Rural Health Network Development Program Reference Guide
INTRODUCTION
Rural Health Network Development (RHND) award recipients must complete an annual Performance Improvement
Management System (PIMS) report. This is a program requirement and listed on the grant Notice of Award (NOA)
issued as terms of funding. In order to satisfy the completion and submission of the PIMS reporting requirement,
grantees will access the PIMS report through the HRSA Electronic Handbooks (EHBs), grants.hrsa.gov. For year
one grant program reporting, the reporting system will open September 1, 2021 and reports are due September 30,
2021.
This guide provides a resource to successfully complete and submit the required PIMS annual reporting for Year 1
(7/1/20-6/30/21) of the RHND awards. Intended to be used by awarded RHND project staff, this guide serves as a
resource for RHND PIMS measure interpretation as well as a reporting form user guide which provides step-by-step
instructions to access, complete, and submit the PIMS report in the EHB system for satisfaction of your grant’s PIMS
requirement.
Though PIMS does not reflect everything that RHND projects may be able to accomplish, the reporting tool is an
extremely important means for demonstrating impact of program outcomes and supporting justification for the grant
program funding. As a standardized, program-wide data collection tool to provide information about RHND as a
whole, the quality and accuracy of the reporting entered into PIMS for each project is critical for capturing meaningful
data. Though it is important to note that qualitative information is collected from progress reports, site visits, and
individual updates are used for assessing programmatic progress, the PIMS is the only quantitative measurement tool
to further understand each projects. For this reason, it is the standardized data collected through PIMS that is used by
FORHP for programmatic reporting to HRSA and congress as part of the program justification measures in the yearly
federal budget.

HOW TO USE THIS GUIDE
This guide is separated into 4 forms/sections that correspond with the 4 forms found in the RHND PIMS portal in the
EHB system. In this guidance, each form is divided into 3 sections to help you navigate the corresponding form in the
RHND PIMS: Form Guidance, Term Definitions, and Examples/Explanation. Form guidance will provide an
overall description of the questions to be asked in each form. Term definitions will provide all the necessary
definitions found in each form. And Examples/Explanations will provide additional explanation for select PIMS
questions.

HOW TO ACCESS PIMS THROUGH EHBs
Login through EHBs https://grants.hrsa.gov/grantee
The recommended steps to access PIMS in EHB:
1. Select the “Grants Tab” or if you have accessed the grant before you can link to it from the “My recently
Accessed” menu and click on “Performance Report” from the drop down menu
2. Select the “Performance Report” link for the report you want to access. The Reporting period is listed as well as
the deadline for the report.
3. The Welcome page for PIMS is displayed.

HOW TO COMPLETE EACH FORM
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Navigate and complete the four forms in EHBs. Please be sure to save and submit the form after responses have been
completed. The form can be saved and resumed at a later time, if needed. Any responses provided that are not saved will
be lost so please remember to save your progress before exiting. Comment box and file attachment options are also
provided at the end of each form. These items are optional and not required, however, we encourage using these items to
further support your responses as may be appropriate. Once all responses have been provided, select “Yes” where it asks
“is this form complete."

HOW TO SUBMIT PIMS IN EHBs ONCE COMPLETE
Submission
 Once the required form is complete user needs to click the “Validate/Submit Report” link to navigate to next page.
 If there are any forms not completed, the system will prompt an error message.
 Grantee must click the “Certification” checkbox
 Then click the submit button
 Message to Project Officer is optional and not required
 The Report Status updates to Submitted
 Confirmation number for submission is then provided
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*This reference guide is to be used by FY20-FY22 Rural Health Network Development (RHND) Awardees as they submit their grant’s
Performance Improvement and Measurement Systems (PIMS) measures. The numbers in the below document correspond with each
numbered question of the PIMS. You will find instructions, examples, and definitions for each corresponding question.

FORM 1: NETWORK COLLABORATION
Form Guidance
Information collected in this form provide data on the Networks associated with the Rural Health Network Development
Grant. Questions focus on the type of member organizations, benefits of participating in the network, and the funding
strategy of the network.

