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R eporting of clinical quality measures (CQMs) has 
been a required component of both Stage 1 and 
Stage 2 of the CMS Electronic Health Record 

(EHR) “Meaningful Use” (MU) Incentive Programs. These 
CQMs are intended to promote the capabilities of EHRs 
to calculate measures that inform providers, and eventu-
ally the public, about their clinical performance.1,2 Several 
groups, including the American College of Physicians,3 ar-
gue that CQMs are the most important part of MU; others 
have stated that a focus on health outcomes is the criti-
cal requirement for reengineering our healthcare system.4 
CMS notes that CQMs are tools that help us to “measure 
and track the quality of healthcare services.”1 Accordingly, 
MU CQMs are now aligned with other CMS programs, 
including the Physician Quality Reporting System and the 
Value-Based Payment Modifier.5,6

Furthermore, the evolution of MU CQMs supports this 
notion. For Stage 1 MU, eligible professionals (EPs) were re-
quired to report on 3 core CQMs: blood pressure, tobacco 
status, and adult weight screening and follow-up. EPs also 
chose to report on 3 additional CQMs from a menu of 38 
measures. In 2014, for both Stage 1 and Stage 2 MU, report-
ing on 9 of 64 CQMs was required. These CQMs are orga-
nized by the 6 National Quality Strategy (NQS) domains 
representing HHS priorities for healthcare quality improve-
ment. There are recommended core sets for both adults and 
children based on high-priority conditions and a require-
ment that the selected measures cover at least 3 of the 6 NQS 
domains.7 The Table lists the 6 NQS domains along with 
CQMs relevant to primary care within these domains.

CQMs for Stage 3 MU, which has been delayed and is now 
scheduled to begin in 2017, are now under consideration.8,9 In 
late 2012, the Office of the National Coordinator for Health 
Information Technology (ONC) issued a Request for Com-
ments (RFC) for Stage 3 MU which included questions related 
to CQMs, focused on ensuring that the CQM set improves the 
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ABSTRACT

Objectives: To systematically solicit recommendations from 
Meaningful Use (MU) exemplars to inform Stage 3 MU clinical 
quality measure (CQM) requirements.

Study Design: The study combined an electronic health record 
(EHR)-based CQM performance assessment with focus groups 
among primary care practices with high performance (top tertile), 
or “exemplars.”

Methods: This qualitative exploratory study was conducted in 
PPRNet, a national primary care practice–based research network. 
Focus groups among lead physicians from practices in the top 
tertile of performance on a CQM summary measure were held in 
early 2014 to learn their perspectives on questions posed by the 
Office of the National Coordinator related to Stage 3 MU CQMs.

Results: Twenty-three physicians attended the focus groups. 
There was consensus that CQMs should be evidence-based and 
focus on high-priority conditions relevant to primary care provid-
ers. Participants thought the emphasis of CQMs should largely be 
on outcomes and that reporting of CQMs should limit the burden 
on providers. Incorporating patient-generated data and accept-
ing locally developed CQMs were viewed favorably. Participants 
unanimously concurred that platforms for population manage-
ment were vital tools for improving health outcomes.

Conclusions: Using a series of focus groups, we solicited Stage 3 
MU CQM recommendations from a group of physicians who have 
already achieved “meaningful use” of their EHR, as demonstrated 
by their high performance on current MU CQMs. Adhering to the 
standards deemed to be important to high-performing real-world 
physicians could ensure that the MU Incentive Programs achieve 
their ultimate goal to improve outcomes.
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“quality of care and experience of care for providers and pa-
tients” consistent with the ultimate goal for MU.10 In Febru-
ary 2013, the Agency for Healthcare Research and Quality 
(AHRQ), working in partnership with the ONC and CMS, 
solicited rapid cycle research projects to provide evidence 
to inform the development of Stage 3 MU objectives.11 The 
purpose of this study, in response to this request, was to sys-
tematically solicit recommendations from high-performing 
primary care MU exemplars to help inform the Stage 3 MU 
CQM requirements for EPs. The final rule for Stage 3 MU 
was released by CMS in October 2015.8,9,12 

