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PROMOTING INTEROPERABILITY (PI) 
REQUIREMENTS 
FORMERLY ADVANCING CARE INFORMATION (ACI) 
 

This performance category promotes patient engagement and electronic exchange of 

information using certified electronic health record technology (CEHRT).  

Requirements may change each Performance Year (PY) due to shifting rules. 

 

Promoting Interoperability is 25% of your MIPS Final Score.  

 

A clinician or group must use 2015 Edition Certified EHR Technology (CEHRT). The minimum 

performance period is a continuous 90-day period within the performance year for all reported 

measures. 

 

HARDSHIP EXCEPTION 
CMS will reweight the Promoting Interoperability performance category to 0 and reallocate the 

performance category weight of 25% to the Quality performance category for the following 

reasons:  

 Extreme and uncontrollable circumstances; 

 Hospital-based MIPS eligible clinicians; 

 Non-Patient Facing clinicians; 

 Ambulatory Surgical Center (ASC)— based MIPS eligible clinicians, finalized retroactive 

to the transition year; 

 Nurse practitioners, physician assistants, clinical nurse specialist, certified registered 

nurse anesthetists, physical therapists, occupational therapists, speech-language 

pathologists, audiologists, clinical psychologists and registered dietitians or nutrition 

professionals; 

 Small practices (15 or fewer clinicians); 

 Decertification exception for eligible clinicians whose EHR was decertified, retroactively 

effective to performance periods in 2017; 

 Significant hardship exceptions. 
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PI CATEGORY MIPS POINTS  
(PI performance category percent score) x (25% category weight) x 100  

 

Each measure will be scored based on the MIPS eligible clinician’s performance for that measure 

based on the submission of a numerator or denominator, or a “yes or no” submission, where 

applicable. 

 

The scores for each of the individual measures will be added together to calculate the category 

score of up to 100 possible points. 

 

If a clinician fails to report on a required measure (or fail to claim an exclusion if available), the 

clinician would receive a total score of zero for the category. 

 

 Performance Points: Up to 100 total points from non-bonus measures, where each 

measure is worth 10, 20, or 40 measure points.  

 Public Health and Clinical Data Exchange measures are scored as yes/no. 

 Bonus Measure Points: Up to 10 total bonus points can be earned for reporting two 

optional opioid-related measures worth 5 points each. 

 

MEASURE EXCLUSIONS 
 Any MIPS eligible clinician who transfers a patient to another setting or refers a patient 

fewer than 100 times during the performance period may exclude from the measure. 

 Any MIPS eligible clinician who writes fewer than 100 permissible prescriptions during 

the performance period may exclude from the measure. 

 If measure exclusions are claimed, the points are reallocated to other measures. 

 

 
Note: eMDs products are currently 2014 certified, please consult with your Account Manager to 

ensure you are on the correct version to ensure you can report 90 consecutive days in 2019. 
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CMS is eliminating base, performance, and bonus scores in favor of a new scoring methodology 

consisting of one set of 4 objectives encompassing 6 measures and 2 bonus measures.  Clinicians 

must report on all 6 measures in order to earn a score for the category.  

 

Objectives Measures Maximum 
Points 

E-PRESCRIBING 

e-Prescribing** 10 points 
Bonus: Query of Prescription Drug Monitoring Program 
(PDMP) 5-point bonus 

Bonus: Verify Opioid Treatment Agreement 5-point bonus 

HEALTH INFORMATION 
EXCHANGE (HIE) 

Support Electronic Referral Loops by Sending Health 
Information** 20 points 

Support Electronic Referral Loops by Receiving and 
Incorporating Health Information** 20 points 

PROVIDER TO PATIENT 
EXCHANGE 

Provide Patients Electronic Access to their Health 
Information 

40 points 

PUBLIC HEALTH AND 
CLINICAL DATA EXCHANGE 

Report to two different public health agencies or 
clinical data registries for any of the following: 
Immunization Registry Reporting** 
Electronic Case Reporting** 
Public Health Registry Reporting** 
Clinical Data Registry Reporting** 
Syndromic Surveillance Reporting** 

10 points 

 

**Exclusion Available 

 

The Performance Rate of a measure will determine the corresponding Performance Points.  

