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Introduction

This document contains general guidance for the 2022 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 used by individual MIPS eligible clinicians
submitting individual measures via Medicare Part B claims for the 2022 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 use different submission methods 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 use the Web Interface Measure
documents.

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

¢ Information regarding Consumer Assessment of Healthcare Providers and Systems (CAHPS) Clinician & Group
Survey (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 2022 QPP represent a continuation in
numbering from the 2021 QPP measures. Measure stewards have provided revisions for the measures that are
finalized for use in 2022 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 2022 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 used 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 illness 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 refers 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 and represents the population defined for the measure. 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. Quality Data Codes
(QDCs) may be found in the denominator or numerator and may use 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 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
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
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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 HCPCS 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 HCPCS 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
National Provider Identifier (NPI) submitting if the patient encounter(s) meet denominator inclusion. The following is
an example of two provider NPIs billing under the same TIN who are intending to submit Quality ID # 130 :
Documentation of Current Medications in the Medical Record. Provider A sees a patient on February 2, 2022 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, 2022 and 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 ID # 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 demonstrating data completeness for a measure. For
additional assistance, please contact the Quality Payment Program Service Now help desk at 1-866-288-8292
(TRS: 711) (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)
Each Medicare Part B claims measure conforms to a standard format. The measure format includes the following
fields.

The measure header includes: Quality ID number, National Quality Forum (NQF) number (if applicable), measure
title, National Quality Strategy Domain, and Meaningful Measure Area.
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The body of the document includes the following sections:

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 statement 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 “Measure Steward Contacts” tab of the 2022 MIPS Quality
Measures List, which can be found on the performance year 2022 MIPS Explore Measures page:
https://gpp.cms.gov/mips/explore-measures.
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Example Medicare Part B claims Measure Specification:

The measure number and
MNational Quality Forum
{MQF) number, if applicable,

are listed here_ measure title.

This is the official

v v
Quality ID #134; Preventive Care and Screening: Screening for Depression and Follow. Up Plan
- Health

Meaningful Measure Area: Prevention, Treatment, and Health
E e
N I REry
classification of the is il
MEASURE TYPE: = e measure is included.
B Process action.
This segment This is the Meaningful
includes a high- Ly DESCRIPTION: - .
level description Percantage f paisns agsd 12 yoers and cds scrssmsd o degrasson] | e oo WhIGh |y
of the measure. drys pre 1o the date of the encounter usng an age-spprpriate standan included
pessitive, 8 follow-up plan is documented on the datie of the eligible enco -
This cetalls oW Ls, WSTRUCTIONS: o _ _
Thig measuns = o be submined a minmmuam of once per measwremnsent period for pabents s2en durng the
messure should measuremen period. The most recent soreenieg il B2 used for caleulation. This measure may be
be submitted and submtted by Ment based Incesive Payment System (MIPS) ebgible diniciars: whe pesform the quality acbens
who should deseribed in the measune based on the senices provided and the measune-speclic denominalor coding, The
Submit the fellowrup plan must be related to 8 positve deoression screening, example: Fabent referred for psychistnc
Messure. evalusbon dus o positive depression scresning”
NOTE: Pabant encounfers for ths messure conducied via felsheatih (2.9, encounters coded wally GO, G7, 95,
This identifies [ o P08 02 modkers) are alowabl.
whether a Measure Submission Type:
messure is Measure data misy be submi MIP3 ehgble chracians usrg Medicars Part B daims, The ksted
eligible for demominator criena are used fo iden =
teleheslth. m thes spechicaton are used to submi the To ensure dats completeness via claims, submit all measure-
specific coding showld be submitted on the spedfic coding for the beneficiary on the daim(s) representing
The denominator PUIEFE0F CpSOn. the eligible encounter. If the critena are met, clsims may be
statermnent dE‘F""‘—" Ny oR reconnecied based on TINNPI/BeneficiaryDate of Service.
v e || ATosbens pged 12 years and kier ot the by of . memsarsentperod wih o st o Shoble Encouter
performance durng the measurement penod
MEssure. DENOMINATOR NOTE: The infeni These are the critera to determine if e patiert,
had & chegroses of depressan or procedure, or encounter may be counted as aligible to
numeraor. Fafients who have sver mest 8 measurg’s inclusion requirements. The
Review patiant from the mesasure. denominator requirements refiect the intent of the
demographics, 3 “Signifies thef fis CPT Calsgory | messUre.
diagnoses, and Schedluls (FF5). Thess non-covared nal ba counfad n the cenammaior population for Msacam
mﬂnbrmmh Fart8 - M_ - . The denominaforis generally identified
i';t““ | Denominator Criteria (Efiqible Cases). l by CFT Cstegory |, and HCPCS codes,
peh - = The measurement peniod as well 2= |CO-10CM or PCS codes,
denominstor m AND pafient demographics (i.e., age, gender,
&d‘l dmm'l'lah:r Patient encounter d% (CPT or HCPCS): etc.), and place of service {if
criterion is required in 9032, 90832, 0834, , 105, ‘35110‘ 96112 96116, %125 applicalkis)
ordar for the pafient 97161, 97162, 97953 57185, 9?'1'5-5 13]"15? 'HEI?E '3921:'.'2 G403, Y90, )
tobe considered L, o060 CPT oniy copyright 2021 American Medical Association. All ights reserved
denominator elighle oo ue 00y Page 1 of 11
for submizsion.
Helpful Hint: Some
QPP measures hawe
similar den for
criteria or unter
type coding.
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Definifions
provide further
informstion on