METHODS
Setting

This exploratory qualitative study was conducted in 
Primary (Care) Practices Research Network (PPRNet), a 
national EHR-based primary care practice-based research 
network, and an AHRQ Center for Primary Care Prac-
tice-Based Research and Learning.13 At the time of the 
study, all PPRNet practices used the same EHR (McKes-
son Practice Partner, San Francisco, California). PPRNet 
maintains a longitudinal clinical database, derived from 
regular EHR extracts from participating practices, which 
is used for quality reporting and research. Reports pro-
vide feedback on the practice, provider, and patient level 
for more than 60 quality measures encompassing primary 
and secondary prevention, disease management, and safe 
medication prescribing and monitoring, as well as sum-
mary measures.14 Twenty-one of the PPRNet measures are 
comparable to 2014 MU CQMs.7

All PPRNet practices whose providers had attested 
for Stage 1 MU were eligible for the study. Practices were 
recruited through a series of e-mail messages in the fall 
of 2013. Enrolled practices that submitted an October 1, 
2013, PPRNet data extract were included in the study.

EHR-Based CQM Performance Assessment
The PPRNet approach to CQM performance assess-

ment has been described in detail elsewhere.15 For this 

study, we assessed performance for each 
practice as of October 1, 2013, on the 
Summary Quality Index (SQUID),14 the 
quotient of the number of eligible mea-
sures the patient met, and the total num-
ber of MU CQMs for which the patient 
was eligible. Seventy-one PPRNet prac-
tices were eligible for performance assess-
ment; the practices with the 27 highest 
SQUID-CQMs (approximately the top 

tertile) were deemed exemplar practices. 

Focus Groups Among Exemplar Performers
Lead physicians from each of the 27 designated exem-

plar practices were invited to participate in 1 of 3 focus 
groups held on consecutive Saturdays in geographically 
separate cities in late January and early February 2014. 
Participants provided verbal consent to participate and 
have the discussions recorded for analysis. Two of the 
study authors (CL and SO) moderated the focus groups 
using a detailed slide presentation; each focus group lasted 
2.5 hours. Although each of the 3 focus groups was con-
ducted similarly, minor clarifications in the questions were 
made based on experiences from the first group. During a 
15-minute introduction, ground rules for the focus groups 
were established and an overview of prior and current 
MU CQM requirements was provided. The introductory 
presentation refreshed the group about the overall intent 
of MU CQMs to improve the quality of care. 

Questions from the ONC’s RFC for Stage 3 MU CQM 
were used to guide the discussion. Participants were asked 
to identify which CQMs (Table) should be a high priority, 
discuss how to reduce the burden of CQM reporting on 
providers, and compare the value of process versus out-
come measures. The significance of incorporating patient-
generated data into CQMs, the appeal of aligning MU 
CQMs with MU functional objectives, the feasibility and 
desirability of locally developed measures, and the impor-
tance of population management platforms were also ex-
plored with participants. All focus group members were 
encouraged to respond to each question and participate 
in the general discussion. Two other research team mem-
bers (LN and AW) observed the groups and took detailed 
notes in a structured observational template to supple-
ment the audio recordings. The observational template 
was developed to document the responses, agreements, 
and contrary views among the participants of each focus 
group, adapted from a micro-interlocutor approach.16 

A professional transcription service was used to tran-
scribe digital records of all focus groups. Transcripts and 

Take-Away Points
Through a series of focus groups, we solicited recommendations from high-perform-
ing Meaningful Use (MU) “exemplars” on clinical quality measures (CQMs). 

n	 	 The evolution of MU CQMs is not consistent with the exemplars’ recommenda-
tions. 