Term Definitions *in order of appearance on ‘Final_RHND PIMS’ document*
Type of Network Benefit
Financial Cost Savings: A reduction in historical or projected cost that may occur from a change to plans regarding
frequency, volume, or policy that reduce the expense associated with a business activity. Examples may include: reduced
operational costs, cost sharing, and reduced cost of services.
Efficiencies: A streamlined process or procedure that produces the least amount of waste of time and effort; competency
in performance.
Quality Improvement: A systematic, formal approach to the analysis of practice performance and effort to improve
performance.
Access to Educational Opportunities: Educational experience where new knowledge is acquired. Examples may
include webinars, conferences, or workshops.
Access to Equipment: Newly acquired ability to utilize equipment. Examples may include access to shared software, in
kind use of equipment, etc.
Branding/Marketing: To make the products and services provided by the network recognized and known by community
members, network members, and other stakeholders.
Development of Workforce that is Change Ready and Adaptable: Creation of a workforce that is able to react and
comply with changes in the provision of services; including rules, regulations, processes and services.
Knowledge Sharing: Dissemination of knowledge or expertise across staff members, such as through meetings,
educational opportunities or access to subject matter experts.
Understanding of Community Health Needs: Ability to assess the health needs of the targeted community, through the
use of data, surveys, focus groups, and other methods that provide insight into the unique health needs of the community.
Opportunities for Innovation: Ability to create innovative products and services, resulting from supportive
management, understanding of needs of the network members and the community, efficiencies, adequate revenue streams,
expertise, or other factors that promote and facilitate innovation.
Policy Development: Collectively contribute to identifying and advocating for improved policies at the municipal, state,
and/or national level.
Other Capacity Building Opportunities: If there are any specific capacity building benefits that are not mentioned
above, please specify.
Type of Funding
Indirect Funding: Examples include in-kind contributions, volunteerism, and institutionalization.
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Reimbursement from Third Party Payers: Reimbursement from third-party payers such as Medicaid, Medicare,
SCHIP, and private insurance.
Fees for Services, Events, Consulting, and Product Sales: Generally includes revenue earned through fees charged to
individuals for services provided, product sales or consulting fees. The network holds events such as lunches, dinners,
conferences, fun runs, etc. where proceeds are used to support the network.
Membership Fees: Network members are charged a fee for participation in the network/access to network benefits.
Donations: The network has leveraged sponsorships/donations from businesses, social and civic clubs, faith-based
organizations, or individuals.
Grants: The network has been awarded grants from municipal, state, or federal grant opportunities or private foundations.
Government Budgets: The network receives funds as a result being included as a line item in local, state, or federal
budget.
Other: If your network utilizes a strategy that is not listed, e.g., funds through participation in incentive based models,
please specify the strategy and the percent of the network budget in the message section below.
Sustainability Components
Strategic Vision: The network has clearly defined vision for what it hopes to achieve. All those associated with the
network share the vision. Activities are aligned with the vision.
Collaboration: Network members are always included in program planning and implementation.
Network members play an integral role and have shared interest in the outcomes
Leadership: Leadership of the network inspires others to create and achieve a shared vision. Leadership understands the
relationship between short-term activities and their impact on long-term success. Exerts influence in leveraging support
and resources.
Relevance and Practicality: Organizes an approach based on clear assessment and understanding of need. Approach is
tailored to the environment (cultural, political, and economic).
Evaluation and ROI: Evaluation generates data necessary to monitor and manage program implementation and measure
program impact. Network is able to demonstrate social, economic, and health benefits to the community.
Communication: Information exchanged among network members and stakeholders through structured and informal
channels.
Efficiency and Effectiveness: Network operations maximize the ability of those being served to participate and to
produce intended results. Program approach is based on the success and challenges of similar initiatives. Network draws
from and contributes to existing community resources.
Capacity: Network personnel with necessary skills and knowledge adequately staff program. Network experience with
projects of similar programmatic focus or scope.

