CENTERS FOR MEDICARE & MEDICAID SERVICES

2021 Quality Payment Program (QPP)
Measure Specification and Measure Flow Guide
for Medicare Part B Claims Measures

Utilized by Merit-based Incentive Payment System (MIPS) Eligible Clinicians
November 2020

1 Version 5.0



Introduction

This document contains general guidance for the 2021 Quality Payment Program (QPP) Individual Measure
Specifications and Measure Flows for Medicare Part B claims submissions. The individual measure specifications
are detailed descriptions of the quality measures and are intended to be utilized by individual MIPS eligible
clinicians submitting individual measures via Medicare Part B claims for the 2021 QPP. In addition, each measure
specification document includes a measure flow and associated algorithm as a resource for the application of logic
for data completeness and performance. Please note that the measure flows were created by CMS and may or
may not have been reviewed by the Measure Steward. These diagrams should not be used in place of the
measure specification but may be used as an additional resource.

Collection Types
Other collection types will utilize different submission types as outlined below.

e There are separate documents for the MIPS Clinical Quality Measures (CQMs) collection type.

e Groups electing to submit via the Web Interface (WI) should utilize the Web Interface Measure
documents.

e Measure specifications for electronic health record (EHR) based submission should be utilized for
electronic clinical quality measures (eCQMs).

e Information regarding CG-CAHPS may be found at: https://www.ahrg.gov/cahps/about-cahps/index.html

Medicare Part B claims Measure Specifications

Each measure is assigned a unique number. Measure numbers for 2021 QPP represent a continuation in
numbering from the 2020 QPP measures. Measure stewards have provided revisions for the measures that are
finalized for use in 2021 QPP.

Frequency with Definitions

Frequency labels are provided in each measure instruction as well as the measure flow. The analytical submitting
frequency defines the time period or event for which the measure should be submitted. Each individual MIPS
eligible clinician participating in 2021 QPP should submit during the performance period according to the frequency
defined for the measure. Below are definitions of the analytical submitting frequencies that are utilized for
calculations of the individual measures:

+  Patient-Intermediate measures are submitted a minimum of once per patient during the performance period.
The most recent quality-data code will be used, if the measure is submitted more than once.

+ Patient-Process measures are submitted a minimum of once per patient during the performance period. The
most advantageous quality-data code will be used if the measure is submitted more than once.

+ Patient-Periodic measures are submitted a minimum of once per patient per timeframe specified by the
measure during the performance period. The most advantageous quality-data code will be used if the measure
is submitted more than once. If more than one quality-data code is submitted during the episode time period,
performance rates shall be calculated by the most advantageous quality-data code.

+  Episode measures are submitted once for each occurrence of a particular iliness or condition during the
performance period.

+  Procedure measures are submitted each time a procedure is performed during the performance period.

+  Visit measures are submitted each time a patient is seen by the individual MIPS eligible clinician during the
performance period.
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Performance Period

There are several sections (Instruction, Description, or Numerator Statement) within the measure specification
that may include information on the performance period. Performance period for the measure may refer to the
calendar year of January 1st to December 31st. However, measures may have a different timeframe for
determining if the quality action indicated within the measure was performed. This may be referenced as the
measurement period.

Denominator and Numerator

Quality measures consist of a numerator and denominator that are used to calculate data completeness and
performance for a defined patient population. These calculations indicate either achievement of a particular
process of care being provided or a clinical outcome being attained The denominator is the lower part of a fraction
used to calculate a rate, proportion, or ratio. The numerator is the upper portion of a fraction used to calculate a
rate, proportion, or ratio and represents a subset of the denominator population.

The numerator represents the target quality actions defined within the measure. It may be a process, condition,
event, or outcome. Numerator criteria are the measure defined quality actions expected for each patient,
procedure, or other unit of measurement defined in the denominator.

Denominator Codes (Eligible Cases)
The denominator population is specified in the measure and submitted by individual MIPS eligible clinicians. The
denominator population may be defined by the following criteria:

Demographic information

International Classification of Diseases, Tenth Revision, Clinical Modification (ICD-10-CM),
International Classification of Diseases, Tenth Revision, Procedure Coding System (ICD-10-PCS),
Current Procedural Terminology (CPT)

Healthcare Common Procedure Coding System (HCPCS) codes

These criteria may be specified in the measure and submitted by individual MIPS eligible clinicians as part of a
claim for covered services under the Medicare Part B Physician Fee Schedule (PFS) for Medicare Part B claims
collection type. HCPCS coding may include G-codes, D-codes, S-codes, or M-codes. QDCs may be found in the
denominator or numerator and may utilize HCPCS coding. These QDCs describe clinical outcomes or quality
actions that assist with determining the intended population or numerator outcome.

