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ABOUT THE DATA IN THIS REPORT

This report provides summary information on quality and cost measures that are used to calculate the 2016 Value Modifier based on care provided
to the Medicare fee-for-service (FFS) beneficiaries attributed to your TIN during the performance period. The table below briefly describes the data
included in each section. All of the data in this report are available in an exportable comma-separated values (CSV) data file {Link to CSV}, with
accompanying data dictionary {Link to Data Dictionary}, in a downloadable portable document format (PDF) {Link to PDF report}, and in an
exportable Excel format {Link to Excel File}. Additionally, CMS has made educational information about the Annual Quality and Resource Use
Report available through the CMS Portal. For more information, and to understand the Annual Quality and Resource Use Report methodology,
visit http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeedbackProgram/2014-QRUR.html.

Overview of the Data, by Section For More Information

A “TIN” (or “Taxpayer Identification Number”) is defined as the single provider entity to
which eligible professionals reassigned their Medicare billing rights in the performance
period. In order to receive this Annual QRUR, at least one eligible professional must bill
under your TIN.

The number of eligible professionals in your TIN is determined based on the lower of the
number of eligible professionals indicated by a query of the Provider Enrollment, Chain
and Ownership System (PECOS) on October 16, 2014 and the number of eligible
professionals based on claims submitted to Medicare under that TIN during the
performance period (Exhibit 1).

Links on the CMS Portal:

Supplementary Exhibit 1. Physicians and Non-
Physician Eligible Professionals Billing Under
Your TIN, Selected Characteristics

Eligible professional

Provider Enrollment, Chain and Ownership
System (PECOS)

Taxpayer Identification Number (TIN)

Glossary

Exhibit A-1 (listing of eligible professional specialties)

Eligible Professionals In Your Taxpayer Identification Number (TIN)
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Two methods of attribution are used in this report for measures calculated using
administrative claims:

For the Per Capita Costs for All Attributed Beneficiaries measure, the four Per Capita
Costs for Beneficiaries with Specific Conditions measures, and the three quality
outcome measures, Medicare has attributed each beneficiary to the single TIN that
provided the most primary care services to that beneficiary (as measured by
Medicare-allowed charges) through a two-step attribution process (Exhibits 2 and 3).

For PQRS measures reported through the Group Practice Reporting Option (GPRO)
Web Interface, CMS assigns a ranked pool of eligible Medicare FFS beneficiaries for
which the TINs must submit data.

1.

2.

Links on the CMS Portal:

Attribution

Supplementary Exhibit 4. Beneficiaries Attributed
to Your TIN for the Medicare Spending per
Beneficiary Measure

Medicare Spending per Beneficiary

Non-physician eligible professional

Per Capita Costs for All Attributed
Beneficiaries

Per Capita Costs for Beneficiaries with
Specific Conditions

Primary care services

Glossary

For additional information about beneficiaries
attributed to your TIN through both methods, and
their use of services, see:

Attribution of Medicare Beneficiaries and Episodes to Your TIN for Claims-Based Measures

The method of attributing patients to TINs for the PQRS quality measures (Exhibits 6)
varies by measure type and reporting mechanism:

1. For individual PQRS measures reported via claims, qualified registries, or electronic
health records, the TINs reporting the measures identify the Medicare Part B FFS
beneficiaries seen during the reporting period to which each measure applies.

2. For the Medicare Spending per Beneficiary measure, an episode of care
surrounding a hospital admission for a Medicare fee-for-service beneficiary is
attributed to the TIN that provided the most Part B-covered services (as measured
by Medicare-allowed charges) to that beneficiary during the hospitalization (Exhibit
4).

3. For individual eligible professionals reporting PQRS measures groups via qualified
registries, a majority (but not all) of the eligible patients included in the measures
groups must be Medicare Part B FFS patients.

4. For individual eligible professionals satisfying PQRS reporting requirements through
participation in a qualified clinical data registry in 2014, the registry identifies the
applicable patients seen during the reporting period to which its measures apply.
The registry may report measures for Medicare and non-Medicare patients
combined.

5. For TINs electing to submit data from the Consumer Assessment of Healthcare
Providers and Systems (CAHPS) Survey for PQRS in 2014, CMS provides the
identified CAHPS Vendor with an appropriate sample frame of beneficiaries from
the TIN.

The first step assigns a beneficiary to a TIN if the beneficiary received the
plurality of primary care services from primary care physicians in the TIN.

If a beneficiary did not receive a primary care service from any primary care
physician during the performance period, the second step assigns the
beneficiary to a TIN if the beneficiary (a) received at least one primary care
service from a physician of any specialty within the TIN, and (b) received a
plurality of the primary care services from specialist physicians, nurse
practitioners, physician assistants, and clinical nurse specialists within the TIN.

a.

b.