the intent of key
concepts to
assist with
messuns
submission.

49304, 99305, 59306, 39307 %&ﬂﬁ 85310, 95315, 99316, 59314, 9930 95325, 99306, 99307, 39308,

96734, 99335, 94336, 5437
9935‘9935‘ 993&?*99331*9939‘ This is a dinical sction counted as meeting the

measure’s requirements {i.e., a pafient who

J

mehmmﬂndﬂﬂﬁq particular outcome thet is being measured).
using an age-apprognale sandardized ool AND § T e

elighie encountar

received a8 particular clinical senvice or obtained a

Deflinitinns:
Screening - Completion of a cinical o dageostc tool wsed to identify pecple o2 rick of develoging or
wumdmum #ven in the absence of symploms.

Sereening Tool - A normalized and validated depression soresring tool

Standardized Depression
developed for the pabenl populaban in which il is barg utiized.
wdmwmwmmumm mited fo;

Patent Health mumtmm Back Depeeazion Imwentory-Primary Cars

This is an example of 8 comples: Mumerator. Review the Mumerstor seciion
carefully o submit the quality-dats codes (QDC's) necessany to meet data

completeness and performance.

Emmmﬂwmmtﬁ&m Degeession Scale (DEPS), Duke Ariety-
Degresson Scale (DADS), Geratric Depresson Scale (G0S), Comell Scale for Depression in
Desnentia (CS00), PRIME MD-PHC-2, Hamiion Fiating Scale for Depression (HAMHD), Quick
Inventzry of Depressnne Symptomatolegy Sef-Report (QUD-5R). Compuienzed Adagtive Testing
Depresson lnventory (CAT-DI, and Computenzed Adaptive Diagnoste Screanss (TAD-MDD)

Perinatal Sereening Tools

Edinburgh Posinatal Depression Scale, Posiparium Depression Screening Scale, Patient Health
Questionnaine S (FHO-5), Back Dapression lnveriory, Beck Depression |nventoey-Il, Cantar for
Epidemiciogic Saadies Depracsion Scale, amd Zung Self-rating Dwpression Scale

Follow-Up Plan = Documented follow-up for a positive depression screening Juest include one or mons
of the Follwing:

Fiederal to o provader for addtional evaluabon arvd assessment o formulate 3 follow-up plan for a
positve depression soreen

Phasmacological intervenbons

Cither inensentions or follow-up for the diagrosis or treatment of depression

Examples of a Tollow-up plan’ includs but are not imiteda;

Redesral i & peovider or program for further evaluaiion for depression, for example, referral toa

peychiatrist, psychologist, socal worker, mental health counselor, or other menial haalth serace such

s family or geoup terapy, suppor growp, deprecsion managemant program, of other Bernca foe

treatment of depeession

{her inferventions designed io treat depeession such as behavioral health evaluation, psychatherapy,
interventons, or addimonal trestment optors

pharmacolagical
Mot Eligible for Depression Screening or Follow-Up Plan (Denominator Exclusions] -

YVersion 5.0
Decemiber 2021

Patients who have besn disgnosed with depression- FO1.51 F324 F320, F321 F322
F323 FEH,FSES FI289 F329 F330 FX31, F332.F313 FId0 Fl!h Fﬂﬂ
FI38, FI38 FM1 FMBT F34 89 FA3 21, FA3 23 FE30,FA31, 090 099340,
099,341, 009,342 090343, 089 345

CPT only copyright 2021 Amesican Medical Association. A0l rights rese ned
Page 2 of 11

Version 6.0



Section 1:

Medicare Pari B
Claims measures may
contain denominator
exclusions within the
Mumerator.
Denominator
exclusions are applied
before determining if
the quality action is
met.

