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Introduction

This document contains general guidance for the 2025 Measure Specifications and Measure Flows for Medicare
Part B claims collection type. The individual Measure Specifications are detailed descriptions of the quality
measures and are intended to be used for the purposes of reporting the measures. In addition, each quality
Measure Specification includes a Measure Flow and associated measure calculation algorithm as a resource. This
information assists users with understanding quality measure logic related to data completeness and measure
performance. The Measure Flow shouldn’t be used as a substitute for the quality Measure Specification, but used
as an additional visual resource.

Collection Types

Medicare Part B claims collection type utilizes unique specifications that are specific for collecting and submitting
quality data via Medicare Part B claims. Measure data are reported on Medicare Part B claims when they're
submitted for reimbursement. (Medicare Part B claims measures can only be reported by solo practitioners and
small practices (15 or fewer clinicians).) Data are only reported for Medicare patients. The following are the other
collection types available for meeting the reporting requirements for the quality performance category. These
specifications are located on the QPP Resource Library. Other collection types will use different submission
methods as outlined below.

e MIPS Clinical Quality Measures (CQMs): Utilize unique specifications that may be collected by individual MIPS
eligible clinicians, groups, virtual groups, subgroups, or APM Entities in preparation for submission to CMS.
MIPS CQM data may be gathered from paper, electronic charts, or collected with the assistance of a third party
intermediary. Data are collected for all patients that qualify for the measure, not just Medicare patients.

o Electronic Clinical Quality Measures (eCQMs): Utilize unique specifications that are specific for
collecting and submitting quality data via electronic health records (EHRs). Measure data are
collected at the point of care in electronic health record technology that's been certified by the Office of
the National Coordinator for Health Information Technology (ONC). Data are collected for all patients
that qualify for the measure, not just Medicare patients.

e Medicare Clinical Quality Measures (Medicare CQMs): Utilize unique specifications that are specific for
collecting quality data (only available for Medicare Shared Savings Program Accountable Care Organizations).

e Qualified Clinical Data Registry (QCDR) Measures: QCDRs are CMS-approved entities with the flexibility to
develop and track their own quality measures. Data are collected in a manner specified by the QCDR for all
patients that qualify for the measure, not just Medicare patients.

o Consumer Assessment of Healthcare Providers and Systems (CAHPS) for MIPS Survey Measure: Assess
patients’ experiences of care and must be administered by a CMS-approved survey vendor. Advance
registration is required.

e Administrative Claims Measures: Automatically assess performance (conducted by CMS) based on Medicare
claims and automatically scored if measure requirements are met. Data are only collected for Medicare patients.

Medicare Part B Claims Quality Measure Specifications

Each quality measure is assigned a unique number. Measure numbers represent a continuation in numbering
since the inception of MIPS (2017 through the 2025 performance period). Measure stewards provided revisions
to the measures that were finalized in Calendar Year (CY) 2025 Physician Fee Schedule (PFS) final rule.

MIPS Submission Frequency with Definitions

Submission frequency labels are provided in each instructions of the Measure Specification and Measure Flow for
each measure. Each individual MIPS eligible clinician participating in MIPS should submit data for the 2025
performance period according to the frequency defined for the measure. The following for submitting frequencies
that are used for the calculations of the individual measures:
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+  Patient-Intermediate measures are submitted a minimum of once per patient during the performance period.
The most recent quality data code (QDC) 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 QDC 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 QDC 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 QDC.

+  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 has a denominator eligible encounter during the
performance period.

Performance Period

Each Measure Specification includes information on the performance period and/or measurement period used
to capture the intended numerator and denominator. In general, the performance period for the measure refers
to the calendar year of January 1 to December 31. However, a measure may have a different timeframe for
determining the measure’s intended eligible population or the quality action as defined within the Measure
Specification.

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 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, and their specifications may be found on the
QPP Resource Library:

e Demographic information.
International Classification of Diseases, Tenth Revision, Clinical Modification (ICD-10-CM) diagnosis.
¢ International Classification of Diseases, Tenth Revision, Procedure Coding System (ICD-10-PCS)
procedure.
e  Current Procedural Terminology (CPT) code.
e Healthcare Common Procedure Coding System (HCPCS) code.