Supplementary Exhibit 2A. Beneficiaries
Attributed to Your TIN for the Cost Measures
(excluding MSPB) and Claims-Based Quality
Outcome Measures, and the Care that You and
Others Provided
Supplementary Exhibit 2B. Beneficiaries
Attributed to Your TIN for the Cost Measures
(excluding MSPB) and Claims-Based Quality
Outcome Measures: Costs of Services Provided
by You and Others
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The quality domain scores are equally weighted averages of quality measures in
the domain with at least 20 eligible cases.
The applicable Quality Composite Score shows how much your average score
differs from the national mean.

Attribution

Consumer Assessment of Healthcare
Providers and Systems (CAHPS)

Benchmark

Outcome measures

Group Practice Reporting Option (GPRO)

Glossary

Performance on Quality

1.

2.

1. If your TIN satisfactorily reported data to the PQRS via the Group Practice
Reporting Option (GPRO), the measures used in this report are the quality
measures reported for your patients via the mechanism your TIN chose in 2014
(qualified registry or GPRO Web Interface). Please note that the quality data
presented exclude any PQRS measures submitted through the electronic health
record reporting option.

2. For TINs whose eligible professionals participated in the PQRS as individuals, CMS
aggregated PQRS data, as applicable, reported by individual eligible professionals
in the group, to calculate the TIN-level quality performance. Please note that the
quality data presented exclude any PQRS measures submitted through the
qualified clinical data registry or electronic health record reporting option.

In addition, Medicare calculated three quality outcome measures based on FFS
Medicare claims submitted for Medicare beneficiaries attributed to your TIN during
the performance period (Exhibit 6-CCC-B (CMS-Calculated Outcome Measures)),
as applicable.

3. For TINs that elected to supplement PQRS data with the CAHPS for PQRS survey,
patient experience data for your patients are reported by the Medicare-certified
CAHPS Survey Vendor. Groups that elected to include the results of their 2014
CAHPS for PQRS survey in the calculation of their 2016 Value Modifier have
performance on these measures reflected in their Communication and Care
Coordination domain quality indicator performance, and an indication of whether
these measures are included as part of the 2016 Value Modifier computation (based
on the TIN’s election) is shown.

4.

 Links on the CMS Portal:
For information about your incentive payment for
participation in the PQRS GPRO, see:

Supplementary Exhibit 12. Summary of 2014
GPRO Earned Incentive

For information about the performance of eligible
professionals in your TIN reporting PQRS measures
individually, see:

Supplementary Exhibit 11. Individual Eligible
Professional Performance on the 2014 PQRS
Measures

Peer group

Physician Quality Reporting System

Quality Composite Score

Risk adjustment

Please note that PQRS measures submitted in 2014 via the qualified clinical data
registry or electronic health record reporting option are not included in the 2014 Annual
QRUR and will not be used to calculate the 2016 Value Modifier because we are unable
to determine the accuracy of these data. For eligible professionals reporting as
individuals, information about performance on these measures is available in the PQRS
feedback report.
Quality data (Exhibits 6) in this report are derived in four ways:

Quality Measures:

                                                                                                                 Exhibit 5
displays your overall Quality Composite Score and performance in each of the six
Value Modifier quality domains, as applicable (Effective Clinical Care, Person and
Caregiver-Centered Experience and Outcomes, Community/Population Health, Patient
Safety, Communication and Care Coordination, and Efficiency and Cost Reduction):

Quality Domain Performance and the Quality Composite:

                                All claims-based quality measures are risk-adjusted based on the
mix of patients attributed to your TIN. Because patient populations and risk adjustment
models vary, the effects of risk adjustment on a TIN’s performance may not be the
same for different measures.

Risk Adjustment:

                                                       Comparative quality benchmarks are the case-
weighted average performance rates within your peer group during performance year
2013 (the year prior to the 2014 performance period).  At the measure level, the peer
group is defined as all TINs nationwide that had at least 20 eligible cases. At the
Quality Composite level, the peer group for TINs with 10 or more eligible professionals
is all TINs with 10 or more eligible professionals that are subject to the Value Modifier.
The peer group for TINs with fewer than 10 eligible professionals is all TINs with one
or more eligible professionals and at least one physician (excluding TINs that
participated in the Medicare Shared Savings Program, Pioneer ACO Model, or the
Comprehensive Primary Care initiative in 2014).