Helpful Hint: For
Medicare Part B
claims collection type,
even though a
denominator exclusion
is applied before
determining the quality
actions, this encoded
concept needs to be
submitted to CMS so
the claims data will be
accurately calculated.

December 2021

*  Patients who have been diagnosed with bipolar disoeder- F31.10, F31.11, F31.12 F3113,F3LZ
F31.30, A3, F31.32 A4 P35 P80, F3161, F3162 F31A3 F3164 F31.70, F31T,
FINT2 F3.T3, FILH, FILTS, F31.08, F3LTT, F31.78, FI.81, F3.89, FI1S
Patients with a Documented Reason for not Screening for Depression (Denominator Exceptiona) —
Patient
Patient refuses to partcapate

OR

Medical Reasons)
Deocumentation of medical reason for not scresning patient for depression (2.9, coonitive,
functional, or motivational limiations that may impact accuracy of results; patient iz in an urgent
or emergent stuation where fime is of the essence and to delay treatment would jeopardize the
pabent's health status)

Numerator Instructions:

A depression screen is completed on the date of the encounter or up fo 14 days prior to the date of the
encounter using an age-approgriate standardized depression screening tool AND if positive, a follow-up
plan must be documented on the date of the encounter, such as referral to a prowider for addiional
evaluation, phamnacological interventions, or other interventions for the treatment of depression,

This is a patient-based measure. Depression screening i required once per measurament period, nat at &l
encounters. An age-appropriate, standardized, and validated depression scresning ol must be used far
numerator compliance. The name of the age-sppropriate standardized depression screening tool wilized
must be documanted in the medical record. This measure does not require documentation of a specific
zoore, just whether results of the normalized and validated depreszion screening tool used are considered
positive or negative. Each standardized screening tool prowides guidance on whether a parbicular score is
considered posifive for depreszion. The depression screening must be reviewed and addressed by the
prowider on the date of the encounter. Positive pre-screening results mdicatng a pabent iz at high nsk for
zalf-ham should receve more urgent interventon as determined by the prowider practice. The scresning
should cocur during a qualifying encounter or up to 14 days pror to the date of the qualifying encounter.

The measure assesses the most recent depression screening completed either dusing the eligible
encounter or within the 14 days pricr to that encounter. Therefore, a dlinician would nat be able to complete
anather screening at the tme of the encounter to count towards a follow-up, because that would serve as
the most recent screening. In order to zatisfy the follow-up requirement for @ patient screening positively,
the eligible chnician would need to provide one of the afarementioned follow-up actions, which does not
mclude use of a standardizad depreszion screening fool.

Should a patient screen positive for depression, a chnician should:

*  Only order phamacological intervention when approprate and after sufficient diagnaostic
evalusbon. However, for the purposes of this measure, additional screening and assessment
during the qualifying encountar will not qualify as a follow-up plan.

+  Opt o complete a suicide risk assessment when appropriste and based on individual patent
charactenstics. Howsver, for the purposes of this measure, a suicide nsk assessment or additionsl
screening using a standardized tool, will not qualify a5 a follow-up plan,

Numerator Quality Data Coding Options:
Depression Screening or Follow-Up Plan not Documented, Patient not Eligible

Denominator Exclusion: GATIT: Documentation stating the patient has had a
diagnosis of depression or has had a diagnesis of
bipolar disorder
Version 6.0 CPT only copyright 2021 Amercan Medical Association. All ighls resened
Page 3 of 11
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mented as Positive, AND Follow-Up Plan Documented
Screening for depression is documented as being

positive AND
< 1 These codes are examples of
mented as Negative, Follow-Upl| QDC's or Quality Data Codes.
Screeningfor{  These codes may be used to
a follow-up pl3 identify numerator options.
Documented Reason