Performance 
Rate Performance Points 

1-10% 1, 2 or 4 points 
11-20% 2, 4 or 8 points 
21-30% 3, 6 or 12 points 
31-40% 4, 8 or 16 points 
41-50% 5, 10 or 20 points 
51-60% 6, 12 or 24 points 
61-70% 7, 14 or 28 points 
71-80% 8, 16 or 32 points 
81-90% 9, 18 or 36 points 

91-100% 10, 20 or 40 points 
 

 



 

6 
 

SECURITY RISK ANALYSIS 
 

OBJECTIVE 

Allow MIPS Eligible Clinician to understand how to protect electronic information. An annual 

Security Risk Analysis is required for reporting this category, but no longer scored as a measure.  

 

CONTEXT 

Protect electronic health information created or maintained by the certified EHR technology 

(CEHRT) through the implementation of appropriate technical capabilities.  

 

Conduct or review a security risk analysis in accordance with the requirements in 45 CFR 

164.308(a)(1), including addressing the security (to include encryption) of ePHI data created or 

maintained by certified EHR technology in accordance with requirements in 45 

CFR164.312(a)(2)(iv) and 45 CFR 164.306(d)(3), and implement security updates as necessary 

and correct identified security deficiencies as part of the MIPS eligible clinician's risk 

management process. As a reminder, completing an Annual Security Risk Analysis is a 

requirement of HIPAA. If your practice is interested in a solution for completing the SRA, please 

contact your Account Manager for more information.  

 

EXCLUSION 

None 

  

STEP BY STEP INSTRUCTIONS 

 No data entry is required to report on this measure.  To meet the measure’s goal, you 

must attest Yes to having conducted or reviewed a security risk analysis in accordance 

with the requirements under 45 CFR 164.308 (a) (1) which was created by the HIPAA 

Security Rule prior or during the EHR reporting period. 

 You may complete your Security Risk Analysis by using DAS Health’s SRA services 

(consult your Account Manager). DAS’ services reduce your required staff time, ensures 

completion of all requirements, and provides all necessary documentation. 
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 Alternatively, The Office of the National Coordinator for Health Information Technology 

has made available a downloadable Security Risk Analysis Tool (requires manual 

completion) that can be access from their website: https://www.healthit.gov/providers-

professionals/security-risk-assessment-tool. 

 CMS also created a Tip Sheet to help guide you through this process: 

https://www.cms.gov/Regulations-and-

Guidance/Legislation/EHRIncentivePrograms/Downloads/2016_SecurityRiskAnalysis.pdf 

 

  

https://www.healthit.gov/providers-professionals/security-risk-assessment-tool
https://www.healthit.gov/providers-professionals/security-risk-assessment-tool
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/2016_SecurityRiskAnalysis.pdf
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/2016_SecurityRiskAnalysis.pdf
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ELECTRONIC PRESCRIBING  
 

OBJECTIVE 
Allow the eligible clinician an understanding of how to generate and transmit permissible 

prescriptions electronically (eRx).  

 

CONTEXT 
 E-Prescribing: At least one permissible prescription written by the MIPS eligible clinician 

is queried for a drug formulary and transmitted electronically using certified EHR 

technology. The maximum point value for this measure is 10 points. 

 Bonus: Query of prescription drug monitoring program (PDMP): For at least one 

Schedule II opioid electronically prescribed using CEHRT during the performance period, 

the MIPS eligible clinician uses data from CEHRT to conduct a query of a PDMP for 

prescription drug history, except where prohibited and in accordance with applicable 

law. The maximum point value for this measure is 5 bonus points. 

 Bonus: Verify opioid treatment agreement: For at least one unique patient for whom a 

Schedule II opioid was electronically prescribed by the MIPS eligible clinician using 

CEHRT during the performance period, if the total duration of the patient’s Schedule II 

opioid prescriptions is at least 30 cumulative days within a 6-month look-back period, 

the MIPS eligible clinician seeks to identify the existence of a signed opioid treatment 

agreement and incorporates it into the patient’s electronic health record using CEHRT. 
The maximum point value for this measure is 5 bonus points. 

 

EXCLUSION 
Any MIPS eligible clinician who writes fewer than 100 permissible prescriptions during the 

performance period may exclude from the measure. 