Peer Group and Benchmarking:
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Medicare identified the hospitals that provided at least five percent of inpatient stays to
the beneficiaries attributed to your TIN based on primary care services provided during
the performance period (the first attribution method described above) (Exhibit 7).
In addition, Medicare identified the hospitals that provided at least five percent of
episodes of care to your TIN’s attributed beneficiaries for the Medicare Spending per
Beneficiary measure (the second attribution method described above) (Exhibit 8).
Information on hospital performance is available on the Hospital Compare website
(http://www.hospitalcompare.hhs.gov).

Links on the CMS Portal:

Attribution

CMS Certification Number (CCN)

Glossary

Hospitals Admitting Your Patients

Medicare Spending per Beneficiary

Supplementary Exhibit 3A.  Beneficiaries
Attributed to Your TIN for the Cost Measures
(excluding MSPB) and Claims-Based Quality
Outcome Measures: Hospital Admissions for Any
Cause
Supplementary Exhibit 3B.  Beneficiaries
Attributed to Your TIN for the Cost Measures
(excluding MSPB) and Claims-Based Quality
Outcome Measure: Hospital Admissions for Any
Cause (MSSP ACO TINs Only)
(For MSSP ACOs only) Supplementary Exhibit
13. Beneficiaries Assigned to Your ACO and
Attributed to Your TIN for the All-Cause Hospital
Readmissions Measure: Hospital Admissions for
Any Cause

Links on the CMS Portal:

Attribution

Medicare Spending per Beneficiary

Payment standardization

Peer group

Per Capita Costs for Beneficiaries with
Specific Conditions

Risk adjustment

Supplementary Exhibits 5 - 10. Per Capita or
Per Episode Costs, by Categories of Service,
for the Six Cost Measures

Glossary

Performance on Costs

1. The cost domain scores are equally-weighted averages of cost measures in the
domain with at least 20 eligible cases.

2. The standardized cost score shows how much your average score differs from
the national mean.

1.

2.

For the Per Capita Costs for All Attributed Beneficiaries measure and the four Per
Capita Costs for Beneficiaries with Specific Conditions measures, costs reflect
payments for all Medicare Parts A and B claims submitted by all providers who
treated Medicare FFS patients attributed to your TIN for each measure, including
providers who do not bill under your TIN (Exhibits 10 and 11). Part D prescription
drug costs are not included.

Costs for the Medicare Spending per Beneficiary measure are based on Parts A
and B expenditures surrounding specified inpatient hospital stays (3 days prior
through 30 days post-discharge) (Exhibits 10 and 12). Part D prescription drug
costs are not included.

Per Capita Costs for All Attributed
Beneficiaries

Cost Composite Score
 Cost information in this report is derived in two ways:Cost Measures:

                                                                                           Exhibit 9 displays your overall
Cost Composite Score and performance in the two Value Modifier cost domains (Per
Capita Costs for All Attributed Beneficiaries and Per Capita Costs for Beneficiaries with
Specific Conditions):

Cost Domain Performance and the Cost Composite:

                               All cost measures are risk-adjusted based on the mix of patients
attributed to your TIN. Patient populations and risk adjustment models vary, and the
effects of risk adjustment on a TIN’s performance may not be the same across all
measures.

Risk Adjustment:

                                             All comparative cost data are payment-standardized to
account for differences in Medicare payments across geographic regions due to
variations in local input prices.

Payment Standardization:

                                       In addition to being payment-standardized and risk-adjusted,
cost measures are also adjusted to reflect the mix of physician specialties within a TIN.
Specialty Adjustment:

                                                        Comparative cost benchmarks are the case-
weighted average performance rates within your peer group during the 2014
performance period. At the measure level, the peer group is defined as all TINs
nationwide that had at least 20 eligible cases. At the Cost Composite level, the peer
group for TINs with 10 or more eligible professionals is all TINs with 10 or more eligible
professionals that are subject to the Value Modifier. The peer group for TINs with fewer
than 10 eligible professionals is all TINs with one or more eligible professionals and at
least one physician (excluding TINs that participated in the Medicare Shared Savings
Program, Pioneer ACO Model, or the Comprehensive Primary Care initiative in 2014).

Peer Group and Benchmarking:

Specialty adjustment
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ELIGIBLE PROFESSIONALS IN YOUR TAXPAYER IDENTIFICATION NUMBER (TIN)

The table below shows how many eligible professionals (physicians and non-physicians) were in your TIN during the
performance period, based on October 16, 2014 PECOS data and claims data from the performance period.

