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Introduction

This document contains general guidance for the 2021 Quality Payment Program (QPP) Individual Measure
Specifications and Measure Flows for MIPS clinical quality measures (CQMs) submissions. The individual measure
specifications are detailed descriptions of the quality measures and are intended to be utilized by individual MIPS
eligible clinicians submitting CQMs via Quality Clinical Data Registry (QCDR) or Qualified Registries and by groups
submitting via Qualified Registry 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
Data submission from individual CQMs may be collected by individual MIPS eligible clinicians or groups. Other
collection types will utilize different submission types as outlined below.

o There are separate documents for Medicare Part B claims measures 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 the
electronic clinical quality measures (eCQMs).

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

Clinical Quality Measures 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 315t 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. For example, in Quality ID # 19 (NQF 0089): Diabetic Retinopathy: Communication with the
Physician Managing Ongoing Diabetes Care the submitting MIPS eligible clinician would be allowed to ‘look back’
from the date of the denominator eligible encounter and ‘forward’ to the end of the current program year to confirm
if the most advantageous numerator option was met.

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,
groups, or third-party intermediaries. The denominator population may be defined by the following criteria:

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)
Current Procedural Terminology (CPT)
Healthcare Common Procedure Coding System (HCPCS) codes

The CQM collection type may include patients from all payers not just Medicare Part B Physician Fee Schedule
(PFS) covered services. HCPCS coding may include G-codes, D-codes, S-codes, or M-codes. These HCPCS
codes may be found in the denominator and would be associated with billable charges. These QDC'’s describe
clinical outcomes that assist with determining the intended population.

If the specified denominator codes for a measure are not applicable to the patient (for the same date of service) as
submitted by the individual MIPS eligible clinician, group, or third-party intermediary, then the patient does not fall
into the measure’s eligible denominator. Some measure specifications are adapted as needed during the annual
update process for implementation in agreement with the measure steward.

Measure specifications include specific instructions regarding CPT Category | modifiers, place of service codes
(POS), and other detailed information. Each MIPS eligible clinician, group, or third-party intermediary should
carefully review the measure’s denominator coding to determine whether codes submitted to a Qualified Registry
or QCDR meet denominator inclusion criteria.

Denominator exclusions describe a circumstance where the patient should be removed from the denominator.
Measure specifications define denominator exclusion(s) in which a patient should not be included in the intended
population for the measure even if other denominator criteria are applicable. Quality-data codes (QDCs) or
equivalent codes are available to describe the denominator exclusion and are provided within the measure
specification. Patients that meet the intent of the denominator exclusion do not need to be included for data
completeness or in the performance rate of the measure.
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Numerator Quality-Data Codes

If the patient does fall into the denominator population and no denominator exclusions apply, the applicable QDCs
or equivalent as indicated by the registry that define the numerator options should be submitted for data
completeness of quality data for CQM submissions.

Performance Met

If the intended quality action for the measure is performed for the patient, QDCs or equivalent from the
CQM are available to describe that performance has been met and should be submitted to the Qualified
Registry or QCDR.

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, QDCs, or equivalents referenced in the CQM are available to describe medical, patient
or system reasons for denominator exceptions and can be submitted to the Qualified Registry or QCDR. 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 judgement by the MIPS
eligible clinician.

Performance Not Met

When the denominator exception does not apply, a measure-specific CPT Category Il submitting modifier
8P, QDC, or equivalent in the CQM may be used to indicate that the quality action was not provided for a
reason not otherwise specified and should be submitted to the Qualified Registry or QCDR.

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.

Each measure specification provides detailed Numerator Options for submitting on the quality action described by
the measure. The numerator clinical concepts described for each measure are to be followed when submitting
data to a Qualified Registry or QCDR.

QDCs may be found in the numerator and may utilize HCPCS coding. These QDCs describe quality actions that
assist with determining the numerator outcome.

Clinical Quality 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 meets 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 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's for the patient at the July encounter to meet
data completeness for submission of Quality ID # 130.

Group Submission
MIPS eligible clinicians submitting under a group practice selecting to participate in the group submission under the
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same Tax Identification Number (TIN), should be submitting on the same patient, when instructed within the
chosen measure. For example, if submitting Quality ID # 130 (NQF 0419): Documentation of Current Medications
in the Medical Record all MIPS eligible clinicians under the same TIN would submit each denominator eligible
instance as instructed by this measure.