I Denominator Exception: G8433: I

OR -~
Screening for Depression not Documented, Reason not Given
Performance Not Met: G8432: Depression screening not documented, reason
not given

Screening for deprecsnm not completed, documented

OR
Screening for Depression Documented as Positive, Follow-Up Plan not Documented, Reason not
Given

Performance Not Met: G8511: Screening for depression documented as positive,

follow-up plan not documented, reason not given

RATIONALE:

Depression is a senous medical llness associated with higher rates of chronic disease, increased health care utilization,
and impaired functioning (Pratt and Brody, 2014). Results from a 2016 U.S. survey data indicated that 12.8 percent of
adolescents (3.1 million adol ) had a major d e episcde (MDE) in the past year, with nine percent of
adolescents (2.2 million adolescents) having one MOE with severe impairment (Substance Abuse and Mental Health
Services Administration, 2017). The odds of a diagnosis of depression is believed to be 2 6 times greater for children and
adolescents exposed to trauma as compared to those unexposed or less exposed (Vibhakar et al, 2019). Children and
teens with major depressive disorder (MDD) have been found to have difficulty camrying out their daily activites, relating to
others, growing up healthy, and also are at an increased risk of suicide (Siu on behalf of the U.S. Preventive Services Task
Force [USPSTF], 2016).

The same 2016 study indicated that 6.7 percent of adults aged 18 or older (16.2 million adults) had at least one MDE with
four point three percent of adults (10.3 million adults) having one MODE with severe impairment in the past year (Substance
Abuse and Mental Health Services Administration, 2017). Moreover, it is estimated 22 9 percent of adult patients with
chronic pain (2.2 million adults) were diaanosed with comorbid depression from 2011 to 2015, with an upward trend of
prevalence among Black Americans, patients aged 65 to 84 vears old, Medicare and Medicaid insured patients, and
patients from zip code areas with low annual househald incomes (Orhurhu et al., 2020).

Depression and other mocd disorders, such as bipolar disorder and anxiety disorders, especially during the peninatal
penod, can have devastating effects on women, infants, and famibes (Amencan College of Obstetricians and
Gynecologists, 2018). It's estmated that the global prevalence of antenatal (or perinatal) depression ranges from 15 10 65
percent, with current or previgus exposure to abuse and wiolence, lack of social support, and family history of mental
disorders being risk factors. Depressive symptoms measured dunng pregnancy have been shown to influence the quality
of the postpartum mother-infant relationship (Raine et al., 2020). Additionally, the nisk of low birth weight and preterm birth
iz higher among infants born from depressed mothers (Dadi, Miller, Bisetegn, Mwanri, & 2020).

Negative outcomes associated with depression make it crucial to screen in order to identify and treat depression in its early
stages. Data indicates that as the severity of depressive symptoms increase, rates of having difficulty with work, home, or
social activites related to depressive symptoms increase. For those twelve and older with mild depressive symptoms, 45.7
CPT only copyright 2021 American Medical Association. All rights reserved.
Page 4 of 11
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Section 3:

Measures may
have denominator
exceptions
represented with
HCPCS or CPTII
Codes. CPT I
codes may
represent a
medical (1P),
patient (2P), or
system (3P)
reason for not
performing the
quality action.
Some measures
within the Quality
Payment Program
allow no
denominator
exceptions.
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This is a summary of the
c clinical recommendafions
based on best practices.

Adslazent Recommendatbion yagrs)
“The LISPSTF recommends soresning for MDD in adoleccents aged 12 o 1B year. Screening chould be implamesied
with adequaie sysiems in place io ensure accursle disgnoss, effective treatment, and appropeisie foliow-up (B
recommendation]” (3iv on behalf of USPETF, 2016, p. 3800
Audul Recommendation (18 years and clder):
“The LSPSETF recommends scresning for depression in the general adult population, including pregnant and postpartum
women, Screenrg should be implemented with adeguiaie sysiems in place to ensure accurals diagnoss, effectve
treatmend, and appropwiate folkwa-up (B recommendation)” (Siu & USPSTE, 2016, p. 3800,
T LISPSTF recommends that clnacians provide or refer pregnant and postparium persons whio s ot increased nsk of
pennatal depression ko courssling misrvenbons. (B recommendation]’ (LS. Prevenitve Sarwces Task Forcs, 2019).°
The Insthute for Clinical Systems Improvement (IC51) healih care guidelne, Adult Depression m Prmary Care, prowdes
the following recommendations:

1. “Clrocians should routine?y screen all adults for depression wsng a standardized mstrament”

2. “Chricions should establish and maintain foliow-up with padents.”