Exhibit 1. Your TIN’s Eligible Professionals

Eligible Professionals in Your TIN
Number

Identified in
PECOS

Percentage
Identified in

PECOS

Number
Identified in

Claims

Percentage
Identified in

Claims
All eligible professionals
   Physicians
   Non-physicians

9 100.00% 8 100.00%
8 88.89% 6 75.00%
1 11.11% 2 25.00%

Note: To determine the size of your TIN for purposes of the Value Modifier, CMS uses the lower of the number of elig ble
professionals identified in PECOS as having re-assigned their billing rights to your TIN, and the number of elig ble professionals
identified in the claims data for the performance period.

 Exhibit 2. Medicare Beneficiaries Attributed to Your TIN Based on Primary Care Services Provided

Two methods of attribution are used in this report for measures calculated from administrative claims. Exhibits 2, 3, and 4
provide information about beneficiaries attributed to your TIN under these methods.

Exhibits 2 and 3 provide information on beneficiaries attributed to your TIN based on primary care services provided. This
attribution method is used for the Per Capita Costs for All Attributed Beneficiaries measure, the four Per Capita Costs for
Beneficiaries with Specific Conditions measures, and the three quality outcome measures.

Exhibit 4 provides information about beneficiaries attributed to your TIN for the Medicare Spending per Beneficiary
measure, described in the “About the Data in this Report” section, based on services provided during episodes of hospital
care.

For more information about attribution methods, please see the “About the Data in this Report” section.

ATTRIBUTION OF MEDICARE BENEFICIARIES AND EPISODES TO YOUR TIN FOR CLAIMS-BASED
MEASURES

Basis for Attribution Number Percentage
All attributed beneficiaries
  Beneficiaries attributed because your TIN's primary care physicians provided the most
primary care services
  Beneficiaries attributed because your TIN's specialist physicians or non-physician
practitioners provided the most primary care services

422 100.00%

422 100.00%

0 0.00%

Exhibit 3. Primary Care Services Provided to Medicare Beneficiaries Attributed to Your TIN

Primary Care Services for Attributed Beneficiaries Average Number Average Percentage
Primary care services provided to each attributed beneficiary
   Provided by physicians or non-physician practitioners in your TIN
   Provided by physicians or non-physician practitioners outside of your TIN

9 100.00%
4 57.73%
5 42.27%

Note: Because the beneficiaries attributed to your TIN may receive different numbers of services, the average percentage of services will
not necessarily equal the average number of services divided by the average total number of services. If no beneficiaries are attributed to
your TIN in Exhibit 2, this exhibit will be populated with dashes.

Exhibit 4. Hospital Episodes and Medicare Beneficiaries Attributed to Your TIN for the Medicare Spending per
Beneficiary Measure

Hospital Episodes and Beneficiaries Number
Total episodes of hospital care attributed to your TIN
Unique Medicare beneficiaries associated with attributed episodes of care

67
64
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PERFORMANCE ON QUALITY
Exhibit 5 summarizes your TIN’s 2014 quality performance. Quality Composite Scores are calculated only for domains for
which your TIN had at least 20 eligible cases for at least one quality measure. Calculations are based on the following data for
your TIN:

Quality measures for 50 percent or more of the eligible professionals in your TIN who met the criteria to avoid the
PQRS payment adjustment in 2016 as individuals, and
Three quality outcome measures that Medicare calculates from FFS Medicare claims submitted for beneficiaries
attributed to your TIN during the performance period (as applicable).

Please note that PQRS measures submitted in 2014 via the qualified clinical data registry or electronic health record reporting
option are not included in the 2014 Annual QRUR and will not be used to calculate the 2016 Value Modifier because we are
unable to determine the accuracy of these data. For eligible professionals reporting as individuals, information about
performance on these measures is available in the PQRS feedback report.

Effective Clinical Care
Person and Caregiver-Centered Experience and Outcomes
Community/Population Health
Patient Safety
Communication and Care Coordination
Efficiency and Cost Reduction

3 1.40
0 —
3 1.58
1 0.57
2 0.53
0 —

Exhibit 5. Your TIN’s Performance in 2014, by Quality Domain

Quality Domain

Number of Quality
Measures Included
in Composite Score

Standardized Performance Score
(Quality Tier Designation)