If the group choses a measure that is required to be submitted once per performance period, then this measure
should be submitted at least once during the measure period by at least one MIPS eligible clinician under the TIN.
Quality ID # 6: Coronary Artery Disease (CAD): Antiplatelet Therapy is an example of a measure that would be
submitted once per performance period under the TIN.

CMS recommends review of any measures that an individual MIPS eligible clinician or group 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- 866-288-8912 (Monday — Friday 8:00AM — 8:00PM

Eastern Time) or email via gnetsupport@hcaqis.org.

Clinical Quality Measure Specification Format (Refer to the Example CQM Specification Below)
Quality ID number, National Quality Forum (NQF) number (if applicable), measure title, National Quality Strategy
Domain, and Meaningful Measure Area

Collection type

Measure type

Measure description

Instructions on submitting including frequency, timeframes, and applicability

Denominator statement, denominator criteria, coding, and denominator exclusion

Numerator statement and coding options (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://app.cms.gov/mips/explore-measures.
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Example Clinical Quality Measure (CQM) Specification:

The measure number and
Mational Cuslity Forum

(HQF) number, if This is the: official
applicable, are listed here. measure title,
¥ v
Quality 1D £134: Preventive Care and Screening: Sereening for Depression and Follow-Up Plan
- National Quality Strategy Domain: Community/Population Health
— Meaningful Measure Area: Prevention, Treatment, and Health
®
o
MIPS CLNICAL QUALITY MEASURES (CONS Pttt i
feaks) Dornain in which the
- measure is included.
BEASURE TYPE ¢ | The overall classification
This segment Frocess of the measured clinical . -
includes 3 high- = DESCRIPTION: action. This is the Ma?ﬂngful
lewel description BANE TR, Measure Area inwhich
e Percentage of pabents aged 12 years and oclder soreened for depeession on the the measure is inchuded.
days prior 10 the date of the encounter using an age-appropriae: standardized

pesitive, & follon-uap plan is documantzd on the date of hie slgitls encsunter]
This defails how |y, weTRUCTIONS:

often the measurz

o s This measure is o be submitted @ minimum of PRCE per meagyrement perigd for patents seen durng the
subamitted and measurement period. The most necent quality-data code submitted will be used for performance caloulation. This
e choaskd sabamit miaasure may be submitied by Mert-based Imcentive Payment System (MIRS) eligible clinicians who periom the quaity
e e actions descrbed in the measune based on the senvices provided and the measure-specific dendminaior coding. The
Todlove-up plan mus be redxed fo 3 posifve depression scréeming, example. "Patient referred for psychiaiic evaluaton
due bo positive depression screening”.
This will identify
whether a 3 NOTE: Paient ancounters for this measure conducted via talsheatth fa.q, encountars coded with GO, GT, 95, or POS
measurs is 02 modifiers) are allowabls
eligible for .
talehealth. Measure Submission Type:
Measurs data may be submitted by indridual MIPS elghble chwoans, groups, o Band pardy mfermadanss. The listed
dentminabor crilénia Are wsed 10 adendly the intended patient populabon. The numerator opbons included in Tis
The dencminator specificaiion are used fo submit fhe quality acions as allomed by fhe measure. The quality-data codes listed do not
statement need o be submitiad by MIPS eligible clinicians, growps, or fhrd party intermediaries that uilize this modality for
describas the submissions; however, these codes may be submitied for fhose Tind party insermedianies that walize Medicare Parl B
population claims data. For mone infarmalion negarding Applicaiion Programming Inberface [API), plezse refer fo the Cualty
evaluated by the \w Program (OFF) webrite.
performance
MeEasEUre.
Mmmmmmmummnwmummlmmnmmmm
Review path during fhe measurement pencd
el Definition: . . : :
encounter coding fo Nat Eligible:for Depression Screening or Follaw-Up Plan [Denontinglor Exclusion) -
detanmine if fe [~ *  Pabents who have been diagnosed with depression- FO1.51, F3200, F32 1, F32.2 F32.3, F32.4, F12 5,
patient mests Fi2 88, F328, F33.0, F33.1, F33.2, F31.3, F3340, F3341, F33.42, F33.8, FI38, F3d.1, F3481,
P e F34.85 F43.21, F43.23, F53.0, F53.1, 0008, O%0.340, 090 341, 000,343 0606 343, 090,45
Each denominaior +  Patents whi have been diagnosed with bipolar dsorder- F31.10, F31.11, F31.12, F31.13, F31.2,
caterion is requined F31.30, F31.31, F31.32 F31.4, F31.5, F31.60, F31.60, F31.62, F31.63, F31.64, F31.70, F31.71,
in order fior the F31.72, F31.73, F31.74, F31.75, F31.76, F31.77, F31.78, F31.81, F31.88, F31.5
patient fo ba
considered DENOMINATOR NOTE: The ivizni of the measurs is o screen for depression in pabents who have never
denominaior ehgible nad @ Bagnoses of depresson or bipoiar disgrder prir 10 e s encounter wesd 10 evaluale e
I-Iefmffjdl-“;rﬁ?dn numerator. Paiients who have ever been disgnosed with depression os bipolar disorder will be excladed from
QP]!:nEaﬁuElE: Wergion 510 CPT onlly copynight 2020 American Medical Associalion. Al nghls reserved
simitar denomingitor | Novembsr 2030 Page 1of 11
cateris or encounder
type coding.
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tha maasure,