Examples and Explanations (Please note there are not examples for every question)
1) Table Instructions: Please identify the types and number of network members who are participating in the RHND
Grant. Network members are defined as members who have signed a Memorandum of Understanding or
Memorandum of Agreement or have a letter of commitment to participate in the network. Network members do
not include other partner organizations who are playing a role in the grant but who are not member. If the
organization type is not applicable, please insert 0. DO NOT leave any space blank under the current budget year
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for your grant. If you mark “Other”, please specify the type of member organization in the comment section
below.
Example: If your network is comprised of 1 FQHC, 2 CAHs, and 1 Attorney’s Office in the first year of your
grant, you will insert the number of each organization in your network in the column marked Year I. In the row
for FQHC, insert the number 1. In the row for CAH, insert the number 2. In the row for other, insert 1 and in the
comment section below you insert “Attorney Office”. All other rows in the Year I column will be indicated as 0.
3) Table Instructions: Indicate the funding strategy that your network currently utilizes and the percent of total
network budget. If you select “Other”, please specify the funding type and percent of your network budget. You
may select as many funding strategies as apply. Do not leave any space blank, if the network does not utilize a
type of funding, mark 0. The sum of all strategies should not exceed 100%
Example: Your network budget is funded 75% by the RHND grant and 25% by network membership fees during
the first year of the grant. You will 75% on the “Grants” row and you will mark 25% on the “Membership fees”
row. All other rows will be marked with 0.
Questions 4-6 will only be asked during the third/final year of your grant. Please leave them blank when filling out
Year 1 and Year 2 PIMS information.
4) What percent of the future cost of network operations do you project will be covered by grant funds after the
RHND grant is complete (June 30, 2023)?
All (100%)
Most (50-99%)
Some (Less than 50%)
None (0%)
5) Please indicate the percent of programs created or enhanced through this grant funding that will continue to
sustain after the funding ends.
More (Expanded)
All (100%)
Most (50-99%)
Some (Less than 50%)
None (0%)
6) Will the formal network continue after this grant funding? Y/N
a. Please explain the factors that will contribute to your formal network sustaining or ending after this grant.
7) Table Instructions: Please review the following components of network sustainability and indicate where your
network falls on the scale. Definitions for the sustainability components can be found in the RHND Program
Reference Guide. If you mark “other”, please specify in the comment section below, otherwise, please leave
blank.
Never
Sometimes
Often
Always
Don’t
Sustainability Component
Know

Strategic Vision
Collaboration
Leadership
Relevance and Practicality
Evaluation and ROI
Communication
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Efficiency and Effectiveness
Capacity
Other: Please specify
Explanation: Discuss this scale with appropriate network partners, following the rules and policies of your
individual network. This question should not be answered solely according to the opinion of the person filling out
the PIMS form.

FORM 2: DEMOGRAPHICS AND SERVICES
Form Guidance
Information collected in this section provides an aggregate count of the number of people served through the program.
Please refer to the detailed definitions and guidelines on the RHND PIMS form in answering the following measures.
Direct Services are defined as an interaction between a patient/client and a clinical or non-clinical health professional.
Please include the number of patients served through this program, funded by Federal Office of Rural Health Policy
(FORHP) grant dollars. Examples of direct services include (but are not limited to) patient visits, counseling, and
education.
This section also provides information on target population and counties served.