If the specified denominator codes for a measure are not included on the patient’s claim (for the same date of
service) as submitted by the individual MIPS eligible clinician, then the patient does not fall into the measure’s
eligible denominator population, and the measure does not apply to the patient. Some measure specifications are
adapted as needed for implementation in agreement with the measure steward. For example, CPT codes for non-
covered services such as preventive visits may be included in the denominator but would not apply to the measure
since only covered services can be analyzed via claims data.

Measure specifications include specific instructions regarding CPT Category | modifiers, place of service codes
(POS), and other detailed information. Each MIPS eligible clinician should carefully review the measure’s
denominator coding to determine whether codes submitted on a given claim meet denominator inclusion criteria.

Numerator Quality-Data Codes

If the patient does fall into the denominator population, the applicable Quality-data codes (QDCs) that define the
numerator should be submitted for data completeness of quality data for a measure for Medicare Part B claims
submissions.

Denominator Exclusion:
Typically, a denominator exclusion describes a circumstance where the patient should be removed from
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the denominator. Within Medicare Part B claims submissions, denominator exclusions identify
circumstances where the patient should be removed from the performance rate calculation prior to
determining which numerator outcome is appropriate. QDCs are available to describe the denominator
exclusion within the measure specification and should be submitted on the claim. For Medicare Part B
claims submission, these patients should be included within the data completeness calculation, but
removed from the denominator of the performance rate. Please refer to the algorithm portion of this
document below.

Performance Met:
If the intended quality action for the measure is performed for the patient, QDCs are available to describe
that performance has been met and should be submitted on the claim.

Denominator Exception:

When a patient falls into the denominator, but the measure specifications define circumstances in which a
patient may be appropriately deemed as a denominator exception. CPT Category Il code modifiers such
as 1P, 2P, and 3P or QDCs are available to describe medical, patient, or system reasons for denominator
exceptions and must be submitted on the claim. A denominator exception removes a patient from the
performance denominator only if the numerator criteria are not met as defined by the exception. This
allows for the exercise of clinical judgment by the MIPS eligible clinician.

Performance Not Met:

When the denominator exception does not apply, a measure-specific CPT Category Il submitting modifier
8P or QDC may be used to indicate that the quality action was not provided for a reason not otherwise
specified and must be submitted on the Medicare Part B claim.

Inverse Measure

A lower calculated performance rate for this type of measure would indicate better clinical care or control.
The “Performance Not Met” numerator option for an inverse measure is the representation of the better
clinical quality or control. Submitting that numerator option will produce a performance rate that trends
closer to 0%, as quality increases. For inverse measures a rate of 100% means all of the denominator
eligible patients did not receive the appropriate care or were not in proper control.

Medicare Part B claims Measure Collection Type

For MIPS eligible clinicians submitting individually, measures (including patient-level measure[s]) may be submitted
for the same patient by multiple MIPS eligible clinicians practicing under the same Tax Identification Number (TIN).
If a patient sees multiple providers during the performance period, that patient can be counted for each individual
NPI submitting if the patient encounter(s) meet denominator inclusion. The following is an example of two provider
NPIs (National Provider Identifiers), billing under the same TIN who are intending to submit Quality ID # 130 (NQF
0419): Documentation of Current Medications in the Medical Record. Provider A sees a patient on February 2,
2021 and documents in the medical record that they obtained, updated or reviewed the patient’s current
medications and submits the appropriate QDC, G8427, for Quality ID # 130. Provider B sees the same patient at
an encounter on July 16, 2021 documents in the medical record that they obtained, updated or reviewed the
patient’s current medications. Provider B should also submit the appropriate QDC, G8427, for the patient at the
July encounter to meet data completeness for submission of Quality 1D # 130.

CMS recommends review of any measures that an individual MIPS eligible clinician intends to submit. Below is an
example measure specification that will assist with data completeness for a measure. For additional assistance,
please contact the Service Now help desk at 1-866-288-8292 (Monday — Friday 8:00AM - 8:00PM Eastern Time)
or email via gpp@cms.hhs.gov.