     0.79 (Average)9Quality Composite Score

Note: A TIN’s quality tier designation is “Average” if the Quality Composite Score falls within one standard deviation of the mean. The
quality tier designation is “High” or “Low” only if the Quality Composite Score is at least one standard deviation above or below the mean
and statistically different from the mean at the five percent level. A score outside the “Average” range that is not statistically different from
the mean has an “Insufficient Data to Determine” quality tier designation. If a Quality Composite Score cannot be calculated because the
TIN did not have at least one quality measure with at least 20 eligible cases, then no Quality Composite Score is reported (as indicated by
a dash) and there is an “Insufficient Data to Determine” quality tier designation. For all TINs that met the criteria to avoid the 2016 PQRS
payment adjustment, but have an “Insufficient Data to Determine” tier designation, quality performance will be considered “Average” for
the 2016 Value Modifier. Assigning an “Average” quality tier designation to a TIN that does not have at least one quality measure with at
least 20 eligible cases reflects a proposal that was included in the 2016 Medicare Physician Fee Schedule Proposed Rule (80 FR 41907)
and is subject to change. In cases where a TIN reported PQRS measures only through the qualified clinical data registry or electronic
health record reporting option and would otherwise have received a quality tier designation that is “Low,” the TIN will instead be assigned
a quality tier designation that is “Average”. In cases where a TIN reported PQRS measures only through the qualified clinical data registry
or electronic health record reporting option and the TIN’s quality tier designation is “Average” or “High”, the TIN will retain the calculated
quality tier designation. Quality tiering does not apply to TINs that did not meet the reporting criteria to avoid the 2016 PQRS payment
adjustment, and no domain or Quality Composite Scores or tier designations are calculated for these TINs.

Exhibits 6. Performance on Quality Measures, by Domain

Exhibits 6 display information on your TIN’s performance on quality measures that were reported for your TIN through a
PQRS reporting mechanism, provided your TIN had at least one measure with at least one eligible case. Only those
measures for which benchmarks are available and for which your TIN had 20 or more eligible cases are included in the
domain scores and the Quality Composite Score. Additionally, Exhibit 6-CCC-B provides information on the three claims-
based quality outcome measures calculated by CMS, if your TIN had at least one eligible case for at least one outcome
measure.

These data reflect the aggregate performance of the 100.00 percent of eligible professionals in your TIN that met the
criteria to avoid the 2016 PQRS payment adjustment as individuals.

Exhibit 6-ECC. Effective Clinical Care Domain Quality Indicator Performance

Measure
Reference Measure Name

Your
TIN’s

Eligible
Cases

Your TIN’s
Performance

Rate Benchmark

Benchmark
–1 Standard

Deviation

Benchmark
+1 Standard

Deviation
Standardized

Score

Included
In

Domain
Score?

1*
(GPRO
DM-2,
CMS122
v2)

Diabetes Mellitus
(DM): Hemoglobin
A1c Poor Control

11 0.00% 20.49% 1.85% 39.14%      1.10 No
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Measure
Reference Measure Name

Your
TIN’s

Eligible
Cases

Your TIN’s
Performance

Rate Benchmark

Benchmark
–1 Standard

Deviation

Benchmark
+1 Standard

Deviation
Standardized

Score

Included
In

Domain
Score?

2
(CMS16
3v2)

39

48

51

111
(GPRO
Prev-8,
CMS127
v2)
113
(GPRO
Prev-6,
CMS130
v2)

119
(CMS13
4v2)

163
(CMS12
3v2)
236
(GPRO
HTN-2,
CMS165
v2)

Diabetes Mellitus
(DM): Low Density
Lipoprotein (LDL-C)
Control
Screening or Therapy
for Osteoporosis for
Women Aged 65
Years and Older
Urinary Incontinence:
Assessment of
Presence or Absence
of Urinary
Incontinence in
Women Aged 65
Years and Older
Chronic Obstructive
Pulmonary Disease
(COPD): Spirometry
Evaluation
Preventive Care and
Screening:
Pneumococcal
Vaccination for Older
Adults

Preventive Care and
Screening: Colorectal
Cancer Screening

Diabetes Mellitus
(DM): Medical
Attention for
Nephropathy

Diabetes Mellitus
(DM): Foot Exam

Hypertension (HTN):
Controlling High
Blood Pressure

7 71.43% 52.81% 31.95% 73.67%      0.89 No

1 100.00% 35.02% 4.82% 65.22%      2.15 No

2 100.00% 75.01% 38.23% 100.00%      0.68 No

1 100.00% 84.18% 62.27% 100.00%      0.72 No

170 100.00% 45.42% 14.41% 76.42%      1.76 Yes

72 100.00% 46.48% 15.80% 77.16%      1.74 Yes

1 100.00% 80.93% 63.28% 98.57%      1.08 No

1 100.00% 65.65% 30.94% 100.00%      0.99 No

24 87.50% 73.99% 54.77% 93.22%      0.70 Yes

Note: If an asterisk (*) appears in the ‘Measure Reference’ column, it indicates that the measure is an inverse measure, and a lower
performance rate for this measure means better performance. This is taken into account when calculating the domain score. Within the
Quality Composite, all domain scores are calculated such that positive (+) domain scores indicate better performance and negative (-)
domain scores indicate worse performance, as shown in Exhibit 5.