Term Definitions *in order of appearance on ‘Final_RHND PIMS’ document*
Direct Services: a documented interaction between a patient/client and a clinical or non-clinical health professional that
has been funded with this grant. Examples of direct services include but are not limited to patient visits, counseling, and
education
Indirect Services: Indirect services will be limited to: 1) billboards 2) flyers 3) health fairs 4) mailings/newsletters 5)
Other mass media (e.g., radio, television, social media) only. All indirect services reported to be counted as unduplicated
totals to the best of the ability of the reporting entity
Ethnicity
Hispanic/Latino: Report the number of persons of Cuban, Mexican, Puerto Rican, South or Central American, or other
Spanish culture or origin, broken down by their racial identification and including those Hispanics/Latinos born in the
United States. Do not count persons from Portugal, Brazil, or Haiti whose ethnicity is not tied to the Spanish language.
Non-Hispanic/Latino: Report the number of all other people except those for whom there are neither racial nor
Hispanic/Latino ethnicity data. If a person has chosen a race (described below) but has not made a selection for the
Hispanic /non-Hispanic question, the patient is presumed to be non-Hispanic/Latino.
Unknown: Report on only individuals who did not provide information regarding their race or ethnicity.
Race
Asian: Persons having origins in any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent
including, for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Indonesia,
Thailand, or Vietnam
Native Hawaiian: Persons having origins in any of the original peoples of Hawaii
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Other Pacific Islander: Persons having origins in any of the original peoples of Guam, Samoa, Tonga, Palau, Truk, Yap,
Saipan, Kosrae, Ebeye, Pohnpei or other Pacific Islands in Micronesia, Melanesia, or Polynesia
American Indian/Alaska Native: Persons who trace their origins to any of the original peoples of North and South
America (including Central America) and who maintain Tribal affiliation or community attachment.
More than one race: Use this line only if your system captures multiple races (but not a race and an ethnicity) and the
person has chosen two or more races. “More than one race” must not be used as a default for Hispanics/Latinos who do
not check a separate race.

Examples and Explanations (Please note there are not examples for every question)
9)

Total number of counties where the target population resides.
Example: Your network has anticipated carrying out activities in 4 counties in this budget period. This should be
consistent with the information provided in the original application, unless a Prior Approval for change in target
population has been accepted.

10) Total number of counties served in the project during this budget period.
Example: Your network has carried out activities in 3 counties this budget period. Please note that this number
may be different than question 9, if you were not able to carry out activities in all 4 of the counties in your project.
11) Number of people in the target population during this budget period
Explanation: This should include the number of people in the target population provided in the original
application. This number cannot be smaller than the number of people who received direct services or direct and
indirect services.
12) Number of unique individuals (i.e. unduplicated count) who received direct services that were funded with this
grant.
Explanation: This number should equal the aggregate count of people served by race, ethnicity, and age in
question 8.
13) Number of unique individuals served for by all activities, including direct and indirect services
Explanation: This number includes those who received direct services and indirect services. For the purposes of
this data collection activity, indirect services will be limited to: 1) billboards 2) flyers 3) health fairs 4)
mailings/newsletters 5) Other mass media (e.g., radio, television, social media) only. All indirect services
reported to be counted as unduplicated totals to the best of the ability of the reporting entity.
The following questions will only be asked during the third final year of your grant. Please leave them blank
when filling out Year 1 and Year 2 PIMS information
15) What is your ratio for Economic Impact vs HRSA program funding?
Note: Please use the HRSA’s Economic Impact Analysis Tool to identify your ratio
https://www.ruralhealthinfo.org/econtool . Responses should reflect the ratio for the annual economic impact for
your grant’s cumulative reporting period.
Explanation: When using the tool, provide cumulative budget information for the entire 3 year grant period. At
the end of the Economic Impact Analysis Tool you will receive a report that includes Ratio of Economic Impact to
HRSA Spending. Please provide that ratio in the PIMS. Optional: You can upload this report into the PIMS
comment section.

FORM 3: HEALTH INFORMATION TECHNOLOGY AND TELEHEALTH
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Form Guidance
This section reports information on the use of Health Information Technology and Telehealth. This section applies to all
grantees. If you did not use HIT or telehealth please mark ‘no’.