Medicare Part B claims Measure Specification Format (Refer to the Example Measure Specification Below)
Quality ID number, National Quality Forum (NQF) number (if applicable), measure title, National Quality Strategy
Domain, and Meaningful Measure Area
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Collection type

Measure type

Measure description

Instructions on submitting including frequency, timeframes, and applicability

Denominator statement, denominator criteria and coding

Numerator statement and coding options (denominator exclusion, performance met, denominator exception,
performance not met)

Definition(s) of terms where applicable Rationale

Clinical recommendations statement or clinical evidence supporting the measure intent

The Rationale and Clinical Recommendation Statements sections provide limited clinical guidelines and supporting
clinical references regarding the quality actions described in the measure. Please contact the Measure Steward for
section references and further information regarding the clinical rationale and recommendations for the described quality
action. Measure Steward contact information is located on the last tab of the 2021 MIPS Quality Measures List, which can
be found on the MIPS Explore Measures page: https://qpp.cms.gov/mips/explore-measures.
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Example Medicare Part B claims Measure Specification:

The measure number and
National Quality Forum This is the official
{MQF} number, if appicable, measure title.
are listed here. J’

[

Quality ID 7134: Preventive Care and Screening; Screening for Depression and Follow- Up Plan
- National Quality Strategy Domain: CommunityPopulation Health

- Meaningful Measure Area: Prevention, Treatment, and Management

Thiz s=gment
inchuedes a high-
Iewel description
of the measura.

This details how

LY
slf Labebbleb Dot This is the NQS
MEDICARE PART B CLAIMS T T Domain n which the
£ of the measured clinical measure is included.
MEASURE TYPE, cki
acuon.
This is the Meaningful
S DESCRIPTION: Measure Area in which

Percentage of patients aged 172 years and older screened for depeession on the {  the measure is included.

days prior 1o the Gate of the encounler ing & A0e-3ppropriste standartized
posifve, 8 folow-up plan is Socumenizd on e dale of the sigitie encourser

S INSTRUCTIONS:
memmﬁ This measure i5 10 be: subminad & minimisem of for pabents s2en during the
(e e e measurement period. The most recent quaity-data code submitied will be used for perfemance calcuiafion. This
wlin s hoaild measure may be submitted by Merit-based incentve Fayment Sysiam (MIP3) eligible cinicians wha perform the
iy Tt e quality actions described in the measurs based on te senvices prowded and e denominaoe
measurs. coding. The folow-up plan misst De related 10 8 posiive depeession screcning, exampls. “Patient redared for
psychiatic evaluabon due 1o posive depression stresning”.
This identifies NOTE: Fatiant encoundars for this measure conducted via fefehaalth fe.g, encounters coded with GO, GT, 95,
whether a or POS 02 modifiars) are alowabils
measure is eligible g
far telshaalth. Measisre Submission Type:
Measune data may be mmmmmmsuammmm
denominator crieria are used fo idenify Phegjeededaation fooeaed
in s specification are used o submit fhe To ensure data completensss via claims, submit all measune-
The denominator specific coding should be submitied on the sipacific coding for fhe beneficiary on fhe daim(s) representing
statement describes framEtale opten the elfigible encounter. If the criteria are met, daims may be
the population reconnectad based on TINMP VBaneficiary’Date of Sarvice.
evaluated by the DENOMINATOR:
performance ANl patients aged 12 yaars and oider at the beginring of the measurement period with =t least one sligibis sncounter
i during e mezsuremEnt penod
Reiew patient DENGAINATOR NOTE: The inlent of the: These are the oriteria to determine i he pafient,
demographics, had 2 thagnosis of depression or bipolar 0 ooredure o encounter may be counted as eligible to
diagnoses, and numeralor. Faients who have ever been meet a measwe’s inchsion requirements. The
encounier codding i e the measure denominator requirements refiect fhe infent of the
determine $2 fes  egignifias that this CPT Categary | code & measire.
; patier |tmee_|5_ Fea Scheduls (FFS). Thess non-covered not he counded in the dang bor nopuiahan o
Echy Bersomiaatne Medicare Part B claims measuras The denominator is generally identified
caiterion i5 required in i | by GPT Category L and HCPCS codes,
order for the patient as well as IC0-10CM or PGS codes,
to be considersd AND patient demographics (Le. age, gender,
denominator eligible Patient encounter during the performance peried (CPT or HCPCS): m}-mmﬂiﬁmﬂf
fior subamis sion. 20752, 90832, 0834, A0A37, 92625, 96105, 96110, B5112, 96116, 96123,
S7162, 97163, 97165, §T166, 9T167, SO078, 99202, 99203, 99204, 99205, T B EiER -k
Helpful Hint: Some -
QPP measwres haue  JFroon 5.0 CET only copynight 2020 American hMedical A;mam:r All nghits resenved
similar denominator | (vemoer 2020 Page 10f 10
cHteria of encounier
type coding.
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Drefinitions
prmil:lei.l'ﬂtar
the intent of key

concepts to
assist with

submission.