None for Bonus Measures. 
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E-PRESCRIBING 
STEP BY STEP INSTRUCTIONS 

 Start by selecting the Chart icon 

 

 
 Select Lookup to locate the patient and then select Ok to open a chart for the selected 

patient. 
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 Select the Rx/Medications tab in the Patient’s Chart 

 
 

 Select the New button to enter a new prescription 
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 Document the complete prescription to include the name, dosage, frequency and route 

of administration. Be sure to select the Patient’s Pharmacy so the order will transmit 

 
 Select Ok to transmit the Prescription 

 

 

If you are unable to select a Prescription in the Rx field, please contact the DAS Health™ Support 

team to verify that this feature has been configured and validated. Clinicians must be enrolled 

with Surescripts to use this functionality. 

 

Verify configuration by going to Maintenance, then Practices, select the Practice and click “Edit”. 

The General 2 tab shows the list of providers that have the capability to ePrescribe.  
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RESPONDING TO ELECTRONIC REFILL REQUESTS  
Clinicians should respond to electronic refill requests from Surescripts in a timely manner 

(within 48 hours of receipt). A provider can choose to Approve, Change, or Deny a refill request. 

 

 

 
QUERY OF PRESCRIPTION DRUG MONITORING PROGRAM (PDMP) 
STEP BY STEP INSTRUCTIONS 

The Denominator for this measure includes the number of Schedule II opioids electronically 

prescribed using CEHRT by the MIPS Eligible Clinician during the performance period.  

 

The Numerator of this measure should include the number of Schedule II opioid prescriptions in 

the Denominator for which data from CEHRT is used to conduct a query of a PDMP for 

prescription drug history.  
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VERIFY OPIOID TREATMENT AGREEMENT 
STEP BY STEP INSTRUCTIONS 

The Denominator for this measure includes the number of unique patients for whom a Schedule 

II opioid was electronically prescribed by the MIPS eligible clinician using CEHRT during the 

performance period and the total duration of Schedule II opioid prescriptions is at least 30 

cumulative days as identified in the patient’s medication history request and response 

transactions during a 6-month look-back period. 

 

The Numerator of this measure should include the number of unique patients in the 

denominator for whom the MIPS eligible clinician seeks to identify a signed opioid treatment 

agreement and, if identified, incorporates the agreement in CEHRT. A numerator of at least one 

is required to fulfill this measure. 
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HEALTH INFORMATION EXCHANGE  
 

OBJECTIVE 

There are two measures for this Objective. Allow MIPS Eligible Clinician to understand how to 

create a summary of care record for each referral order or transition of care and transmit it 

electronically. Allow MIPS Eligible Clinician to receive or retrieve and incorporate a patient’s 

electronic summary. The maximum point value for each measure is 20 points. 

 

CONTEXT 

 Support Electronic Referral Loops by Sending Health Information: For at least one 

transition of care or referral, the MIPS Eligible Clinician that transitions or refers their 

patient to another setting of care or health care provider-(1) creates a summary of care 

record using certified EHR technology; and (2) electronically exchanges the summary of 

care record.   

 Support Electronic Referral Loops by Receiving and Incorporating Health 

Information: For at least one transition of care or referral received or patient 

encounter in which the MIPS Eligible Clinician has never encountered the patient, 

the MIPS Eligible Clinician receives or retrieves and incorporates into the patient's 

record an electronic summary of care document. 

*This feature will be available in Aprima 2018 which is the 2015 CEHRT version. 

 

EXCLUSION 
Any MIPS eligible clinician who transfers a patient to another setting or refers/receives a patient 

fewer than 100 times during the performance period may exclude from these measures. 
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SUPPORT ELECTRONIC REFERRAL LOOPS BY SENDING HEALTH 
INFORMATION 
STEP BY STEP INSTRUCTIONS 
Operators who generate the CCDA files must have appropriate access to do so.  

 Access Levels > Reports > Records Reports > Export Medical Summary  

 

To meet this objective, the electronic summary of care must be sent to the recipient provider or 

facility (for example, specialist or hospital) using a direct message account and a direct address. 

A direct address is similar to a regular e-mail address with extra encryption standards as 

required by CMS since sensitive information including PHI is included in the electronic 

summaries of care.  