Term Definitions *in order of appearance on ‘Final_RHND PIMS’ document*
Computerized Provider Order Entry (CPOE): CPOE is the process of a medical professional entering orders for
medications, diagnostic studies, imaging studies, therapeutic services, nutrition and food services, nursing services, and
other orderables to be supplied into a computer system application. CPOE replaces more traditional methods of placing
medication orders, including written (paper prescriptions), verbal (in person or via telephone), and fax. CPOE systems
instituted as either a module or component of an integrated information system or electronic health record (EHR), or as a
standalone system that is interfaced or integrated through a clinical data repository in addition to physician offices or
clinic are included. Modules may also not necessarily be called CPOE by name, but have a similar functionality
embedded in their EHR. E-Prescribing is included in this definition.
Electronic Medical Records: An electronic medical record (EMR) is a digital version of a paper chart that contains all
the standard medical and clinical data gathered in one provider’s office.
Health Information Exchange: Electronic health information exchange (HIE) allows doctors, nurses, pharmacists, other
health care providers and patients to appropriately access and securely share a patient’s vital medical information
electronically—improving the speed, quality, safety and cost of patient care. Definition is inclusive of all three current key
forms of HIE including:
• Directed Exchange: ability to send and receive secure information electronically between care providers to
support coordinated care
• Query-Based Exchange: ability for providers to find and/or request information on a patient from other
providers, often used for unplanned care
• Consumer Mediated Exchange: ability for patients to aggregate and control the use of their health information
among providers
Clinical Decision Tools: To provide timely information to clinicians, patients, and others to inform decisions about health
care. Examples of Clinical Decision Tools include order sets created for particular conditions or types of patients,
recommendations, and databases that can provide information relevant to particular patients, reminders for preventive
care, and alerts.
Care Management Tools: A supplemental tool focused on care management, many times used in conjunction with EHR
Patient/Disease Registry: Defines a disease/immunization registry as "a tool for tracking the clinical care and outcomes
of a defined patient population” as defined by The Agency for Healthcare Research and Quality (AHRQ).
Disease/immunization registries are often used to support patients with chronic diseases, such as diabetes, coronary artery
disease, or asthma.
Telehealth: In this section, the term “telehealth” includes “telemedicine” services but encompasses a broader scope of
remote healthcare services. Telemedicine is specific to remote clinical services whereas telehealth may include remote
non-clinical services, such as provider training, administrative meetings, and continuing medical education, in addition to
clinical services

FORM 4: DIRECT CLINICAL SERVICES
Form Guidance
This section provides data for the unique individuals who received direct clinical health care services. For understanding
how to report the clinical data requested, a brief explanation has been provided for each measure. However, please read
the full measure guidance on the corresponding website (see links) before responding. For measures that are applicable to
your project, please mark the “yes” button and then the field will open to allow you to enter the data. For measures that
are applicable to your particular project intervention, please indicate a numerical value in the appropriate fields and the
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percentage value will be computed automatically in response to the numerical values entered. When reporting this section,
all responses should be reflective of your grant project’s direct clinical services population only.