 Exhibit 6-PCE. Person and Caregiver-Centered Experience and Outcomes Domain Quality Indicator Performance

Measure
Reference Measure Name

Your
TIN’s

Eligible
Cases

Your TIN’s
Performance

Rate Benchmark

Benchmark
–1 Standard

Deviation

Benchmark
+1 Standard

Deviation
Standardized

Score

Included
In

Domain
Score?

50

Urinary Incontinence:
Plan of Care for
Urinary Incontinence
in Women Aged 65
Years and Older

1 100.00% 94.09% 76.79% 100.00%      0.34 No

Note: If an asterisk (*) appears in the ‘Measure Reference’ column, it indicates that the measure is an inverse measure, and a lower
performance rate for this measure means better performance. This is taken into account when calculating the domain score. Within the Quality
Composite, all domain scores are calculated such that positive (+) domain scores indicate better performance and negative (-) domain scores
indicate worse performance, as shown in Exhibit 5.
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Exhibit 6-CPH. Community/Population Health Domain Quality Indicator Performance

Measure
Reference Measure Name

Your
TIN’s

Eligible
Cases

Your TIN’s
Performance

Rate Benchmark

Benchmark
–1 Standard

Deviation

Benchmark
+1 Standard

Deviation
Standardized

Score

Included
In

Domain
Score?

110
(GPRO
Prev-7,
CMS147
v2)
128
(GPRO
Prev-9,
CMS69v
2)

131

134
(GPRO
Prev-12,
CMS2v3
)
226
(GPRO
Prev-10,
CMS138
v2)
317
(GPRO
Prev-11,
CMS22v
2)

Preventive Care and
Screening: Influenza
Immunization

Preventive Care and
Screening: Body Mass
Index (BMI) Screening
and Follow-Up

Pain Assessment and
Follow-Up

Preventive Care and
Screening: Screening
for Clinical Depression
and Follow-Up Plan

Preventive Care and
Screening: Tobacco
Use: Screening and
Cessation Intervention

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

184 99.46% 40.89% 13.21% 68.58%      2.12 Yes

67 100.00% 54.58% 31.28% 77.87%      1.95 Yes

1 100.00% 93.70% 75.89% 100.00%      0.35 No

1 100.00% 46.27% 10.26% 82.27%      1.49 No

199 100.00% 83.11% 58.14% 100.00%      0.68 Yes

7 100.00% 62.27% 32.29% 92.25%      1.26 No

Note: If an asterisk (*) appears in the ‘Measure Reference’ column, it indicates that the measure is an inverse measure, and a lower
performance rate for this measure means better performance. This is taken into account when calculating the domain score. Within the Quality
Composite, all domain scores are calculated such that positive (+) domain scores indicate better performance and negative (-) domain scores
indicate worse performance, as shown in Exhibit 5.

Exhibit 6-PS. Patient Safety Domain Quality Indicator Performance

Measure
Reference Measure Name

Your
TIN’s

Eligible
Cases

Your TIN’s
Performance

Rate Benchmark

Benchmark
–1 Standard

Deviation

Benchmark
+1 Standard

Deviation
Standardized

Score

Included
In

Domain
Score?

46
(GPRO
CARE-1)

130
(CMS68
v3)

Medication
Reconciliation:
Reconciliation After
Discharge from an
Inpatient Facility
Documentation of
Current Medications
in the Medical Record

2 100.00% 81.63% 59.05% 100.00%      0.81 No

640 100.00% 87.36% 65.15% 100.00%      0.57 Yes

Note: If an asterisk (*) appears in the ‘Measure Reference’ column, it indicates that the measure is an inverse measure, and a lower
performance rate for this measure means better performance. This is taken into account when calculating the domain score. Within the Quality
Composite, all domain scores are calculated such that positive (+) domain scores indicate better performance and negative (-) domain scores
indicate worse performance, as shown in Exhibit 5.

 Exhibit 6-CCC-A. Communication and Care Coordination Domain Quality Indicator Performance

Measure
Reference Measure Name

Your
TIN’s

Eligible
Cases

Your TIN’s
Performance

Rate Benchmark

Benchmark
–1 Standard

Deviation

Benchmark
+1 Standard

Deviation
Standardized

Score

Included
In

Domain
Score?