n	 	 “Exemplars” recommend reverting to at least some core CQMs and ensuring 
that CQMs focus on high-priority conditions, are evidence and guideline-based, and 
do not require additional documentation. 

n	 	 Population management should be incorporated into the MU objectives.
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focus group observation notes were imported into NVivo 
International, Pty (QSR International, Doncaster, Aus-
tralia) by a qualitative researcher (LN) for thematic analy-
sis based on the ONC RFC questions. Two of the study 
authors (CL and LN) independently reviewed transcripts 
and notes from all focus groups to identify themes related 

to MU CQMs. The transcripts were then used to locate 
specific comments and context for clarification. The 2 
qualitative analysts reconciled discrepancies through a 
process of immersion and crystallization which were, for 
the most part, consistently interpreted.17

n	 Table. 2014 Meaningful Use Clinical Quality Measures Relevant to Primary Care Eligible Professionals

National Quality Strategy Domain
2014 Meaningful Use Clinical Quality Measures Relevant  
to Primary Care Eligible Professionals

Clinical Process/Effectiveness

• BP target <140/90 mmHg in adults with hypertension

• Controller therapy for patients with persistent asthma

• A1C >9% in adults with diabetes

• Urine protein screening in adults with diabetes

• Dilated eye exam in patients with diabetes

• Foot exam in patient with diabetes

• LDL-C screening in adults

• LDL-C <100 in adults with diabetes

• LDL-C <100 for patients with IVD

• Aspirin or other antithrombotic for patients with IVD

• Beta-blocker use in patients with SHF

• Angiotensin-converting enzyme inhibitor or angiotensin receptor blocker use in patients 
with SHF

• Antidepressant medication for adults with major depression

• Hypertension: improvement in BP by 10 mmHg or controlled

Population/Public Health

• Annual influenza immunizations in patients >6 months

• Pneumococcal immunization for patients aged >65 years 

• Mammography in women aged 40-69 years

• Cervical cancer screening in women aged 21-64 years

• Chlamydia screening in sexually active women aged 16-24 years 

• Colorectal cancer screening in patients aged 50-75 years

• Tobacco screening and cessation counseling in adults

• Depression screening in adults

• Body mass index screening and follow-up

• Screening for high BP and follow-up documented 

Patient Safety

• Therapeutic International Normalized Ratio for patients with atrial fibrillation on warfarin

• Avoiding high-risk medications in the elderly

• Screening for falls in the elderly

• Documentation of current medications in EHR (attestation)

Efficient Use of Healthcare Resources

• Avoiding antibiotics in children with upper respiratory infection

• Avoiding imaging for low back pain

• Appropriate testing for strep for children with pharyngitis if an antibiotic is prescribed

Care Coordination • Closing the referral loop: receipt of specialist report

Patient and Family Engagement
• Functional status assessment for patients with heart failure

• Functional status assessment for patients with hip or knee replacement

A1C indicates glycated hemoglobin; BP, blood pressure; EHR, electronic health record; IVD, ischemic vascular disease; LDL-C, low-density lipoprotein 
cholesterol; SHF, systolic heart failure.
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RESULTS

Lead physicians from 23 of the 27 practices selected 
as exemplar practices attended the focus groups. Five of 
these physicians were female, 2 were Hispanic, and all 
were white; the median age of these physicians was 56 
years. Five physicians were general internists, 2 were in-
ternal medicine/pediatrics physicians, and the remainder 
were family medicine physicians. The physicians came 
from practices in 18 US states, and all practices reported 
using their EHRs for over 6 years: 9 practices had been us-
ing their EHRs for 6 to 10 years, 7 for 11 to 15 years, 5 for 
16 to 20 years, and 2 for over 20 years. Analyses from fo-
cus group discussions have been organized into 8 themes, 
discussed in more detail below.