99305, 99306, 93307, 99308, 99309, 99310, 59315, 99316, 99313, 99324,59325, 99326, 99327, 99328, 99331

99335, 99336, 99337, 99339, 99340

!‘S!ﬂﬁ'ﬁm'?ﬁﬂ 99395’!93 This is a clinical action counted as meeting the

measure’s requirements (i.e. a patient who

-

received a particular clinical service or obtained a

NUMERATOR: -
ﬁmmwmmhﬂﬂq particular outcome that is being measured).

using an age-approprale standardized taol AND

ehgble encounter
Definitions:
Screening = Completion of a clincal or diagnostic ool used to dentfy people at sk of developing or
having a certain disease or condition, even m the absence of symptoms.
Standardized Depression Screening Tool - A normalized and vabdated depression screening tool
developed for the: patient population in which i is being utifized.
mam*mmmmmmnwmu

Adolescent Screening Tools [12.17 years]
PMMWMM{PHM Mwmlmmmm

This is an example of a complex Numerator. Review the Numerator section
carefully to submit the quality-data codes (QDC's) necessary to meet data
completeness and performance.

- T ETTTTTT—TY T T T YT e e

Epidemiciogic Studies Depression Scale (CES-D), Dnmum&cﬂe[ﬂEPS],&h!m
Depression Scale (DADS), Genatre Depression Scale (G0S), Comell Scale for Depression i
Dementia (CSD0), PRIME MO-PHC-2, Hamiton Rating Scale for Depression [HAM-D), Cuick
Ivvantory of Depressive Sympiomatology Seif-Repont (QID-SR), Computenzed Adaptve Testing
Deprassion Inventcry (CAT-DI), and Computarzed Adagtive Diagnastic Scresner (CAD-MDD)

W

Edinburgh Poswatal Scale, Postpartum Depressson Screening Scale, Patient Health
Qmmmtﬁ[FHO-‘Q} Badneumlrnm mwmm-m-u Center for
Epidermciogic Studes Depression Scale, and Zung Self-rating Depression

Follow-Up Man - Do:mﬂhdhhrwhr:mndmmmmmmmum
of the followang:

Referral i & pracitoner who i qualfied to dagnose and freal depression
By sooicel -
Other mtervensons or follow-up for the dagnosis or reatment of depression

Examples of 8 follow-up plan nclude but are not limited fo:

Referral to a practitoner or program for further evaluabon for depression, for example, referral to a

paychiatrst, psychologst, social worker, mental health counselor, or other mental health sernce such

& faemily ce group theragy, Suppent group, depression management program, or other serice for

treatment of depression

COthar interventons desgned 10 treat depression such as bahavicral health avaluation, paychatheragy,
interventions, o additional treatment options

pharmacologeal
Mot Eligible for Depression Screening o Follow-Up Plan (Denominator Exclusion) -

Version 5.0
Movember 2020

Patents who have bean diagnosed wih depression- F01.51, F32.0, F32.1 F122 F323,
F324,F325 F3289 F328 F330, F33.0 F33.2 F333, F13.40, F33.41, F3342 F333,
FI39,F34.1, F34.81, F34.89, FA3.21, FA3.23, F52.0, F53.1, O30 6, 059.340, 099,341,
099,342, 099,343, 093 M5
Patients who have been diagnosed with bipolar disorder- F31,10, F31.11, F31.12, F31.13, F31.2,
E31.30, F31.31, F31.32, F31.4, £315, £31.60, E3161, F31.62, F3163, F31.64, £31.70, F31.71,
F31.72 F31.73, F31.74, F31.75, F31.76, F3107, F31.78, F31.81, F3189, F319

CPT only copymght 2020 Amencan Medical Associaion. All rghts reserved
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Section 1:

Medicare Part B
Claims messwas may

exchusions withan the

exdusions are appled

Version 5.0
s 200

Patients with & Documentsd Reason for nod Screening for Depression (Denominator Exception) -
Patient Reasonis]
Patiant refuses 1o pasicipae

OR

Dincumentabon of medeal reason for not soreening patient for depression (&9, cognitve,
fancsional, or motvadonal rmitations that may impact acowracy of results; pahent 5 in an urgent
o Brmeegant situston whens tene i of the ssasncs and 1o delay reatment would popandize the
pabent's health status)

Hymerator Instructions:

A daprassion scnsan & complated on he dale of the ancourniar o up b 14 days pnoe 1o the dals of the
encounier wfing an ags-appeopnate standardoed depression screenng fool AND f posive, & follow-up
ipfar must be documented s the dabe of the encounter, such as referal 1o a practiboner who i gaalified io
treal depresson, phamacological intarventons or other inberventons for the reatment of depression.