These denominator criteria are specified in the measure specification 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.

If the specified denominator criteria for a measure is not applicable to 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 and the measure does not apply to the patient. With measure steward guidance, some
Measure Specifications are revised annually for implementation in MIPS to ensure that the measures represent
the most current clinical concepts and have analytical integrity. 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
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covered services can be analyzed via claims data.

Measure Specifications include 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
criteria to determine whether submitted data meets denominator inclusion criteria.

Numerator Quality Data Codes

If the patient falls into the denominator eligible population, the applicable QDCs defining the appropriate
numerator option should be submitted for data completeness of quality data for Medicare Part B claims
submissions. QDCs found in the Numerator section of the Measure Specification are HCPCS and CPT
Category Il codes that describe the quality action that assist with determining the the numerator outcome.

Denominator Exclusion:

Denominator exclusions describe 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
exclusion within the Measure Specification and should be submitted on the claim. 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 eligible population, but the Measure Specification define
circumstances in which a patient may be deemed as not appropriate for the numerator’s quality action,
they will be reported as a denominator exception. QDCs such as CPT Category Il codes with modifiers
such as 1P, 2P, and 3P, are referenced in the Measure Specification 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 compliant option
isn't met and the criteria defined by the exception are met. This allows for the exercise of clinical
judgment by the MIPS eligible clinician or consideration of system limitations.

Performance Not Met:

When the denominator exception doesn’t apply, measure-specific QDCs, such as CPT Category Il codes
with or without modifier 8P, are reference in the Measure Specification to indicate that the quality action
wasn't 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.

Please note that for an inverse measure, the denominator exception would be considered if the data
doesn'’t support the “Performance Not Met” numerator option(s).

Each Measure Specification provides detailed numerator options for submitting data for the quality action
described by the measure. The numerator clinical concepts described for each measure are to be followed when
submitting data to CMS.
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Individual Measure Submission

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 meets denominator inclusion criteria. The following is an
example of two NPIs billing under the same TIN who are intending to submit Quality #317: Preventive Care and
Screening: Screening for High Blood Pressure and Follow-Up Documented. Clinician A sees a patient on February
2, 2025 and documents in the medical record a normal blood pressure reading with follow-up not required and
submits the appropriate QDC, G8783, for Quality #317. Clinician B sees the same patient at an encounter on July
16, 2025 and documents in the medical record a normal blood pressure reading with follow-up not required.
Clinician B should also submit the appropriate QDC(s), for the patient at the July encounter to meet data
completeness for submission of Quality #317.

Need Assistance

If you have any questions, please contact the Quality Payment Program (QPP) Service Center by emailing
QPP@cms.hhs.gov, by creating a QPP Service Center ticket, or by calling 1-866-288-8292 (Monday - Friday, 8
a.m.—-8p.m. ET).

Example Medicare Part B Claims Specification

Medicare Part B Claims Measure Specification format: Each Medicare Part B Claims conforms to a standard
format. The measure format includes the following fields:

The measure header includes: Quality ID, Consensus-Based Entity (CBE) ID (if applicable), and Measure Title.

The body of the document includes the following sections:
o Collection Type
Measure Type
Measure Description
Instructions on submitting including frequency, timeframes, and applicability
Denominator Statement, Criteria, Instructions, Notes, and Definition(s) of terms where applicable
Numerator Statement, Options (Denominator Exclusion, Performance Met, Denominator Exception,
Performance Not Met); Instructions, Notes, and Definition(s) of terms where applicable
e Rationale
e (Clinical Recommendations Statement

The Rationale and Clinical Recommendation Statement sections provide limited clinical guidelines and references
supporting 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 2025 MIPS Quality Measures List,
which can be found on MIPS Explore Measures webpage (select Performance Year 2025)..
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Example Medicare Part B Claims Measure Specification:

The Measure ID and
Consensus-Bazed Enfity (CBE) ] Measure Title:
1D, if applicable, are listed here. Brief description of measure focus.