Term Definitions
Direct Clinical Health Care Services: A documented interaction between a patient/client and a clinical health care
professional that has been funded with FORHP grant dollars during the grant budget period. It must directly relate to the
goals, activities, and overall sustainability of the proposed RHND program. Examples of direct clinical services include
but are not limited to patient health care or behavioral health visits in primary or specialty care outpatient or inpatient
settings. Community Health Workers are not included as a direct clinical service.
Clinical Measures Definitions
Measure 1: 30-Day Hospital Readmission
NQF1789: Hospital-Wide All-Cause Unplanned Readmission Measure (HWR): Hospital-level, risk-standardized rate of
unplanned, all-cause readmission after admission for any eligible condition within 30 days of hospital discharge (RSRR)
for patients aged 18 and older.
Numerator: Unplanned all-cause 30-day readmission (readmission defined as an inpatient admission to any acute care
facility which occurs within 30 days of the discharge date of an eligible index admission). All readmissions are counted
except those that are considered planned.
Denominator: This claims-based measure can be used in either of two patient cohorts: (1) admissions to acute care
facilities for patients aged 65 years or older or (2) admissions to acute care facilities for patients aged 18 years or older.
Measure 2: Tobacco Use: Screening & Cessation Intervention
NQF 0028 (CMS138v8 ): Percentage of patients aged 18 years and older who were screened for tobacco use at least
once during the two-year measurement period AND who received cessation counseling intervention if identified as a
tobacco user
Numerator: Patients who were screened for tobacco use at least once within 24 months AND who received tobacco
cessation intervention if identified as a tobacco user.
Denominator: All patients aged 18 years and older seen for at least two visits or at least one preventive visit during the
measurement period.
Measure 3: Screening for Clinical Depression
NQF 0418e (CMS2v9 ): Percentage of patients aged 12 years and older screened for clinical depression using an age
appropriate standardized tool AND follow-up plan documented
Numerator: Patients screened for depression on the date of the encounter using an age appropriate standardized tool AND
if positive, a follow-up plan is documented on the date of the positive screen.
Denominator: All patients aged 12 years and older.
Measure 4: Comprehensive Diabetes Care (HbA1C)
NQF 0059 (CMS122v8): Percentage of patients 18-75 years of age with diabetes who had hemoglobin A1c > 9.0% during
the measurement period
Numerator: Patients whose most recent HbA1c level (performed during the measurement period) is >9.0%
Denominator: Patients 18-75 years of age with diabetes with a visit during the measurement period.
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Measure 5: Weight Assessment and Counseling for Children/Adolescents
NQF 0024 (CMS155v6): Percentage of patients 3-17 years of age who had an outpatient visit with a primary care
physician (PCP) or an OB/GYN and who had evidence of the following during the measurement year:
 Body mass index (BMI) percentile documentation
 Counseling for nutrition
 Counseling for physical activity
Numerator: Body mass index (BMI) percentile documentation, counseling for nutrition and counseling for physical
activity during the measurement year.
Denominator: Patients 3-17 years of age with at least one outpatient visit with a primary care physician (PCP) or OBGYN.
Measure 6: Body Mass Index (BMI) Screening and Follow-Up
NQF 0421 (CMS69v8 ): Percentage of patients aged 18 years and older with a documented BMI during the current
encounter or during the previous six months AND when the BMI is outside of normal parameters, a follow-up plan is
documented during the encounter or during the previous six months of the encounter. (Normal Parameters: Age 65 years
and older BMI > or = 23 and < 30; Age 18 – 64 years BMI > or = 18.5 and < 25)
Numerator: Patients with a documented BMI during the encounter or during the previous six months, AND when the
BMI is outside of normal parameters, follow-up is documented during the encounter or during the previous six months of
the encounter with the BMI outside of normal parameters.
Denominator: All patients aged 18 years and older
Measure 7: Closing the referral loop: receipt of specialist report
CMS50v8: Percentage of patients with referrals, regardless of age, for which the referring provider receives a report
from the provider to whom the patient was referred
Numerator: Number of patients with a referral, for which the referring provider received a report from the provider to
whom the patient was referred
Denominator: Number of patients, regardless of age, who were referred by one provider to another provider, and who had
a visit during the measurement period