 

ENTRY OF DIRECT ADDRESSES  
To add a direct address to a profile 

 Select Maintenance > Setup > Operators 

 If asked, enter your password 

 Click the OK button. The Operator screen appears.  

 Select an operator from the list and click the Edit button. The Operator Maintenance 

Edit screen appears.  

 
  In the Direct field on the General tab, enter the direct address and click the OK button 

to save.  
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REFERRING SOURCES  
If referring sources (potential recipients of the summaries of care generated by the 

providers) have direct addresses you can add the direct addresses to their profiles, so they 

are readily available on the Messaging screen.  

 

To add a direct address to a profile 

 Select Maintenance > Referring Sources. The Referring Source Maintenance Select 

screen appears. 

 Select the referring source and click the Edit button. The Referring Source Maintenance 

Edit screen appears.  

 
 In the Contact Preference field, select Direct.  

 In the Direct field, enter the direct address.  

 Click the OK button to save.  
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PATIENTS 
If patients (potential recipients of the summaries of care generated by the providers) have direct 

addresses, you can select Direct in the Email Preference field and enter the direct address in the 

Direct Email field on the Patient screen, so the direct addresses are readily available on the 

Messaging screen.  

 
 
GENERATE SUMMARY OF CARE RECORD  
To generate an electronic summary of care record 

 Select Reports > Patient Records > Export Medical Summary. The Export Medical 

Summary screen appears.  

 
 In the Purpose field, select Transfer of Care.  

 In the Document Type field, select CCDA - Summary of Care.  

 Enter the date range and a password, if desired.  

 Click the OK button.  
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 Look up and select the appropriate patient.  

o If there an existing outbound clinical encounter for the current date and current 

provider, then Save As. 

o If there is not an existing outbound clinical encounter for the current date and 

current provider, then a Clinical Encounter Not Found screen will appear.  

 

 
 

 The default option is Yes. Do not change this option. Click the OK button. The Save As 

screen appears.  

 Select a destination folder for the generated file and enter an appropriate Test name. 

Click the Save button. The Export Medical Summary Detail Selection screen appears. 

eMDs recommends that system administrators agree on a predetermined destination 

folder on a shared drive and a standard naming convention for all CCDAs generated. This 

ensures that all operators name and save the files in a standardized manner, which 

makes searching for and accessing these files easier in the future. 
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By default, all data in the various sections of the chart are set to be included in the file. Clear the 

check boxes for any data types or individual data elements that are not desired. You can expand 

data type to see individual data elements by clicking the plus sign (+) symbols. You also can 

rearrange the patient chart sections (except for the Demographics section) for export by 

dragging and dropping the sections in the order you desire. The arrangement you create will be 

associated with your operator ID and stored in the database, so the arrangement will be set 

automatically for consecutive reports.  

 

To be included in CCDA output, the chief complaint must have a signed progress note and a 

clinical encounter on the same date as the chief complaint.  

 Click the OK button.  

This process updates the appropriate clinical encounter to indicate that an electronic summary 

of care document was provided by automatically selecting the Summary of Care Record 

Provided for Care Coordination Electronically check box on the Clinical Encounter screen.  

 
 

If passwords are used to encrypt the CCDA, send them to the recipient separately from the 

CCDA itself. This ensures better security. 
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SENDING AN ELECTRONIC SUMMARY OF CARE VIA DIRECT MESSAGE  
An electronic summary of care record can be sent as a direct message to another provider who 

is not part of your organization or practice using the messaging system in the EHR.  

 

To send an electronic summary of care record via direct message 

 Click the Msg icon on the toolbar. The Messages screen appears.  

 

 
 Click the New button. The New Message screen appears.  

 Click the To button. The Select Destination screen appears.  

 
 If the recipient is part of your organization or practice, then select the recipient’s 

operator ID and add it to the To field. 

 If the recipient is an outside provider, then select the External Provider option to 

display the list of referring sources in the system. Select the provider and add the 

provider ID to the To field.  
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You also may enter an operator ID in the On Behalf field. When an operator without a direct e-

mail address (for example, a nurse) sends a direct message on behalf of a provider with a direct 

e-mail address, the system uses the direct address of the provider (operator) in the On Behalf 

field to populate the provider’s name in the From: field in the message. If nobody is specified in 

the On Behalf field, then the sender must have a direct address.  