47 Advance Care Plan 1 100.00% 53.42% 20.02% 86.82%      1.39 No
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Note: If an asterisk (*) appears in the ‘Measure Reference’ column, it indicates that the measure is an inverse measure, and a lower
performance rate for this measure means better performance. This is taken into account when calculating the domain score. Within the Quality
Composite, all domain scores are calculated such that positive (+) domain scores indicate better performance and negative (-) domain scores
indicate worse performance, as shown in Exhibit 5.

If your TIN submitted data on the CAHPS for PQRS survey in 2014, then these composite measures are identified as CAHPS in the ‘Measure
Reference’ column in Exhibit 6-CCC-A. These measures are scored on a 0 to 100 point scale. The results of the 2014 CAHPS for PQRS survey
measures are included in the calculation of the 2016 Value Modifier only if elected by the TIN. The “Health Status/Functional Status” measure,
a descriptive measure of patient characteristics, is reported for informational purposes only. This CAHPS measure is not used in the calculation
of the 2016 Value Modifier, and no benchmark is calculated.

Exhibit 6-CCC-B. Communication and Care Coordination Domain Quality Indicator Performance
(CMS-Calculated Outcome Measures)

Performance
Category

Measure
Reference Measure Name

Your
TIN’s

Eligible
Cases

Your TIN’s
Performance

Rate Benchmark

Benchmark
–1 Standard

Deviation

Benchmark
+1 Standard

Deviation
Standardized

Score

Included
In

Domain
Score?

Hospitalization
Rate per 1,000
Beneficiaries
for
Ambulatory
Care-Sensitive
Conditions

Hospital
Readmissions

CMS-1

-

CMS-2

-

CMS-3

Acute Conditions
Composite
   Bacterial
Pneumonia
   Urinary Tract
Infection
   Dehydration
Chronic Conditions
Composite
   Diabetes
(composite of 4
indicators)
   Chronic
Obstructive
Pulmonary Disease
(COPD) or Asthma
   Heart Failure
All-Cause Hospital
Readmissions

103 8.64 7.53 1.81 13.24     -0.19 Yes

103 12.36 11.20 1.76 20.63 — No

103 14.32 7.25 0.00 15.08 — No

103 0.00 4.10 0.00 8.58 — No

37 20.24 50.43 26.19 74.66      1.25 Yes

24 54.03 18.07 0.00 38.07 — No

12 0.00 70.23 25.43 115.03 — No

15 0.00 99.75 48.72 150.77 — No

12 15.47% 15.94% 14.55% 17.34%      0.34 No

Note: CMS-1, CMS-2, and CMS-3 are calculated by CMS using administrative claims data. Lower performance rates for these measures mean better
performance. This is taken into account when calculating the domain score. Within the Quality Composite, all domain scores are calculated such that
positive (+) domain scores indicate better performance and negative (-) domain scores indicate worse performance, as shown in Exhibit 5.

Exhibit 6-ECR. Efficiency and Cost Reduction Domain Quality Indicator Performance

Exhibit 6-ECR is not displayed because your TIN did not have at least one eligible case for at least one measure in this domain.



9

Exhibit 6-CPH. Community/Population Health Domain Quality Indicator Performance

Exhibit 6-CPH is not displayed because your TIN did not have at least one eligible case for at least one measure in this
domain.

Exhibit 6-PS. Patient Safety Domain Quality Indicator Performance

Exhibit 6-PS is not displayed because your TIN did not have at least one eligible case for at least one measure in this
domain.

 Exhibit 6-CCC-A. Communication and Care Coordination Domain Quality Indicator Performance

Exhibit 6-CCC-A is not displayed because your TIN did not have at least one eligible case for at least one PQRS measure
in this domain.

Exhibit 6-CCC-B. Communication and Care Coordination Domain Quality Indicator Performance
(CMS-Calculated Outcome Measures)

Performance
Category

Measure
Reference Measure Name

Your
TIN’s

Eligible
Cases

Your TIN’s
Performance

Rate Benchmark

Benchmark
–1 Standard

Deviation

Benchmark
+1 Standard

Deviation
Standardized

Score

Included
In

Domain
Score?