1. CQMs should be evidence-based, focused on high-pri-
ority conditions, and relevant for primary care physicians. 
Participants were asked to provide feedback on measures 
from each NQS domain. For all domains, there was gen-
eral consensus in each focus group that CQMs should be 
evidence-based, noncontroversial, and based on national 
guidelines when available. They also believed that the 
measures should be “the ambulatory-sensitive ones—the 
ones that we can control ought to be measured in every 
office.” Participants emphasized the need for CQMs to be 
flexible and rapidly evolve to reflect changes in evidence 
or new guidelines. For example, many participants were 
concerned that current CQMs regarding dyslipidemia are 
not concordant with the recently released American Col-
lege of Cardiology/American Heart Association (ACC/
AHA) Guideline on the Treatment of Blood Cholesterol,18 
and argued that these CQMs should be quickly updated to 
reflect the new guidelines. One participant stated, “Keep it 
simple. Whatever you do, use things that have been vetted 
as indicators or results or processes that are valuable and 
proven they make a difference, and keep the flexibility.”

Participants generally agreed that CQMs in the Clini-
cal Process/Effectiveness domain should reflect highly 
prevalent conditions with long-term consequences and 
for which improved performance on the CQM could 
have considerable impact on morbidity and mortality, 
such as hypertension, hyperlipidemia, and diabetes. All 
participants believed CQMs in the Population/Public 
Health domain should be a high priority—particularly 
those with broad public health implications. At one focus 
group, there was near unanimous consensus that CQMs 
should be limited to measures only in this domain, while 
participants in the 2 other focus groups agreed that, al-
though important, CQMs in other domains also reflected 
high-priority chronic conditions and should be included. 

Many argued that adherence to all US Preventive 
Services Task Force (USPSTF) Grade A and B recom-
mendations and recommendations from the Advisory 
Committee of Immunization Practices be included as 
CQMs, while others favored selecting specific USPSTF 
recommendations with a considerable impact on mortal-
ity. Participants universally agreed that CQMs related to 
hypertension, obesity, and smoking cessation were of ut-
most importance. One participant stated, “I would put my 
energy into blood pressure, blood pressure, blood pressure. 
Smoking, smoking, smoking. Exercise, exercise, exercise.”

Compared to the Clinical Process/Effectiveness do-
main and the Population/Public Health domain CQMs, 
there was much less enthusiasm for 2014 CQMs included 
in the Patient Safety, Efficient Use of Healthcare Resourc-
es, Care Coordination, or Patient/Family Engagement 
domains. In general, these CQMs were not felt to have 
as much impact on the health of the US population as 
the initial 2 domains. The evidence supporting several 
measures included in the Patient Safety domain was ques-
tioned. For example, participants noted that there is not 
clear data to support the CQM, "Screening for falls in the 
elderly." One participant stated, “That’s so frustrating that 
you’re going to measure me on something that’s 1, difficult 
to document and 2, we already have a study that shows it 
doesn’t do any good.” They were also apprehensive about 
the measure, "Documentation of all current medications in 
the EHR." First, some participants argued that this “attes-
tation” measure required “checking boxes” on the part of 
provider. Second, the utility of this measure in improving 
care was questioned. One participant argued that listing 
all over-the-counter medications and herbal supplements 
in the EHR could have an unintended consequence and 
result in the provider missing an important prescribed 
medication due to the complexity of the list. 

Participants expressed similar unease over CQMs 
related to the Efficient Use of Healthcare Resources do-
main. For example, participants largely agreed with avoid-
ing imaging for low back pain, yet they were concerned 
about the ability to measure this accurately using EHR 
data along with the “extra work” of having to document 
exceptions. Participants argued that while measuring ef-
ficient use of resources was important, other types of mea-
sures would be more relevant for primary care, such as the 
proportion of their patients with emergency department 
(ED) visits or hospitalizations. Participants acknowledged 
that this type of measure could be difficult to assess using 
only ambulatory EHR data. 