In the Subject line of the message, the names of the person who sent the message and the 

provider for whom the message was sent display in parentheses. For example: Subject: 

Summary of Care (Sent by Jamie Brown, RN on behalf of John Smith, MD). Credentials (for 

example, RN, MD, OD) are always included if they are present. The complete “sent by”/”on 

behalf of” information also displays at the end of the body of the message (this is helpful if the 

information is truncated in the Subject line). For example: [body text] -Sent by Jamie Brown, RN 

on behalf of John Smith, MD. The Subject line has a 50-character limit. If the system needs to 

truncate the subject due to length restrictions, an ellipsis (...) displays at the end of the subject 

line. On a reply message, the ellipsis may be left off because the addition of Re: uses more 

characters.  

 

 
External Provider option to display the list of referring sources in the system. Select the provider 

and add the provider ID to the To field. If the recipient is... Then select the...  

Click the OK button. The New Message screen appears.  
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 Click the Patient button to select the patient whose summary of care record is being 

sent.  

 Enter an appropriate subject line and a message, if desired.  

 Click the Attachments button. The Attachments screen appears.  

 
 After the CCDA file is added to the Attachments screen, click the Close button to return 

to the New Message screen.  

 Click the Send button to send the message.  

 
 
SUPPORT ELECTRONIC REFERRAL LOOPS BY RECEIVING AND 
INCORPORATING HEALTH INFORMATION 
STEP BY STEP INSTRUCTIONS 

*eMDs products will have this feature in the 2015 ONC CEHRT version. This manual will be 

updated upon release of the new product. Please contact your Account Manager to locate any 

updated manuals, if available.   
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PROVIDER TO PATIENT EXCHANGE 
 

OBJECTIVE 

Allow the MIPS Eligible Clinician to understand how to provide electronic health information to 

patients. The maximum point value for this measure is 40 points. 

 

CONTEXT 

For at least one unique patient seen by the MIPS eligible clinician:  

 The patient (or the patient authorized representative) is provided timely access to view 

online, download, and transmit his or her health information; and  

 (2) The MIPS eligible clinician ensures the patient's health information is available for 

the patient (or patient-authorized representative) to access using any application of 

their choice that is configured to meet the technical specifications of the Application 

Programing Interface (API) in the MIPS eligible clinician's certified EHR technology. 

 

EXCLUSION 
None 

 

STEP BY STEP INSTRUCTIONS 

eMDs products currently use WebView for Patient Portal which will transition to Updox. This 

transition will take place when eMDs products receive the 2015 ONC Certification. All patients 

must have an email address to use Updox. Patients that previously had an email address listed 

will receive an invitation to their new Patient Portal when the transition from WebView to 

Updox takes place. This is expected to be available prior to January 2019. If you have any 

questions about this transition, please contact your Account Manager. This manual will be 

updated with any modifications necessary when Updox is implemented.  

 

 Start by selecting the Patient icon 
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 Select Lookup to locate the patient and then select Ok to open a chart for the selected 

patient. 

 
 

 Open the Patient screen and select the Configuration tab. 

 
 

 



 

25 
 

 Select the Allow WebView access for patient check box 

 Enter the Login Name (Firstname.Lastname) and Initial password  

 Select the OK button to save

 
 

When a patient logs into the portal for the first time, he/she is prompted to reset his/her 

(temporary) password. If a patient needs to reset his/her WebView password any time after that 

(the password that the patient entered when resetting the temporary password), an operator 

may assign a new temporary password by clicking the Reset Password button on the Patient Edit 

screen - Configuration tab.  
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PUBLIC HEALTH AND CLINICAL DATA EXCHANGE 
 

OBJECTIVE 

The MIPS eligible clinician is in active engagement with two different public health agencies 

(PHA) or clinical data registries to submit/receive data. The maximum point value for this 

measure is 10 points. 

 

CONTEXT 

 Immunization Registry Reporting: The MIPS eligible clinician is in active engagement 

with a public health agency (PHA) to submit immunization data and receive 

immunization forecasts and histories from the public health immunization 

registry/immunization information system (IIS). 

 Electronic Case Reporting: The MIPS eligible clinician is in active engagement with a 

public health agency (PHA) to electronically submit case reporting of reportable 

conditions. 

