
Meeting the 23 Quality Measure Requirements for MSSP ACO in 2019 
  

10 Patient/Caregiver Experience Measures 
CAHPS: Getting Timely care, Appointments, and Information (ACO #1) 

CAHPS: How Well Your Providers Communicate (ACO #2) 

CAHPS: Patients’ Rating of Provider (ACO #3) 

CAHPS: Access to Specialists (ACO #4) 

CAHPS: Health Promotion and Education (ACO#5) 

CAHPS: Shared Decision Making (ACO #6) 

CAHPS: Health Status/Functional status (ACO #7)                       

CAHPS: Stewardship of Patient Resources (ACO #34)  

CAHPS: Courteous and Helpful Office Staff (ACO #45)                       

CAHPS: Care Coordination (ACO #46)                       

 

4 Carecoordination/Patient Safety Measures 

All Condition Readmission (ACO-8)                       

All-Cause Unplanned Admissions for Patients with Multiple Chronic Conditions (ACO38)                       

Ambulatory Sensitive Condition Acute Composite (AHRQ Prevention Quality Indicator (PQI) #91) 
(ACO#43) 

Falls: Screening for Fall Risk (ACO #13)  

- All patients over 65 years of age should be screened annually for the risk of falls. (Exclusion: non 
ambulatory patients)   

- Documentation of the ‘Get up and go’ test, with interventions if problems are identified, is adequate 
to meet this measure.  

- Completion of the risk assessment may be documented in CareScreen or by billing CPT II code 3288F 
(Falls risk assessment) with 1100F (Patient screened for future fall risk; documentation of two or 
more falls in the past year or any fall with injury in the past year) or code 1101F alone (Patient 
screened for future fall risk; documentation of no falls in the past year or only one fall without injury 
in the past year).  

 
6 Preventive Health Measures 
Influenza Immunization (ACO #14)  

- Patients aged 6 months and older should receive an influenza vaccination between August 1, 2018 
and March 31, 2019. 

- Document reasons for not receiving immunization, i.e.: patient allergy, patient declined, vaccine not 
available if applicable. 



- This can be documented in CareScreen or by billing code G8482 (influenza vaccination administered 
or previously received). 

  

Tobacco Use Assessment and Cessation Intervention (ACO #17)  
- All patients 18 years or older must be screened for tobacco at least once every 24 months and given 

cessation counseling intervention if identified as a tobacco user. 
- Screening for tobacco use and cessation intervention do not have to occur on the same encounter, 

but both must occur during the 24-month look-back period, and the cessation intervention must 
occur during or after the most recent tobacco user status is documented.  

- Counseling may be brief (3 minutes or less) and may include pharmacotherapy.  
- Document medical reasons for not screening for tobacco use or providing smoking cessation, i.e. 

limited life expectancy if applicable 
- The measure can be documented in CareScreen or by billing CPT II codes 4004F (patient screened 

for tobacco use and received tobacco cessation intervention if a tobacco user) or 1036F (current 
tobacco non-user)  

  
 Depression Screening (ACO #18)  
- Patients 12 years or older must be screened annually for clinical depression and a follow-up plan is 

documented if there is a positive screen. (Exclusion: depression or bipolar disorder) 
- An age appropriate screening tool should be utilized.  For adults, the PHQ-9 is sufficient.  
- The follow-up must include one or more of: additional evaluation for depression; suicide risk 

assessment; referral to a practitioner qualified to diagnose and treat depression; pharmacological 
interventions or other interventions/follow-up for the diagnosis or treatment of depression.  

- The measure can be documented in CareScreen or by billing G8431 (screening for clinical depression 
is documented as being positive and a follow-up plan is documented) or G8510 (screening for 
clinical depression is documented as negative and a follow-up plan is not required).  