There was also concern that the only Care Coordi-
nation domain CQM, "Receipt of specialist report," was 
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a measure of coordination outside of their control and 
reflected EHR functionality rather than provider perfor-
mance. Although participants concurred that closing the 
loop with specialists is important for care management, 
there was debate about whose responsibility this was and 
that this measure could unfairly place additional burden 
on the primary care provider rather than the specialist who 
was receiving the revenue from providing the service. Also, 
as one participant stated, “My feeling is that I would rather 
not try to track every referral, but track what are, for me, 
the high-risk referrals. I don’t really need to get the report 
back on every time I send the patient to the dietician or the 
physical therapist.” Participants again questioned the evi-
dence for whether adhering to this CQM improves quality. 

Participants also doubted the clinical utility of CQMs 
included in the Patient Engagement domain. One par-
ticipant remarked that “it was not clear how administer-
ing functional status assessments to patients makes them 
more engaged in their care” and, again, did not feel these 
measures were clearly supported by evidence. There was 
concern that current EHRs could not yet support this pa-
tient-generated data. Several participants suggested other 
potential patient engagement CQMs that were more useful 
for primary care physicians, including discussion of end-
of-life issues, asthma control, or symptoms of depression. 

2. A few core CQMs focused on public health issues 
should apply to all eligible providers. While participants 
in one focus group unanimously agreed that there should 
be a core group of CQMs for all providers, regardless of 
specialty, that focuses on important public health issues—
such as measures related to tobacco abuse and obesity—
participants at the other 2 focus groups maintained that 
while a few CQMs could be applicable to all providers, 
there should be flexibility with CQMs tailored for both 
primary care physicians and specialists. According to 1 
participant, “Why can’t you have a core like smoking ces-
sation that applies to everybody? Why can’t your derma-
tologist say stop smoking?”

3. The focus of CQMs should largely be on outcomes. 
Participants debated whether CQMs should reflect 
process or outcome measures, although most favored 
outcome measures in the context of chronic disease man-
agement. One participant favoring process measures 
pointed out that socioeconomic factors were more likely 
to impact performance on outcome measures. Another 
participant favoring outcome measures argued, “I think 
we’ve kind of shown that we can get the numbers on the 
process measures,” but acknowledged that it was much 
harder to achieve high performance on outcome mea-
sures. There was consensus that CQMs should measure 

outcomes that are consistent over time; for example, A1C 
measuring blood glucose control over 3 months was felt to 
be a more important outcome than a single blood pressure 
value taken at a single point in time. 

4. Reporting of CQMs should limit burden on providers. 
Although there were mixed opinions on the number of 
measures that a provider should be expected to calculate, 
participants in all focus groups agreed on a few important 
considerations. Participants consistently advocated that 
the focus of the CQM measure set should be on achieving 
improved outcomes without requiring additional work by 
providers. Being forced to “check boxes,” as required by 
the 2014 core CQM, Documentation of all current medica-
tions in the EHR was a common frustration expressed at 
all focus groups. Participants repeatedly stated that accu-
rate calculation of measures should not require additional 
steps outside the routine work flow. One participant cited 
the “tremendous provider burden” currently placed on 
the provider for current measure calculations. Another 
participant stated, “I should not require a full-time infor-
mation technology (IT) person to meet these goals.” 

There was general agreement that the measures should 
be meaningful to providers and beneficial for patients; a 
few participants believed that the number of measures 
should differ by specialty. The majority of participants 
agreed, however, that if CQMs were both meaningful 
and calculated automatically without additional burden, 
increasing the number of measures would not be prob-
lematic. According to one participant, “If the burden was 
eliminated where it was automated, I think we wouldn’t 
have a lot of pushback.” Participants all concurred that 
functional MU objectives, such as those related to clinical 
decision support, should be aligned with CQMs. 