This 5 a patient-based measure. Depression screening i required cace per measurement perod, not at all
encounian. An age-appropnabe, standasdized, and valdated depregsion scresning tood must be vsed for
rumerstar comphance. The name of the sgs-sppropnate siandsrdized depression sersenng tool utlized
must be documented in the medical record, The depression screening must be reviewed and addressed in
ihe office of tha provider on the date of the ancounter. Positive pre-screaning resulis indicating a patient is
i high risk for sl harn should reesine moee urgent inlerention as determined by the provider practies
The scresning should coour durng a qualfying encounter or up 1o 14 days por to the dabe of the quaidying
EnCoUniBr

The measure ast=sses the most recent dapression scnsening completed either during the elgble
encounter o within the 14 days proe o that encouster, Thenbore, & chricesn would not be sble 8o complate
anpther screenng ot the bme of te encounier io cound igwards a iolow-up, because that would semve a5
the moet necant screemng. b onder 1o eatsfy the follow-up regarement for a pabient soreaning poaitively,
the ehgible dinisian weld need io provde cre of the alorementionad fellow-up sctions, which doss not
nclude use of a standardzed depression screening fool

Should a patient screen positve for depression, a cinician should opt to complete a sucde nsk
mssessment when appropriste and based on ndnacual patent characienstcs. However, for $he purposes of
thiss measure, A suicids sk assessment or addicnal screening using a standardzed tool, will ot quakfy as
& folow-up plan.

SllL-a K- L L A1Ls |. Adls .ll.':.ll' .Il.'.ll|: H
Depression Screening of Follew-Up Man pot Decumented, Patient not EBgilsle
Denominator Exclusion; GITIT:

Documendation stating the patient has had &

diagnosis of deprassion or has had a dagnosis of
bipolar disarder
d as Positive, AND Follow.Up = -
Mbw These codes are examples of
Q0Cs or Quality Data Codes.
These codes may be vsed to
ted a3 Megative, Follow-Up Plan lda'ﬂjrmmuahnpiuﬁ.

Bmemth

CPT only copyrght 203 Amerncan Medical Association. All ights reserved
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 follow-up plan is not reguined

for mmmm
(_________hmmmwmmw

Screening for Depression not Documented, Reason not Given
Performance Not Met- GE&12- Depression scresnmg rot documented | reason
ot given

OR
Sereening for Depression Documented 25 Positive, Follow.Up Plan not Documented, Reason not
Given

Performance Not Met: GBS11: Bcreenng for depression documenited as positve,
foliow-up plan not documented, reason not given

Depression i a senous medical lmess assocated with highar rates of chrone: dsease increased health care utization,
and imgaired functioning (Katon, 2003, Wells et al, 1989). 2016 US. survey data indicate that 128 percent of adolescents
(3.1 milln adol=scents) had a mapor depressive epsode (MDE) in the past year, with nine percent of adolescents (22
million adolescents) having one MDE with severe impairment. The same data indicate that 6.7 percent of adults aged 18 or
cider [16.2 million aduhs) had at least one MOE with 4.3 percent of adubs (10.3 million adubs) having cne MDE with
severe mmparment in the past year (Substance Abuse and Mental Health Sernces Adminstration, 2017). Data mdicate
that seventy of depressive Sympioms factor into having difficulty with work, home, or social activiies. For exampie, 85 the

rity of ok increasad, rates of hawng dfficulty with work, home, o social actibes related 1o
d:mmmmd For those twehve and older with mild depeessive symptoms, 45 7% reposted difficulty with
actribes and those with sevens depressive sympioms. 53 (1% reported difficulty (Pratt & Brody, 2014). Children and teens
with major depressive disorder (MDD) have been found to have dliculty camying out their daily activies, relaing to
others, growing up healivy, and also are 1 an mereased nsk of suitade (S on behalf of the U 5. Preventive Senvices Task
Force [USPETF] 2016). Addtionally, pennatal depression (considersd here as depression ansing in the period from
conception 1o the end of the first postnatal year) aizcts up 1o 12% of women (Woody, Ferran, Slind, Whiteloed, & Haris,
201T). Depression and other mood disorders, such as bipolar disoedar and anety deorders, especially dunng the
pennainl penod, can have devastating eSects on women, infants, snd famibes (Amencan College of Dbstetricians and
Gynecologists, 2018). Mateenal cuiids rates ree over hemorhiage and hypanensse disoeders 22 3 caute of matemal
mortality (Pallading, Singh, Campbell, Fiyne, & Gold, 2011).