Measure 8: Medication Reconciliation
NQF 0097 Medication Reconciliation Post Discharge: Percentage of patients aged 65 years and older discharged from
any inpatient facility (e.g. hospital, skilled nursing facility, or rehabilitation facility) and seen within 60 days following
discharge in the office by the physician providing on-going care who had a reconciliation of the discharge medications
with the current medication list in the medical record documented.
Numerator: Patients who had a reconciliation of the discharge medications with the current medication list in the medical
record documented.
Denominator: All patients aged 65 years and older discharged from any inpatient facility (e.g. hospital, skilled nursing
facility, or rehabilitation facility) and seen within 60 days following discharge in the office by the physician providing ongoing care.
Measure 9: Blood Pressure
NQF 0018 (CMS165v8 ): The percentage of patients 18 to 85 years of age who had a diagnosis of hypertension (HTN)
and whose blood pressure (BP) was adequately controlled (<140/90) during the measurement year.
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Numerator: Patients whose blood pressure at the most recent visit is adequately controlled (systolic blood pressure < 140
mmHg and diastolic blood pressure < 90 mmHg) during the measurement period
Denominator: Patients 18-85 years of age who had a diagnosis of essential hypertension within the first six months of the
measurement period or any time prior to the measurement period
Measure 10: Alcohol and Drug Dependence Treatment
CMS137v8 : Percentage of patients 13 years of age and older with a new episode of alcohol and other drug (AOD)
dependence who received the following. Two rates are reported:
1) Percentage of patients who initiated treatment within 14 days of the diagnosis.
2) Percentage of patients who initiated treatment and who had two or more additional services with an AOD diagnosis
within 30 days of the initiation visit.
Numerator 1: Patients who initiated treatment within 14 days of the diagnosis
Numerator 2: Patients who initiated treatment and who had two or more additional services with an AOD diagnosis within
30 days of the initiation visit
Denominator: Patients age 13 years of age and older who were diagnosed with a new episode of alcohol or drug
dependency during a visit in the first 11 months of the measurement period
Measure 11: Chronic Obstructive Pulmonary Disease (COPD)
NQF 0102 Chronic Obstructive Pulmonary Disease (COPD): Inhaled Bronchodilator Therapy
Percentage of patients aged 18 years and older with a diagnosis of COPD and who have an FEV1/FVC < 70% and have
symptoms who were prescribed a long acting inhaled bronchodilator.
Numerator: Patients who were prescribed an inhaled bronchodilator
Denominator: All patients aged 18 years and older with a diagnosis of COPD, who have an FEV1/FVC <70% and have
symptoms (e.g. dyspnea, cough/sputum, wheezing)

Measure 12: Care Coordination (Medication Documentation)
NQF 0419 (CMS68v9) : Documentation of Current Medications in the Medical Record Percentage of visits for patients
aged 18 years and older for which the eligible professional attests to documenting a list of current medications using all
immediate resources available on the date of the encounter. This list must include ALL known prescriptions, over-thecounters, herbals, and vitamin/mineral/dietary (nutritional) supplements AND must contain the medications' name,
dosage, frequency and route of administration.
Numerator: Eligible professional attests to documenting, updating or reviewing the patient's current medications using all
immediate resources available on the date of the encounter. This list must include ALL known prescriptions, over-thecounters, herbals and vitamin/mineral/dietary (nutritional) supplements AND must contain the medications' name,
dosages, frequency and route of administration.
Denominator: All visits occurring during the 12 month reporting period for patients aged 18 years and older before the
start of the measurement period.
Measure 13: Cardiovascular Disease
CMS347v3 Statin Therapy for the Prevention and Treatment of Cardiovascular Disease
Percentage of the following patients - all considered at high risk of cardiovascular events - who were prescribed or were
on statin therapy during the measurement period:
Adults aged >= 21 years who were previously diagnosed with or currently have an active diagnosis of clinical
atherosclerotic cardiovascular disease (ASCVD); OR
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Adults aged >= 21 years who have ever had a fasting or direct low-density lipoprotein cholesterol (LDL-C) level >= 190
mg/dL or were previously diagnosed with or currently have an active diagnosis of familial or pure hypercholesterolemia;
OR
Adults aged 40-75 years with a diagnosis of diabetes with a fasting or direct LDL-C level of 70-189 mg/dL
Numerator: Patients who are actively using or who receive an order (prescription) for statin therapy at any point during
the measurement period
Denominator: All patients who meet one or more of the following criteria (considered at high risk for cardiovascular
events, under ACC/AHA guidelines):
1) Patients aged >= 21 years at the beginning of the measurement period with clinical ASCVD diagnosis
2) Patients aged >= 21 years at the beginning of the measurement period who have ever had a fasting or direct laboratory
result of LDL-C >=190 mg/dL or were previously diagnosed with or currently have an active diagnosis of familial or pure
hypercholesterolemia
3) Patients aged 40 to 75 years at the beginning of the measurement period with Type 1 or Type 2 diabetes and with an
LDL-C result of 70-189 mg/dL recorded as the highest fasting or direct laboratory test result in the measurement year or
during the two years prior to the beginning of the measurement period
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PIMS FREQUENTLY ASKED QUESTIONS
(FAQs)
1. Question: What is PIMS?
Answer: PIMS stands for Performance Improvement Measurement System and serves as the electronic
performance measurement tool for annual progress reporting metrics specific to your project’s grant
program requirements. The PIMS tool is provided to grant program award recipients as a fillable
electronic form in the HRSA Electronic Handbook (EHB) system.
2. Question: When is the PIMS report due?
Answer: The PIMS report is due no later than Midnight, EST on September 30, 2021
3. Question: Can I submit my PIMS report before the deadline?
Answer: Yes, PIMS reports can be submitted at any point during the open PIMS reporting timeframe,
which runs between September 1, 2021 and September 30, 2021.
4. Question: When does PIMS reporting become available to grantees?
Answer: PIMS reporting will become available in the HRSA Electronic Handbook System (EHB) starting
September 1, 2021. The primary grant award contacts listed in the EHB for your respective grant award
will be notified via EHB generated email of the PIMS reporting opening. Award recipients will have from
September 1, 2021 through September 30, 2021 to complete and submit the PIMS reporting in the EHB
system for their grant project program requirement.
5. Question: How do I access the PIMs reporting site?
Answer: PIMS must be accessed through your grant award’s grant profile in the HRSA EHB system
and can login through EHBs https://grants.hrsa.gov/grantee.
6. Question: What period does the reporting cover?
Answer: PIMS reporting covers all grant related activities that occur within the respective grant
program project year on an annual basis. For Year One (1) PIMS Reporting (Due September 30, 2021),
the reporting period covers all grant-related activities that occur between July 1, 2020-June 30, 2021.
7. Question: What activities do I include in my PIMS report?
Answer: Only report data on activities that are supported during the current respective grant year
8. Question: What should I do if the response is unknown or zero?
Answer: If the answer is unknown or zero do not leave it blank, enter (0). If the response is not
applicable for your project, enter “n/a,” as appropriate. Explanation and/or a proposed plan on how to
collect missing information should be included in “Comments” boxes where appropriate