Participants agreed that improved EHR capabilities, in-
cluding integrated immunization registries and synchroni-
zation between billing and documentation services, could 
reduce the burden on providers to duplicate documenta-
tion for measure requirements. As one participant stated, 
“There should not be a measure for which you have to 
manually go get other data just so that you can make your 
report.” Another participant agreed, “Why do we have to 
click a box to say that we did medication reconciliation? 
When we opened the medication list or we made a couple 
of changes in medications, shouldn’t that be automati-
cally recorded?” 

5. Consider performance thresholds for some CQMs. 
The concept of requiring providers to reach performance 
thresholds on some CQMs was also discussed. Partici-
pants agreed that if thresholds for quality measures were 
required in future MU requirements, then the number of 
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measures should definitely be limited. One participant 
suggested that requiring only a select group of 3 or 4 core 
measures, each with thresholds to reach, could be “more 
valuable than having lots of measures with no threshold.” 
Another participant was opposed to a threshold require-
ment and instead believed those goals should be achieved 
through pay-for-performance programs rather than the 
MU programs. 

6. EHRs should have capabilities to capture patient-
generated data, which could be incorporated into CQMs. 
Participants gave many examples of current uses of 
patient-generated data, including home blood pressure 
measurements, blood glucose logs, and food diaries, and 
generally agreed that these types of data would be easier 
to use for clinical care purposes if they could be directly 
imported into the EHR through a portal. Examples of 
possible EHR-enabled CQMs using patient-generated 
data suggested by clinicians were measures related to de-
mentia or cognitive impairment, exercise, tobacco use, 
or end-of-life care. Many participants agreed that there 
should be a review queue to ensure clinician recognition 
of patient-reported data, along with a way to differenti-
ate patient-generated data from office-generated data in 
the EHR. One participant stated, “If it’s patient-generated 
data, it’s going to have to come in some kind of format so 
it doesn’t create an error.” Providers also emphasized that 
there should be evidence that collecting this type of data 
improves outcomes before CQMs are developed. 

7. Locally developed CQMs can encourage innovation. 
The majority of participants believed that allowing lo-
cally developed CQMs would foster innovation and 
promote the development of new measures that could be 
relevant and useful for primary care physicians. However, 
participants conceded that each EP should only be per-
mitted to submit a single, locally developed CQM, and 
that there should be some certification process, including 
a submission form describing the evidence that supports 
the measure. There were mixed opinions about whether 
development of local CQMs should be limited to larger 
organizations such as accountable care organizations or 
professional societies, with some concern that larger sys-
tems or professional societies might not share the same 
interests as individual providers. According to one pro-
vider, “Meaningful use ought to be using the EHR in a 
way that allows the providers to really figure out what 
they are doing with their patients and get the feedback on 
it. It really isn’t sending something off to Congress so that 
2 years from now you don’t get a penalty.”

8. Population management tools are vital to improv-
ing quality. There was unanimous agreement on the im-

portance of health IT tools for population management. 
All exemplars participating in these focus groups receive 
regular performance reports on CQMs, including patient-
level registries as part of their routine participation in 
PPRNet, and many stated that the registries were one of 
the most useful tools they had for improving the health of 
the patients in their practices. 

Participants felt that tools that assisted with case man-
agement and calculated risk scores (ie, FRAX, Framing-
ham, ACC/AHA 10-year atherosclerotic cardiovascular 
disease estimate) should be present in a basic CQM popu-
lation management platform. Others suggested adding 
utilization information, including ED visits and hospital-
izations. Participants agreed that there was a business case 
for their use of these tools, and several described using 
registries to reach out to patients due for specific services. 
Others pointed out that the business case for use of these 
tools is enhanced in a pay-for-performance environment. 

DISCUSSION
To our knowledge, this is the first systematic explora-

tion of perspectives on MU from a group of physicians 
who have already achieved meaningful use of their EHR 
“to achieve significant improvements in care”2 as demon-
strated by their high performance on many current MU 
CQMs. All of the participating physicians came from 
practices who had adopted EHRs before the start of the 
MU programs; the majority of our participants repre-
sent early adopters who have been using EHRs for over 
10 years. These exemplars provided many recommenda-
tions for how MU CQMs could be improved to achieve 
improved outcomes. 