Negatve cutcomes associated with depression make it crucal to screen in order to idenify and treat deprassion in its early
- MWWWM}MHMHMHMnMMdW studies show
that PCPs fall to recognize up to 50% of deg d pasents (Bomer, B , St Victor, & Pollack, 2010). “In nationally
representative U 5. surveys, mwﬂmdmmemnhmm Only
36% 1o 44% of chidren and adolescents with depression receive treatment, suggesting that the majonty of depressad
youth are undiagnosed and untreated” (S on behalf of USPSTE, 2016, p. 360 & p. 364). Evidence supports that
screeniny for depression in pregnant and postpartum women i of moderate net benefit and ireatment cpions for positive

F prewenting negatve patient cutcomes is not enough, the sabstantal econcmic burden of depression for indiduals and

socicty alike makes & case for screening for depression on 3 reguler basis. Depression imposes economic burden through
direct and indirect costs: “In the Unsed States, an estimated $22 B bllice was spent on depressaon teatment n 2000, and
kst productivity cost an addisonal estmated $23 bilion in 20117 (S & USPSTF, 2016, p. 383-384).

This measure seeks to align with clinical guideline recommendations as well as the Healthy People 2020 recommendation
for routme sereemng for mental health problemg 22 3 pant of pamary cane for both chidren and adults (U 5. Department of

Version 5.0 CPT only copyright 20170 Amencan Madical Associaton All nghts reserved
Newember 2020 Page 4 of 10

Measures may
have denominator
exceptions to

medical (1P,
patient (2P), or
system (3F)
reason for not

quality action
S0Mme Measures
within the Quality
Payment Program
allow no

exceplions.
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This is a summary of the
diicﬂreummtdaﬁm‘ﬁ

Adolescent Recommendation [12-18 years)

“The USPSTF racommends screening for MDD in adolescents ST T2 10 T TR T @
with adequate Systems in place 10 ansure accurate diagnosis, eﬂmmmmpﬂmmup(a
recommendation)” (Siu on behall of USPSTF, 2016, p. 360).

Aguit Recommandation (18 years and older):

“The USPSTF recommends Scréening 1or Seprassion in the general adull population, IRCiLging pragnant and posipartum
wornen, Screening should be implementad with adequate sysiems in place to ensune accurale diagnosis, effective
treatment, and appropriate kelow-up (B recommendation)” (Siu & USPSTF 2016, p. 380).

The: Institute for Clinical Systems Improvement (IC51) haalth care guideling, Adult Dapression In Primary Care, provides
the following recommendations:

1. “Clinicians should routinely screen all adults for depression using a standardized instrumant.”
2. "Clinicians should establish and maintain follow-up with patients.”
3 “Clinicians should Scraen and MORIOF JAPreSSIon (N pragnant and post-partum women * (Trangle etal., 2016p. 8

1)

This is the copyright for the measure
These performance as indicated by the measure steward.  Isiandang of medical care, and have not
been tested for al

THE MEASURES AND SPECIFICATIONS ARE PROVIDED "AS 15" WITHOUT WARRANTY OF ANY KIND.

Limited proprietary coding is conlained in the measure specificaons for convenience. Users of the proprietary code sets
should obtain all necessary Bcenses from the owners of these code sets, PCPI disclaims all Bability for use or acouracy of
any Cument Procecural Temminology (CPT®) or other coding contained in the specifications.

CPT® contained i the Measura spacifications is copyright 2004- 2020 American Medical Association. LOIMCE ks copyright
2004-2020 Regenstried institute, Inc. This maleral containg SNOMED Ciinical Terms® (SNOMED CT#) copyright 2004-
2020 Intematonal Heaim Iarmlnuugy Standards Development Organisation. 1C0-10 is copynght 2020 Word Health
Organzation, All Rights Reserved

Vargion 5.0 CPT only copynght 2020 Amencan Medical Association, All nghts resened
Novesmiber 2020 Page 5of 10
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Interpretation of Medicare Part B claims Measure Flows

Denominator

The Medicare Part B claims Measure Flows are designed to provide interpretation of the measure logic and
calculation methodology for data completeness and performance rates. The flows start with the identification of the
patient population (denominator) for the applicable measure’s quality action (numerator). When determining the
denominator for all measures, please remember to include only Medicare Part B FFS (Fee for Service) patients
and CPT | Categories without modifiers 80, 81, 82, AS or TC.