3 "Chricians should scresn and monitor depression in pregnant and post-partum women,' (Trangle et al, 30160, &

=10 This i= the copyright for the measure
COPYRIGHT: S &s indicated by the messure stewsrd.
These performance measuncs ore QRGNS a of medical cane, and hawve not

Version 6.0 CPT only copyright 2021 Amenican Medical Associaion. A1 righis resened.
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Interpretation of Medicare Part B claims Measure Flow

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
2022 Medicare Part B claims Measures:

Start
Measures Precursor for ALL

Denominator Eligible Sample
Population

Medicare Part B FFS

Mo Patients

Yes

_T _ Eligible CPT
< Notincudedin Category | Codes without
| Eligible Population/ e Mo Assistant Surgeon Modifiers
' Denominator 80, 81, 82 or AS OR
ol e Technical Component
A Moadifier TC

Yes
Y

Continue to Specific,
e [} 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 # 181 : Elder Maltreatment Screen and Follow-Up Plan:

Denominator

Patients aged
= 65 years on date of
encounter

Mat included in
Eligible Population/
Crenominator

Yes

Patient
encounter during
the peformance period
asliged in
Denominator*

-

Yes

Tdeheath Modifier:
G0, GT, 95,
POS 02

Mo

v

Indude in Eligible
Population'Denominator —
(80 patients)

d
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Some Medicare Part B claims measures, such as Quality ID # 226: 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. The example below shows two of three submission criteria.

Submission Criteria Onef
Performance Rate One for all
patients who were screened for
tobacco use

Submission Criteria Two/ Performance
Rate Two for all patients who were
identified as a tobacco user and who
received tobacco cessation intervention
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13

aged =18 years on dale
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D & rrinator

Ho
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d Denderinator

0 patents) 4
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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. Each measure outcome is represented by a variable that is included in an algorithm. The number of
patients within an outcome category will be used to populate the algorithm: 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:

Numerator

Drocu meenis fion
=stating the patent has had Ehtac.uppletenessl.lle‘t+
) . . Denominator Exclusion
a diagnosis of depression or i e
. - GaTIT
has had s degnosis of (10 patients)
bipolar disorder 2
No
Sceening
for depression B DOata Completeness Met +
documented as being _ Pedom ance Met
postive AND 2 Yes—- BE431
follow -up planis {20 patients) a
documentsd
Mo
Scresning for DOata Completeness Met +
depresson & document=d - Pedom ance Met
== negative, 3 follow-up e GBR10
plan is not {30 pstients) =

required

Screening for
depression not compleed,
documented patient or
medical reason

Data Completeness Met +

*f gs——ys=| Denominator Exception
GE433

{10 patients) B

Mo

2 DOata Completeness Met +
Depresson
screening not documented, -] Perfnrm{_:.glgzNDtMEt
Teason not given (10 patients)
No

Seresning for Data Completenes s Met +

depresson documented 35 Pedomance Mot Met

N positive, follow-up plan not ez GE511

documented, reason {10 patients) 4
ot given <
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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. In the Medicare Part B claims measure specifications the denominator
exclusions appear in the numerator section of the specification. For example, Quality ID # 134 Preventive Care and
Screening: Screening for Depression and Follow-Up Plan, includes a clarifying code G-code G9717 in the numerator
to identify patients that meet the denominator exclusion when no CPT or ICD-10 diagnosis code exists. In QID#134,
MIPS Clinical Quality Measure collection type, the denominator includes the code G9717 used to identify patients
who meet the denominator exclusion. 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=40 patients) + Denominator Exception (b =10 patients) + Performance Met (c=20 patients) = 70 patients = 87.50%
Eligible Population/Denominator (d=80 patients) 80 patients

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 #134. In this scenario,
the patient sample equals 70 patients where 40 of these patients had the quality action performed (Performance
Met), zero patients were submitted as a Denominator Exclusion, and 10 patients were submitted as having a
Denominator Exception.

Performance Rate =
Performance Met (a=40 patients) = 40 patients = 66.67%
Data Completeness Numerator (70 Patients) — Denominator Exclusion (x=0 patients) — Denominator Exception (b=10 patients) 60 patients

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