; /

Quality ID #317: Preventive Care and Screening: Screening for High Blood Pressure and Follow-Up

Documented
2025 COLLECTION TYPE: Measure Type:
MEDICARE PART B CLAIMS The overall classification
/ of the measured clinical
MEASURE TYPE: action.
Process
Measure |__DESCRIPTION:
Description: Percentage of patient visits for patients aged 18 years and older seen during the performance period who were
A high-level screened for righ biood pressune AND a recommended follow-up plan is documentad, as indicated, if blood pressure is
overview of the elevated or hyperiensive.
measure.

This measure ks to be submitted at each visit for patients seen during the performance period. Menit-based Incentive

Instructions: Payrnent System (MIP3) eligible clinicians who submit the measune must perform the blood pressure (BF) screening
Gives details for at each patient visit by a MIPS eligible clinician and may not oblain measurements from external sources.
measure specific
submission This measure may be submitted by MIPS eligible clinicians who perform the quality actions described in the measure
requirements based on the services provided and the measure-specific denominator coding. The intent of this measure is to screen
including patients for high blood pressure and provide recomimended rou«.wpas indicated Bath the sy-smuc anu uuaslunc bloog
frequency, and pressure measurements are required for inclysior g ) pressures o g =
clinician Lse the most recent (1351 reading 404 Tg ensure data c:nmpletﬁ'less furMedu:El'e Part B Claims mllﬂc’tmn 1yp£:,
applicability. must be related o the cument BP read  sypmijt all measure-specific coding for the beneficiary on the caim(s)
MEnagement’. representing the eligible encounter. If the criteria are met, claims may be
. reconnected based on TINMPIBeneficiary/Date of Service.
Measure Submission Type:
Denominator Measure data may be submitiad by individual MIPS efigible clinicians using Medicare Part B claims. The listed
Statement denominator critenia are used to identify the intended patient population. The numerator quality data codes included in
Describes the this specification ara used to submit the quality actions allowed by the measura on tha claim form(s). All measura-
patient population specific Oo-ding_ should be submitied on the clai Denominator Crileria:
evaluated by the .u"”m optian. Outlines the information needed to determine i the case
':;f:“’f“:’ DENOMINATOR: (patient, procedure, episode, encounter) mesis the
atients measure’s inclusion requirements and should be
performance. All patient vesits for p aged 18 years and considered denominator digible. The denominator
DENOMINATOR NOTE: "Signifies the requrermrlts reflect the intent of the measure.
- Physician Fee Schedule (PFS). These TOTFTUpE m
Denominator population for Medicars Part 8 claims meas
Jaliiie Each denominator criterion is required for the
Denominator Denominator Criteria (Eligible Cases): pafient to be considered denominator eligible for
Instrucfions/ L of the performance perl submission. The denominator eligible population
Denominator Notes: AND generally defined by demographic
These components Patient encounter during the performance period (CPT or HC! information and coding such as ICD-10-CM,
may beincluded within 92014, 92537, 92538, 92540, 92541, 92542 92544, 92545, 0254 ICD-10-PCS, CPT, and HCPCS.
the measure 94203, 99204, 99206, 09212, 99213, 90214, 99216, 90235, 95281 Helpful Hint: Some QPP measures have similar
spedification to further 99305, 99306, 99307, 99308, 99309, 99310, 99315, 90316, 9934]  denominator criteria or encounter type coding.
detail the appropriate 95349, 99350, 99385", 98305", 99387 §UI05* 00306 0IGTY -
denominator eligible D7210, D720, D7230, D7240, DT241, D7250, D721, GO101, GO270, G402, G0438, GO430
patient population. WITHO
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digible for telehealth.
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NUMERATOR:
Fatient visits where patents were

Mumerator Statement:
Describes the quality action being assessed for perfformance and
counted as meeting the measure’s requirements (e.g., a patient
who received a particular clinical service or achieved a particul ar
health status).

documented, as indicated, if the blood pressure is elevated or hypartensive

Definitions:

Blood Pressure (BP) Classification - BF is defined by four (4) BF reading classificasons: Nosrnal,
Elwmd First Hypestensive, and Second Hypenensive Readings