Below is an illustration of the above prerequisite denominator criteria to obtain the patient sample for all
2021 Medicare Part B claims Measures:

Start

Measuras FPrecursar fior ALL
Drenominator Eligible Sample
Population

Meadicare Part B FFS

Mo Patients

Yez

n— Eligible CPT
7 Netinciudedin Category | Codes without
| Eligible Population/ -a No Assistant Surgeon Modifiers
' Denominator 80, 81, 82 or AS OR
s e Technical Companent
A Modifier TG

Yes
Y

Continue to Specific,
Mo Selected Measures
Denominator Criteria
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The Medicare Part B claims Measure Flows in each specification document begin with the appropriate age group and
denominator population for the measure. The Eligible Population box equates to the letter “d” by the patient population
that meets the measures inclusion requirements. Below is an example of the denominator criteria used to determine the
eligible population for Quality ID # 12 (NQF # 0086): Primary Open-Angle Glaucoma (POAG): Optic Nerve Evaluation:

Denominator

Patients aged
= 18 years on date of
encounter

Diagnos is

for POAG as
listed inthe

Denominator®

Y

Natinduded in Eligible
Population/De nomi +

A

Patient encounter
during the performance
pericd as lsted inthe
D eno minator

Telehesalth Modifier:
G0, GT, 95, POS 02

No

L

Include in Eligible
Population’
Dencminator

(80 patients ) 5
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Some Medicare Part B claims measures, such as Quality ID # 226 (NQF #0028): Preventive Care and
Screening: Tobacco Use: Screening and Cessation Intervention, have multiple submission criteria to determine
the measure denominator. In the example below, the denominator also represents multiple performance rates.
Patients meeting the submission criteria for either denominator option are included as part of the eligible
population. Review the Medicare Part B claims measures specification to determine if multiple performance
rates are required for each submission criteria.

Submission Criteria One/ Submission Criteria Two/ Performance

Performance Rate One for all Rate Two for all patients who were

patients who were screened for identified as a tobacco user and who

tobacco use received tobacco cessation intervention

-~ i stat
Denominator ( Stast ) 4
.

Den ominator

"\\ Patients
—H aged z 1B years on dae
4 of encounter
Patients aged
N = 18 years on date of o
\ encounter B
Y

Al lighle
instances when G902
is submitted for Performance
Wel (patien Soeene dor [obacoo
use AND identfied a5 2 tobacco
user)in ;e numerator of
Submisgion

Criteria 1
™,

> Patient en:nuntex Net in duded in Eligits
No during the performance /\_, PopulationDeny minator, Tes
period as listed in the

Deno mul‘V

Yes

Mot included in Eligible
Population/De no minator,

Patient
encounter during the
pedormance period as
listed in the
Dend minator

Include in Elgible Yes
Populaton/
Disno minakor Include in Eligitie
(100 patients) , Popabiont
g Denominakon

(50 patents)
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Numerator

Once the denominator is identified, the flow illustrates and stratifies the quality action (numerator) for data

completeness. Depending on the measure, there are several outcomes that may be applicable for submitting the
measures outcome: Top right box - Denominator Exclusion = “x” and shaded purple; next two boxes below -
Performance Met = “a” and shaded green; next box below - Denominator Exception = “b” and shaded yellow; bottom
right box - Performance Not Met = “c” and shaded gray, and bottom left box - Data Completeness Not Met = red
shaded box. On the flow, these outcomes are color-coded and labeled to identify the particular outcome of the
measure represented. This is illustrated below for Quality ID # 134: Preventive Care and Screening: Screening for

Depression and Follow-Up Plan:

No-

Documentation
stating the patient has had
a diagnosis of depression or
has had a diagnosis of
bipolar disorder

Mo

Screening
for depression is
documented as being
positive AND a

follow -up plan is
documented

No

Screening for
depression is documented
as negative, a follow  -up
plan is not
required

No

Screening for

Numerator

Data Completeness Met +
Denominator Exclusion
Ga717
(10 patients)