 Public Health Registry Reporting: The MIPS eligible clinician is in active engagement 

with a public health agency (PHA) to electronically submit case reporting of reportable 

conditions. 

 Clinical Data Registry Reporting: The MIPS eligible clinician is in active engagement to 

submit data to a clinical data registry. 

 Syndromic Surveillance Reporting: The MIPS eligible clinician is in active engagement 

with a public health agency (PHA) to submit syndromic surveillance data from an urgent 

care setting. 

 

EXCLUSION 

If the clinician qualifies for an exclusion and can only report one measure, then the point value 

for that measure will be reweighted to 10 points. 
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IMMUNIZATION REGISTRY REPORTING 

STEP BY STEP INSTRUCTIONS 

To add immunizations to the Immunization form. 

 Select Maintenance > Templates > Form Templates > Immunization Form 

 The Immunizations Selection screen appears 

 
 

 

 Select the appropriate name from the HM Names list and click the Add button to add it 

to the HM Immunizations list for it to be considered an immunization.  

 Click the OK button. 

 

To enter a patient’s immunization information: 

 Open a patient’s chart.  

 Select the Health Maintenance tab. The Health Maintenance Summary screen appears. 

 Click the New button. The Health Maintenance Procedure New screen appears. 
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 Enter the date of the immunization.  

 Find the procedure in the list and enter an X (if the immunization was administered 

within the organization) or an E (if the immunization was administered outside the 

organization).  

 Click the More button to enter additional information.  

 In the More area, you can enter the dose, route, lot number, manufacturer, and so on.  

 Click the OK button. 
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ELECTRONIC CASE REPORTING        
STEP BY STEP INSTRUCTIONS 
*Check with your state public health department to determine their capability to meet this 

measure. 

*Not available in eMDs products currently. 

 

PUBLIC HEALTH REGISTRY REPORTING        
STEP BY STEP INSTRUCTIONS 
*Check with your state public health department to determine their capability to meet this 

measure. 

 
CLINICAL DATA REGISTRY REPORTING        
STEP BY STEP INSTRUCTIONS 
*Check with your state health department to determine their capability to meet this measure. 

 

SYNDROMIC SURVEILLANCE REPORTING    
STEP BY STEP INSTRUCTIONS  
*Check with your state health department to determine if your state is capable of reporting this 

measure. If they are capable, please contact your Account Manager for further instructions. 
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HOW TO RUN THE PROMOTING 
INTEROPERABILITY REPORT  
 

To obtain a report please proceed to your report icon on your desktop.  

 

STEP BY STEP INSTRUCTIONS 

 From your desktop, select the Reports icon. 

 Select the Clinician’s Name. 

 Select the Date Span. 

 Select ACI. 

 The report will then appear. To print the report, select the Print button. You may also 

export the report as a PDF, Word or Excel document using the floppy disk with a green 

arrow icon.  

 

PROMOTING INTEROPERABILITY REPORTS 
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TAKING SCREENSHOTS 
 
OBJECTIVE 

Inform physician how to take appropriate screenshots for measures that are a Yes/No.   

 

STEP BY STEP INSTRUCTIONS 

 For those measures requiring screen shots, you can accomplish this in two different 

ways.  If a whole screen is necessary, simply use the Print Screen, [Prt Sc], button on 

your keyboard.  This will copy the entire contents of your viewable monitor.  If you have 

multiple monitors, this will capture both screens.   

 If you need to capture a smaller section or an individual window, you can also use a 

combination of the [Alt] key and [Prt Sc] key.   

• To use this combination, you will just need to make sure that the window that 

you intend to capture is selected as your focus. This is done by simply using your 

mouse and clicking on the window intended for capture and then pressing the 

[Alt] and [Prt Sc] keys together.   

 Once you have taken your screen shot, it may appear that nothing has happened, but a 

copy of your screen has been saved to your clipboard.   

• To retrieve your image, you will want to open any program that will allow you 

to paste an image.  Once you have this program opened, you will want to use 

the Paste command by either right clicking in blank space on your document 

and selecting ‘Paste’, or by using the command [Ctrl] [V].  

• Save the document you have created with the name of the measure and the 

date the screen shot was taken for easy identification.  
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