Numerator Definitions/ .
Mumerator Insfructions/ &
Mumerator MNotes:

These components
be included within

measure specification
to further detail the
quality action being

assessed for within the
measure and what

considered acceptable

for determining
performance.

may
the

Normal B Systolic BP (SBP) < 120 mmHg AND Dtaslullc BP (DBP) < &0 mmHy
Elevated BP: 58P of 120-129 mmiig AND DEP < 80 mmHg
First Hypertensive Reading: SBP of == 130 mmHg OR: DBP of == 80 mmHg without a
previous SBP of »= 130 mmHg OR DBP of »= B) mmHg during the 12 months prior to the
encounter
«  Sscond Hyperensive Reading: Requires a SEF »= 130 mmHg OR DEF == B mmHg during

the current encounter AND a mest recant BP reading within the |ast 12 monthe SBF == 130

mmHg OR DEF == B0 mmHg
lecommended BP Follow-Up - The 2017 Guideline for the Prevention, Detection, Evaluation, and
Janagement of High Blood Pressure m Aduliz from the Amencan College of Cardiclogy and Amencan Heart
ssociation (2017 Guideline) recommends BP screening and thresholds as defined under Blood Pressure
llassifications and recommends intervenbions based on the current BP reading as listed in the
Recommended Blood Pressure Follow- Up” Table below. The Sme penods for follow-up actons speched for
et elevated and the second hypertensive (130-139 DEP OR 80-89 58P) BP classifications slghtly differ

frarn tirme penads given in the 2017 Guideling. This allows for chnician discretion due to patent condibon and
stability of the measure specification over time.
Recommended Nonpharmacolegic Interventions (Lifestyle Mﬁcamns} The 20'1? G.udelme

outlines nonpharmacologec mierventons which m

s WWeight Reducton

olude

This is an example of a complex Mumerator.
Review the Numerator section carefully to ensure the

» A “heart-healthy die?’, such as Dietary . g
«  Distary Sadium Rastricton appropnate qualty-data codes (QDC's) are submitted
. : . and accurately reflect the quality action in alignment
. h' Icrmad P::::hﬁl?su with the measure as specified.
Recommended Blood Pressure Follow-Up Table
Recommended Follow-Up
BP Classification | SY=t0lic BP Diastolic BP | fmust include all indicated actions for each BP
mtg mmHg Classification)
RoReding | <12 AND < 80 Mo Follow-Up required
Rescreen BP within & months AND
recommended nonpharmacologic int i
Elevated B? | 15 129 AND<80 T
Reading OR
Referal to Alternate Primary Care Prowder
Rescreen BP within 4 weeks AND recormmended
First nonpharmacologic niervenbons
Hypertensive BP | _ _ -
Reading ==13 OR==80 OR
Refermral to Alesnate Primary Care Provider
Version 9.0 CPT only copyright 2024 American Medical Association. All rights reserved.
December 2024 Page 2 of 5
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EP Recommended Follow-Up
BP Classification Systolic Diastolic BP | (must include all indicated actions for each BP
o g Classtcation
Recommended nonphamacaloge mtervention
AND reassessment within § months AND an
Second order for laboratory test or ECG for
H . 130-133 OF 60-68 hyperansion
B petan® | andNOT =140 [ and NOT == 90
ng
OR
R : P Care Proyi
Secfion 1: Recommendad nonpharmacologic intervention
Medicare Part B AND EP-lowering medication AND reassessment
Claims measures L cond within 4 weeks AND an order for labaratory test or
5o dve |10 OR»<%) | ECGTorhyperenson
exclusions within the [ Reading OR
MNumerator. -
Drenominator Referral to Altemate/Primary Care Provider
exclusions are
applied before Mot Eligible for High Blood Pressure Screening (Denominator Exclusion) -
determining if the + Patient has an sctive diagnos:s of hypertension pror 1o the curment encouritsr.
quality action is met. Patients with a Documented Reason for not Screening or no Follow-Up Plan for High
Blood Pressure (Denominator Exception) —
Helpful Hint: For + Documentation of medical rezson(z) for not screening for high blood pressure (2.9., patient i in an urgent
Medicare Part B or emergent medical stustion whese tme is of the essence and to delay treatment would jeopardize the
clams collecfon patients healh status).
L B Ll 1 » Documentation of patent reason(s) for not scs Denominator Exclusion:
denominator an appropriate follow-up intervention if patien  D'ESCriDe a circumstance where the patient should be
exclusion is applied removed from the denominator. If included, they
before determining NUMERATOR NOTE: Athaugh the recommendad identify circumstances where the patient should be
the quality actions, meef the infenf of this measure, BP screening removed from the perfermance rate calculation prior o
this encoded concept ; determining which numerator outcome is appropriate.