Data Completeness Met +
Performance Met
G431
(20 patients)

a

Yes—

Data Completeness Met +
Performance Met
G8510
(30 patients)

a?

depression not
documented reason

No

Depression
screening not documented,
reason not given

No

Sereening for

jpositive, follow -up plan not
decumented, reason
not given

depression documented as
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Data Completeness Met +
Yes—m- D inator ption
GB8433
(10 patients)

Data Completeness Met +
Performance Not Met
GB432
(10 patients)

Data Completeness Met +
Performance Not Met
G8511
(10 patients)
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Denominator/Numerator Variation of Medicare Part B claims vs. CQM Collection Types

For measures submitted via Medicare Part B claims or CQM, there are separate Measure Specifications, Flows, and
Narratives. The denominator for the CQM measure may differ slightly from the denominator as outlined in the
Medicare Part B claims measure specification. Some measures, such as Quality ID #134, have a clarifying code
and/or language (e.g. G-code G8397 for Quality ID # 134) in the numerator to identify eligible patients when no CPT
or ICD-10 diagnosis code exists. In the case of Quality ID # 134, an applicable CPT code does not exist for dilated
macular or fundus exam performed, including documentation of the presence or absence of macular edema AND
level of severity of retinopathy. In Medicare Part B claims collection type, a MIPS eligible clinician would submit the
numerator code G8397 to identify patients who had a dilated macular or fundus exam with documentation of the
results. To comply with the Measure Steward’s intent of the measures and since Qualified Registries or QCDRs may
not necessarily be reliant on Medicare Part B claims data; the CQM collection type measure specification and flow
show these QDCs or clinical concepts in the denominator. Therefore, the numerator quality-data code options for
CQM specifications and flow may vary from the Medicare Part-B claims measure specification and flow.

Algorithms

Data Completeness Algorithm

The Data Completeness Algorithm calculation is based on the eligible population and sample outcomes of the
possible quality actions as described in the flow of the measure. The Data Completeness Algorithm provides the
calculation logic for patients who have been submitted in the MIPS eligible clinicians’ appropriate denominator. Data
completeness for a measure may include the following categories provided in the numerator: Denominator Exclusion,
Performance Met, Denominator Exception, and Performance Not Met. Below is a sample data completeness
algorithm for Quality ID # 134. In the example, 80 patients met the denominator criteria for eligibility, where 0 patients
were considered a denominator exclusion, 40 patients had the quality action performed (Performance Met), 10
patients did not receive the quality action for a documented reason (Denominator Exception), and 20 patients were
reported as not receiving the quality action (Performance Not Met). Note: In the example, 10 patients were eligible
for the measure but were not reported and are not represented in the algorithm (Data Completeness Not Met).

Data Completeness =

Performance Met (a=40patients ) +Denominator Exception (b1+b2+b3=10patients) + Performance Not Met (c=20patients) _70patients _ 87 50%
- = . 0

Eligible Population/ Denominator ( d=80patients) 80patients

Performance Algorithm

The Performance Algorithm calculation is based on only those patients where data completeness was met and
submitted for the measure. For those patients submitted, the numerator is then determined based on completion of
the quality action as indicated by Performance Met. Patients submitting with Denominator Exclusions or Denominator
Exceptions are subtracted from the performance denominator when calculating the performance rate percentage.
Below is a sample performance rate algorithm that represents this calculation for Quality ID #19. In this scenario, the
patient sample equals 70 patients where 40 of these patients had the quality action performed (Performance Met),
zero patients was submitted as a Denominator Exclusion, and 10 patients were submitted as having a Denominator
Exception.

Performance Rate =
Performance Met (a=40patients) _40patients _

66.67%
Data Completeness Numerator ( 70 patients ) -Denominator Exclusion (x=0patients ) - Denominator Exception (b1 +b?=1 Opatients) 60 patients ’

For measures with inverse performance rates, such as Quality ID #1 (NQF #0059): Diabetes: Hemoglobin A1c
Poor Control, a lower rate indicates better performance. Submitting the Performance Not Met is actually the
clinically recommended outcome or quality action.
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Multiple Performance Rates

QPP measures may contain multiple performance rates. The Instructions section of the Medicare Part B claims
measure will provide guidance if the measure is indeed a multiple performance type. The Medicare Part B claims
measure flow for these measures includes algorithm examples to understand the different data completeness and
performance rates required for the measure. The system will calculate the performance rates for the measure based
on the submission of claims data by the MIPS eligible clinician.
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