9. Question: What should I do if I have more information that needs to be shared for a measure(s)?
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Answer: Though it is not a requirement, each form does allow for the submission of uploaded
attachments in addition to up to 5,000 characters to be submitted into the form comment box at the end of
each section form.
10. Question: Do I have to complete all of the sections at one sitting or can I start the PIMS form and save
to pick back up where I left off?
Answer: You can complete your report in multiple sittings. Remember to save your entries/changes on
the page before you navigate away from it.
11. Question: How do I know if I saved each section entry correctly?
Answer: For each section, EHB will require you to save before moving to the next section. Make sure to
save your form and click “submit.” If all items in the sections are completed, a check will be next to the
section header on the navigation bar.
12. Question: Do I need to complete all PIMS sections or can I submit the PIMS report after completing
just one section?
Answer: You have to complete all sections (four total) in order to submit your PIMS report. Do not
leave any sections blank. Use the Comment Box at the end of each Section if you have issues obtaining
data or interpreting the questions. Each Section also has “Attachment” option, which is not a
requirement although can be used to provide additional information, as desired.
13. Question: Who from my grant project team will have access to and ability to edit and submit the
PIMS report in the EHBs?
Answer: Project Contacts assigned in the EHBs to roles as either the Project Director or the Authorizing
Official have the permission settings to be able to “View, Edit and Submit Performance Report
Deliverable” which is the access to PIMS as well as the ability to edit and submit the PIMS report for your
respective grant.
14. Question: If I make a mistake on my PIMS and the forms have already been submitted in the
EHBs, is there a way I can still make corrections to the PIMS submission?
Answer: Yes. As long as the assigned deliverable deadline for your respective grant program reporting
has not passed, you can contact your Project Officer and request for the PIMS to be returned in the EHBs
in order to make any needed changes. If the deliverable deadline has already passed, the PIMS cannot be
returned and you will need to consult your Project Officer for how to proceed.
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