Quality Data Codes (QDCs):
Describe clinical concepts or

on: GIT44: nutm_rlfzs reqq'red for esriension
MNormal Blood Pressure Reading Documented, E determining the intended
populafion for the measure |

Performance Met Mo andior numerator outcome. lovie-up ot

oR ™ Here, the QDCs describe a

== . quality action that assistwith

Elevated or Hyperfensive Blood Pressure Reading [ determining the numerator

Documented outcome.

Performance Met [56350: Ele:

documentzd, AND the indicated follow-up i documenitad

S—

Denominator Exception: G9745:

Blood Pressure not Completed, Documented Reason
Documented reason for not screening of recommending &

Version 9.0
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follow-up for high blood pressure

Denominator Exception:

Defines circumstances in which a patient may be deemed as not appropriate for
the numerator's quality action. These cases count towards Data Compleieness but
are removed from the Performance denominator.

Mote: Not all measures allow denominator exceplions; review the Numerator
Opticns carefully for each measure.
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Blood Pressure Reading not Documented, Reason not Given

Performance Noi Met: GETES: Blood pressure readng not documenied, reason not
gneEn
OR
Elevated or Hypertensive Blood Pressure Reading Documented, Indicated Follow-Up not
Documented, Reason not Given
Performance Noi Met: GE52: Elevatzd or Hyperensne blood pressure reading
docurmented, indicated follow-up not documenied, reason not
given
RATIONALE: |
Hypertension is a prevaient Thisis a briefstalement iy the United States. It is estimated

de=scribing the evidence h
pase andicrinteniforthe (Do pedEitene

develoging hyperension is 20 percent (3). IDEELEE Hispanic Blacks, the eldery,
diabetics and those with chronic kidney disense ane 81 ncrelsed nek of siroke, myccardial infarction and renal disepse.
Mon-Hispanic Blacks have the highest prevalence at 306 percent (). Hyperension is a8 major nsk factor for ischemic
heart diseass, kit veninculer hyperrophy, renal failure, stroke and dementia (2). Prevention of hyperiension and the
freatment of establshed hyperdension are complementary approaches fo reducing cardovascular dissase nskin the
population, but prevenbon of hypertznsion prowdes the opmal means of reducing nsk and avoiding hasmiul
conzaguences, Pesiodic BF screening can identfy indhaduals who develop slevated BF over tme, More frequent BP
screeilinﬂ may be particulzrly imporiant for individuals with elevated atherosclerotic cardiovascular disease (ASCV)
risk (4).

Hypertansion is the most common reason for adult office visits ofher than pregnancy. Gamison stated that in 2007, 42
million ambulatary visits were attibuted to hypertension (5). It ale has the highest utilizafion of prescripion drugs.
MNumarous resources and trestment options are availabls. yet only about 40- 50 parcent of the hypertensive patients
have their blood pressuse under contral [<140090) (1,2). In addition to medication non-compliance, poor culcomes S
aiz0 anrbuted 1o poor adherencs to Mestyle changes such a3 a low-sodwrn diet, weight loss, increasad exercese and
[ivwtimg aloohod intake. Mary adults find it difficult to contnue medications and Ifestyls chanoes when they ars
asymptomatic. Symptoms of elevated blood pressure usually do not occur untl sscondary problems anse such as with
vescular dhseasss (myocardial infarction, stroke, heart failure and renal insufficiency) (2)

Approprate follow-up after blood pressure measurement i 3 prvotal component in preventing the progression of
hypertenson and the development of heart dissase, Defection of marginally or fully elevated blood pressurs by a
gpecialty cinician warrants referral o a provider famiiar with the management of hypertension and prehypertension.

