: 

• ADMINISTER an influenza vaccine, OR 
• DOCUMENT the reason why the vaccine was not administered 

(e.g. patient refusal, allergy)

Documentation Evidence of the immunization administered between 8/1/2021 and 
3/31/2022 OR any applicable exclusions
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Screening for Future Fall Risk
Population Patients aged 65 years and older

Action ASK if the patient has had any falls in the past 12 months
DISCUSS falls or problems with balance or walking

Documentation Documentation of any history of fall screening, or documentation of no fall, or a 
gait/balance assessment
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Depression Remission at Twelve Months (P4R) 
Population Patients aged 12 and older with a diagnosis of Major Depression or 

Dysthymia, AND a PHQ-9 greater than 9

Action PERFORM a follow-up PHQ-9 to evaluate remission within 10-14 months of the 
elevated score and ACHIEVE Remission
• Remission = PHQ-9 score of less than 5

Documentation Diagnosis of Major Depression or Dysthymia AND completed PHQ-9 screenings 
(with the PHQ-9 score and date)
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Depression Screening & Follow-Up Plan

Population Patients aged 12 years and older (without a diagnosis of Major Depression or 
Bipolar Disorder)

Action PERFORM a Depression Screening (PHQ-2), and, if screened positive, 
PERFORM the PHQ-9 Depression Evaluation (PHQ-9), and RECOMMEND a 
follow up plan for depression

Documentation Screening: The date and result of depression screening
Intervention: Documentation of either counseling and/or pharmacotherapy
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Tobacco Use: Screening and Cessation 
Intervention (P4R)

Population Patients aged 18 years and older

Action ASK if the patient uses tobacco in any form, and if yes, COUNSEL patient to 
assist with smoking cessation and/or PRESCRIBE an RX

Documentation Screening: The date and result of tobacco use screening
Intervention: Documentation of either counseling and/or pharmacotherapy
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Best Practices for Medicare ACO Success
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 Know who your Medicare ACO patients are (Q1 of 2022)

 See your Medicare patients at least once a year – do the AWV

Accurately and completely code and document all conditions and 
past medical events include all codes on claim every year – this also 
optimizes Benchmark Risk Adjustment

 Ensure all preventive screenings are scheduled/done

Coordinate care and manage your high-risk patients

Review performance data to identify improvement opportunities

 Establish workflows to ensure staff are working to the top of their 
license (e.g., MA’s administering flu vaccine, taking vitals etc.)
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PATIENT EXPERIENCE MEASURES
(REPORTED VIA PATIENT SURVEY)

What is the CAHPS for MIPS Survey?  The CAHPS for MIPS Survey measures patients’ 
experience and care within a group. The survey contains 10 summary survey 
measures to assess the following:  
1. Getting Timely Care, Appointments, and Information  

2. How Well Providers Communicate  

3. Patient’s Rating of Provider  

4. Access to Specialists  

5. Health Promotion and Education   

6. Shared Decision Making  

7. Health Status and Functional Status  

8. Courteous and Helpful Office Staff  

9. Care Coordination  

10. Stewardship of Patient Resources 
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EFFICIENCY MEASURES
(REPORTED VIA CLAIMS DATA)

MEASURE SHORT DESCRIPTION

Hospital-Wide, 30-day, All-Cause 
Unplanned

Readmission Rate for MIPS Eligible 
Clinician Groups

Goal: Decrease readmissions to a hospital within 30 days of discharge

Risk Standardized, All – Cause
Unplanned Admissions for Multiple
Chronic Conditions (MCC) for ACOs

Goal: Reduce rate of acute, unplanned hospital admissions for high-risk patients 65 
and older with two or more of the following NINE chronic conditions: 
• Acute myocardial infarction
• Alzheimer's disease and related disorders or senile dementia
• Atrial fibrillation
• Chronic kidney disease
• Chronic obstructive pulmonary disease or asthma
• Depression
• Diabetes
• Heart failure
• Stroke or transient ischemic attack
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Questions about workflows and EMR 
documentation?
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LEGACY LOWELL PHO LEGACY NEQCA

Annemarie Starrett
annmarie.starrett@lowellgeneral.org

Danielle White
dwhite1@neqca.org

Candace Perry
cperry@neqca.org

mailto:annmarie.starrett@lowellgeneral.org
mailto:dwhite1@neqca.org
mailto:cperry@neqca.org
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Appendix
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