Hospitalization
Rate per 1,000
Beneficiaries
for
Ambulatory
Care-Sensitive
Conditions

Hospital
Readmissions

CMS-1

-

CMS-2

-

CMS-3

Acute Conditions
Composite
   Bacterial
Pneumonia
   Urinary Tract
Infection
   Dehydration
Chronic Conditions
Composite
   Diabetes
(composite of 4
indicators)
   Chronic
Obstructive
Pulmonary Disease
(COPD) or Asthma
   Heart Failure
All-Cause Hospital
Readmissions

422 15.13 7.53 1.81 13.24     -1.33 Yes

422 10.17 11.20 1.76 20.63 — No

422 17.64 7.25 0.00 15.08 — No

422 17.28 4.10 0.00 8.58 — No

206 22.90 50.43 26.19 74.66      1.14 Yes

130 10.22 18.07 0.00 38.07 — No

82 0.00 70.23 25.43 115.03 — No

77 76.36 99.75 48.72 150.77 — No

132 17.07% 15.94% 14.55% 17.34%     -0.81 Yes

Note: CMS-1, CMS-2, and CMS-3 are calculated by CMS using administrative claims data. Lower performance rates for these measures mean better
performance. This is taken into account when calculating the domain score. Within the Quality Composite, all domain scores are calculated such that
positive (+) domain scores indicate better performance and negative (-) domain scores indicate worse performance, as shown in Exhibit 5.

Exhibit 6-ECR. Efficiency and Cost Reduction Domain Quality Indicator Performance

Exhibit 6-ECR is not displayed because your TIN did not have at least one eligible case for at least one measure in this domain.
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PERFORMANCE ON COSTS

Exhibit 9 summarizes your TIN’s 2014 cost performance. Cost Composite Scores are calculated for domains for which your
TIN had at least 20 eligible cases for at least one cost measure.

Exhibit 9. Your TIN’s Performance in 2014, by Cost Domain

                            Cost Domain

 Number of Cost
Measures Included in

Composite Score
Standardized Performance Score

(Cost Tier Designation)

Cost Composite Score 6      1.20 (High)

Per Capita Costs for All Attributed Beneficiaries
Per Capita Costs for Beneficiaries with Specific Conditions

2 1.50
4 1.59

Note: A TIN’s cost tier designation is “Average” if the Cost Composite Score falls within one standard deviation of the mean. The cost tier designation is
“High” or “Low” only if Cost Composite Score is at least one standard deviation above or below the mean and statistically different from the mean at the five
percent level. A score outside the “Average” range that is not statistically different from the mean has an “Insufficient Data to Determine” cost tier
designation. If a Cost Composite Score cannot be computed because the TIN did not have at least one cost measure with at least 20 elig ble cases, then no
Cost Composite Score is reported (as indicated by a dash) and there is an “Insufficient Data to Determine” cost tier designation. For all TINs that met the
criteria to avoid the 2016 PQRS payment adjustment, but have an “Insufficient Data to Determine” tier designation, cost performance will be considered
“Average” for the 2016 Value Modifier. Domain scores are not computed for domains that do not have at least one measure with at least 20 elig ble cases.

Exhibit 10 displays your TIN’s payment-standardized, risk-adjusted, and specialty-adjusted per capita or per episode costs for each cost measure.
Only those measures for which your TIN had 20 or more eligible cases or episodes are included in the domain scores and the Cost Composite Score.

Cost Domain Cost Measure
Your TIN’s

Eligible
Cases or
Episodes

Your TIN’s
Per Capita

or Per
Episode

Costs Benchmark

Benchmark
– 1

Standard
Deviation

Benchmark
+ 1

Standard
Deviation

Standardized
Score

Included
in Domain

Score?

Per Capita Costs for
All Attributed
Beneficiaries

Per Capita Costs for
Beneficiaries with
Specific Conditions

Per Capita Costs for All
Attributed Beneficiaries
Medicare Spending per
Beneficiary
Diabetes
Chronic Obstructive Pulmonary
Disease (COPD)
Coronary Artery Disease (CAD)
Heart Failure

342 $16,843 $11,142 $8,292 $13,993 2.00 Yes

67 $22,061 $20,476 $18,878 $22,074 0.99 Yes

103 $22,652 $16,150 $11,774 $20,525 1.49 Yes

41 $32,988 $25,263 $17,938 $32,588 1.05 Yes

72 $30,448 $18,570 $13,470 $23,670 2.33 Yes
50 $41,147 $28,474 $20,044 $36,904 1.50 Yes

Exhibit 10. Per Capita or Per Episode Costs for Your TIN’s Attributed Medicare Beneficiaries

Note: For the Per Capita Costs for All Attributed Beneficiaries measure and the four Per Capita Costs for Beneficiaries with Specific Conditions measures, per capita
costs are based on payments for Medicare Parts A and B claims submitted by all providers (including medical professionals, hospitals, and post-acute care facilities) for
Medicare beneficiaries attributed to a TIN for a given measure. For the Medicare Spending per Beneficiary measure, per episode costs are based on Parts A and B
expenditures surrounding specified inpatient hospital stays (3 days prior through 30 days post-discharge). Part D prescription drug costs are not included.