The Amencan College of CardiclogylAmerican Heart Associafion (ACCIAHA) 2017 Guslelines provide updated
recommendations for ASCVD risk. For addifional informaticn pleass refer to the 2017 ACC/AHA gudelines:
hitps:\fwww ace omlatest-in-cardiclomytten-points-to-rsmermben 20171 1090 1417201 T-gudeline-Sor-high-blood-

Lifestyle modifications have demaonstrated effectiveness in lowernng blood pressure (8), The synergistic effect of sevaral
[ifestyle modifications results in greater benefits than a sngle modiScation alone. Baselne disgnosticlaboratory testing
extablishes if & co-easting underdying condibion is the etelagy of hyperension and evaluates if end argan damage from
hypertenson has already occured. Landmark raks such as the Anthypenensiee and Lipid-Lowering Treatment 1o
Prevent Heart Attack Trial (ALLHAT) have repeatedly proven the efficacy of pharmacologic thesapy to contrel blood
pressure and reducs the complications of hypertension. & review of 35 stedies found that the pharmacist-led
inerventions invobeed medication counseling and patient education. Twenty-nine of the 35 studies showed statistcally
significant improvement in BP lzvels of the intervention groups at follow-up (7). Follow-up intervals based on blood
pressure confrol have been established by the 2017 ACC/AHA guideline and the United States Preventive Services

Task Force (USPSTF).
Version 9.0 CPT only copynight 2024 American Medical Assaciation. All rights reserved.
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Clinical Recommendation Statements:
This is a summary of the clinical
recommendations based on best

practices, guidelines, eic.
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H Indicated by the measure

Thess perdormance measures are not clinical guidelines and do not establish a standard of medical care, and have
ot been tesied for all potenval applications.

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

Limited proprietary coding is contained in the measure specifications for convenience, Users of the propnatary code
sets should obtan all neceszary hcenses from the owners of these code ssts.

CPTE contained in the Measune specificabions is copynght 2004-2024 American Medical Association. LOINCE is copyright
2004-2024 Regenstrief Institute, Inc. This material containg SNOMED Clinical TermsE (SNOMED CTE) copynght 2004-
2024 Intemational Heatth Terminalogy Standards Development Organisaton_ 1IC0-10 is copyright 2024 Word Health
Organizason. All Rights Reserved.
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Interpretation of Medicare Part B Claims Measure Flows
Denominator

The Medicare Part B Claims Measure Flow is designed to provide interpretation of the measure logic and
calculation methodology for data completeness and performance rates. The measure flow starts 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
2025 Medicare Part B Claims Measures:

Start
Measures Precursor for ALL

Denominator Eligible Sample
Fopulation

Medicare Part B FFS

No Patients

Yes

Pl ¥ . Eligible CPT
/" Notincludedin Category | Codes without
| Eligible Population/ -- Mo Assistant Surgeon Modifiers
. Denominator ' 80, 81, 82 or AS OR
4 Technical Componant

A ' Modifier TC

Yeas

Y

Continue to Specific,
Mo Selected Measures
Denominatar Critaria
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The Medicare Part B Claims Measure Flow in each Measure Specification begins with the appropriate age group and
denominator population for the measure. The Eligible Population box equates to the letter “d” (as shown at the bottom
right corner of the last box of the denominator diagram) by the patient population that meets the measure’s inclusion
requirements. Below is an example of the denominator criteria used to determine the eligible population for Quality
#181: Elder Maltreatment Screen and Follow-Up Plan:

Denominator

Patients aged

M =60 years on date of
‘ encounter

Mot included in
Eligible Population/
D enominator

Yes

Patient
encounter during
the performance period
as listed in
Denominator™

Yes

Telehealth Modifier as

—es listed in Denominator®

Mo

v

Include in Eligible
Population/Denominator p——
(80 patients)

d
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Some Medicare Part B Claims measures, such as Quality #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
Instructions section of the Medicare Part B Claims Specification to determine if it contains multiple submission
criteria, each of which will be fully detailed within the Denominator section..