  
Colorectal Cancer Screening (ACO #19)                       

- For patients aged 50 through 75 years of age, reporting of appropriate screening must be 
documented at least once each year. (Exclusion: s/p total colectomy, colon cancer) 

- Acceptable screening tests and frequency:  
• Fecal occult blood test during the year  
• Flexible sigmoidoscopy during the year or the four years prior to the current year  
• Colonoscopy during the year or the nine years prior to the current year 
• CT Colonography during the measurement period or the four years prior to the measurement 

period 
• FIT-DNA during the measurement period or the two years prior to the measurement period  

- The measure can be documented in CareScreen (which will store results of previous years’ 
procedures) or by billing CPT II code 3017F (colorectal cancer screening results documented and 
reviewed).  

 
 



Mammography Screening (ACO #20)                       

- Women aged 50 through 74 years of age should be screened for breast cancer within 27 months. 
(Exclusion: s/p bilateral mastectomy at once or subsequent) 

- The measure requires documentation on an annual basis of the date of service of the screening in 
the current year or documentation that the screening occurred at least once within the 27 months 
prior to the date of the office encounter.  

- The measure can be documented in CareScreen or by billing CPT II code 3014F (screening 
mammography results documented and reviewed)  

  
Statin Therapy for the Prevention and Treatment of Cardiovascular Disease (ACO #42)                       
- Percentage of high-risk patients (described below) who were prescribed or were on statin therapy 

during the measurement year: (Exclusion: pregnancy, breastfeeding, rhabdomyolysis) 
• Adults aged 21 or older who have a previous or current diagnosis of ASCVD  
• Adults aged 21 or older with a fasting or direct LDL-C 190 mg/dl or above  
• Adults aged 40-75 years with a diagnosis of diabetes and a fasting or direct LDL-c of 70-189 

md/dl 
- Document patients with adverse effect, allergy, intolerance to statin medication, active liver 

disease, hepatic disease or insufficiency, or ESRD if applicable 
- The measure may be documented in CareScreen or by using the following CPT II codes:  G9664 

(current statin users or have received a prescription for statin therapy) or G9667 (documentation of 
medical reasons for not currently being a statin user or receiving a statin prescription, i.e., a 
contraindication exists)  

 

3 At Risk Population Measures 

Depression Remission at Twelve Months (ACO #40)                       

- Percentage of patients aged 12 or older with a new diagnosis of major depression or dysthymia and 
a PHQ-9 score at initiation of treatment of 9 or greater who have a remission after 12 months (+/- 
60 days), as evidenced by a repeat PHQ-9(M) score of 5 or less.  

- Patients who are permanent nursing home residents, have an active diagnosis of bipolar disorder, 
personality disorder, schizophrenia, psychotic disorder, or pervasive developmental disorder are 
excluded from the measure.  

- The measure may be documented in CareScreen by entering the initial PHQ-9 score (the assessment 
tool is included in CareScreen in the Wellness module) and the terminal PHQ-9 score.  The provider 
will be reminded to repeat the assessment twelve months (+/- 60 days) after the initial score is 
entered.  

  
Diabetes: Hemoglobin A1c Poor Control (ACO #27)  

- Patients aged 18-75 years who have a diagnosis of diabetes (type 1 or 2) must have a hemoglobin 
A1c reported each year.  The measure reports those diabetic patients in poor control (HbA1c >9%).  

- For this measure, a lower score is better.  
- The measure may be documented in CareScreen or by billing CPT II codes 3046F (most recent 

hemoglobin A1c > 9%) or 3044F (most recent hemoglobin A1c level < 7%) or 3045F (most recent 
hemoglobin A1c level 7 to 9%).  



  
Controlling High Blood Pressure (ACO #28)  
- Percentage of patients aged 18 through 85 years with a diagnosis of hypertension whose blood 

pressure is adequately controlled (<140/90). (Exclusions: ESRD, dialysis, renal transplant pregnancy) 
- The blood pressure reading must take place in the provider office and if no BP is recorded, the 

measure defaults to ‘not controlled’.  
- If several BP readings are taken on the same day, use the lowest of the systolic readings and the 

lowest of the diastolic reading to document measure compliance.  
- The measure may be documented in CareScreen or by billing codes either G8752 (most recent 

systolic BP < 140 mmHg) or G8753 (most recent systolic BP ≥ 140 mmHg) AND G8754 (most recent 
diastolic BP < 90 mmHg) or G8755 (most recent diastolic BP ≥ 90 mmHg).  