Participants advocated that the measure set be limited 
to CQMs that are evidence-based, flexible, and focused 
on high-priority conditions likely to have a large benefi-
cial impact on the health of the US population. They pro-
posed requiring a few core CQMs that focus on public 
health, such as tobacco cessation and obesity counseling, 
for all eligible professionals, regardless of specialty. They 
also suggested prioritizing outcome measures for disease-
management domains and incorporating performance 
thresholds for some measures rather than adding mea-
sures. MU measures that would promote the use of popu-
lation management tools, such as registries, to facilitate 
outreach to patients were encouraged. 

Participants also believed allowing the submission of 
locally developed CQMs could accelerate the develop-
ment and testing of new CQMs that could help to im-
prove the health of their patients. Although the use of 
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patient-generated data was viewed favorably, participants 
cautioned that there needed to be ways to assess the ac-
curacy of this data, along with evidence of its impact, be-
fore inclusion as MU CQMs. They did advise against the 
inclusion of CQMs that create an additional documenta-
tion burden for physicians. 

This advice is consistent with other recent studies re-
porting increasing physician dissatisfaction with EHRs 
and concern that the use of EHRs does not result in im-
proved quality of care. Concern has additionally been 
expressed that the focus of clinical documentation pro-
cesses, including those required by MU, is inappropriate-
ly being shifted to payment and regulatory requirements 
rather than care delivery.19 In one recent national survey, 
nearly half of all physicians stated that patient care was 
worse since implementing an EHR and nearly two-thirds 
would not purchase their current EHR system.20 

Limitations
This study has several limitations. Focus group partici-

pants were all volunteer members of PPRNet, a primary 
care learning and research organization with a mission 
to improve healthcare. Similarly, we selected focus group 
participants who were members of practices with high 
performance on current MU CQMs. Therefore, the con-
clusions may not be generalizable to all physicians. In ad-
dition, all participants used the same EHR, which could 
have influenced their perspectives on questions about 
work flow and added burdens. Finally, our questions re-
lated to MU CQMs were limited to topics included in the 
ONC’s RFC for Stage 3 MU. 

To date, the progression of MU CQM requirements 
from 2011 to 2014 largely does not reflect the recommen-
dations from these exemplars. Participants advocated 
that CQMs be evidence-based and reflect high-priority 
conditions; however, many of the CQMs added to the 
2014 measure set do not meet these criteria. For example, 
2014 CQMs for adults include several new measures that 
our participants did not feel were evidence-based, such as 
"Functional status assessment for complex chronic con-
ditions" and "Screening for future fall risk." In fact, while 
participants advocated for adhering to USPSTF recom-
mendations, the USPSTF has concluded that the likeli-
hood of benefit for routinely performing an in-depth fall 
risk assessment in adults 65 years or older is small and 
therefore not recommended.21 Other new CQMs, such 
as "Documentation of current medications in EHR re-
quire attestation," which was viewed by participants as 
creating additional burden. In addition, although par-
ticipants recommended required core CQMs, during the 

transition from initial CQMs introduced in 2011 to the 
current 2014 set, required core CQMs were eliminated. 

CONCLUSIONS
In this qualitative exploratory study, we obtained feed-

back on MU CQMs from primary care exemplar physi-
cians who have demonstrated their ability to achieve high 
performance using EHRs. CQMs most likely to effective-
ly improve quality in primary care should be limited to 
those that are evidence-based, focused on high-priority 
conditions, do not require additional documentation, 
and facilitate population management. Adhering to these 
standards deemed to be important to real-world primary 
care physicians could ensure that the MU Incentive Pro-
grams achieve their ultimate goal to “achieve significant 
improvements in care.” 
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