Submission Criteria One

Denominator

Patients aged
= 12 years on date of
encounter

Not included in Eligible
Population/Denominator

Yes

Patient encounter

during the performance

period as listed in
Denominator®

Yes

'

Include in Eligible
Population/Denominator
(100 patients)

d1

Submission Criteria Two

Denominator

Patients
aged = 12 years on date
of encounter

Yes

All eligible
instances when G9902
is submitted for Performance
Met (patient screened for tobacco
use AND identified as a tobacco
user) in the numerator of
Submission
Criteria 1

Y

Not included in Eligible

Population/Denominator

encounter during the
performance period as
listed in Denominator™

Yes

'

Include in Eligible
Population/Denominator
(50 patients)

dZ
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Numerator

Once the denominator is identified, the Medicare Part B Claims Measure Flow illustrates and stratifies the quality
action (numerator) to assist with calculation of data completeness and performance. Depending on the measure,
there are several outcomes that may be applicable for the measure’s calculation. 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;
Middle box - Denominator Exception = “b” and shaded yellow;
Bottom right boxes below - 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 as described to identify the particular outcome of the
measure represented. This is illustrated below for Quality #134: Preventive Care and Screening: Screening for

Depression and Follow-Up Plan:

No

Documentation
stating the patient has had

a diagnosis of
bipolar disorder

No

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
depression not completed,
documented patient or
medical reason

No

Depression
screening not documented,
reason not given

No

Screening for
depression documented as
positive, follow-up plan not
documented, reason
not given

Numerator

Data Completeness Met +
Denominator Exclusion
G717
(10 patients)

Data Completeness Met +
Performance Met
G8431
(20 patients)

il

a

Data Completeness Met +
Performance Met
G8510

(30 patients) a2

Data Completeness Met +

‘Yes—=| Denominator Exception

G8433
(10 patients) b

Data Completeness Met +
Performance Not Met
G8432

(10 patients) &

Data Completeness Met +
Performance Not Met
G851

(10 patients) e
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Algorithms

Please note that a Measure Specification includes a data completeness and performance algorithm for each
submission criteria and/or performance rate. Information regarding submission requirements for each measure will be
found within the Measure Narrative section (separate from the Flow Narrative section) of the Measure Specification.

Data Completeness Algorithm

The Data Completeness Algorithm calculation is based on the eligible population and the volume of performance
data reported as described in the Measure Flow. 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
#134: Preventive Care and Screening: Screening for Depression and Follow-Up Plan. In the example, 90 patients
met the denominator criteria for eligibility, 10 patients were considered a denominator exclusion, 50 patients had the
quality action performed (Performance Met), 10 patients didn’t receive the quality action for a documented reason
(Denominator Exception), and 20 patients were reported as not receiving the quality action (Performance Not Met).

Data Completeness =
Denominator Exclusion (x=10) + Performance Met (al+a2=50) + Denominator Exception (b-=10) + Performance Not Met (c!+c2=20) = 90 patients = 90.00%
Eligible Population/Denominator (d=100 patients) 100 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 Algorithm that represents this calculation for Quality #134. In this scenario, the
patient sample equals 90 patients where 50 of these patients had the quality action performed (Performance Met),

10 patients were submitted as a Denominator Exclusion, and 10 patients were reported as meeting the Denominator
Exception.

Performance Rate =
Performance Met (al+a2=50 patients) = 50 patients = 71.43%
Data Completeness Numerator (90 Patients) — Denominator Exclusion (x=10 patients) — Denominator Exception (b=10 patients) 70 patients

Multiple Performance Rates

MIPS 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 rate measure. The Medicare Part B
Claims Measure Flow for these measures includes algorithm examples to understand the different data
completeness and performance rates for the measure. The system will calculate the data completeness and
performance rates for the measure based on the submission of claims data by the MIPS eligible clinician.

Version 9.0
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