“Sugndies that this CPT Category [ code 5 @ mincovi] oz are fhe oriteria to determing if he pasiznt,
m‘ﬁr&l Thase non-coversd senices should 4 pmt:achte,utm‘nterma]rbem:hdaﬁmm
Measur=s may contain meat 3 measure’s inclusion
e T e = = dam-nhneqllermisrelmthemltnfﬂm
Denominator exchusions AND
aemdhwﬁ':e ;o';'fm ;-I';H “ﬁii 96105, %6110, ;EPIEHS:'I
Al e aTr 1, 36100, 3611 The denominator s generally identibed
before determining if he S7162. 7163, 97165, §7165, 97167, 99078, 95207 99207 5004, st il ey
quality action s met 99305, %5006, 99307, 95004, 99309, 99010, a5, 4916, 318, 99) well as |CO-10CM or PCS codes, patient
99035, ¥9006 99007, 55008, SOAD, SSA0N" SRMOR HRA0Y SMAD 9 oo onbice (e age. gender, i), and
G9386", $904T S50 T9395, G90%e, e, G0N0, GOM0R, G438 place of senice (f applicabis).
DENOMINATOR EXCLUSION.
Decumentaticn atating the patient has had o diagroala of depreaskon or has had a diagnoats of
bipolar disorder; Z3T17
= This is 3 clinical action counted 35 meating the
HUMERATOR. % measwe's requiremeants (Le. a patient who
Faterss sernanad lor depreszion on the date of the anooun recefved 3 particular dinical senice or obisined 3
wsing an ape-appropnale sandandzed toel AND if positve, particular cutcome that is being measured).
ehgibile encounies
D finitions Bereening = Completen of 8 clincal or dagnestic kel used to ientify people o risk of devalaping or having a
prowide furfher oertain deease or condibon, aven in tha abeence ol
nformation on Standardized Depression Sereening Tool = & nomsslzed and validated depeession streaning tool
the intent of key divelopsd for the pibant populton in whech 1 8 bing ublized
conoepts fo
assist with Exarrgles of slandardzed depeatsion screaning tocls inchade bul are rct hmited 1o
measure *  Agolescent Scovening Took (1217 years)
submission. Fatient Health Cuestonamre for Adclescests (FHO-A), Beck Dopression Inventory-Prmary Care
Warsion [BD1PC), Mood Fesing Questoarnmirs (MFO), Canter for Epdamsologic Studies Depression
Seabe (CESD), Patient Health Qussternirs (PHO-S), Padioing Symencen Chacklet (PSC-1T), and
PRIME MO-PHO-2
-
Patient Health Cuestersmre |, Back Dapressesn bvvensory (B0N o BOI-I), Cemver foe
Eprdamisiogc Stides Depe e Lol tSE PR, Duke Andaty-
Dcrostion Scole (DADS), This i an exampie of a tor Daprasaion in
Daenesitsa (CA00), PRIME complex Numerator. Review (UMD, Chack
Inveniory of Depressve 5 the Numerator section Adaptve Testeg
Decrestion Inveniory (CAT-[] carefully to submit the quality- | Screener (CAD-MOD)
+  Parinatal Screaning Toals data codes (QOCS)
Edinburgh Posinatal Degrs necessany io mest data Scale, Pabert Honlth
Questonamrs 9 (PHO5), completensess and Irveantoey=11. Canter for
Epidamiciogic Studwas performancs. Scale
FallowAlp Plam = Decumanted mchade ana or more of e
folicusng
+  Ra'ral 1o a prociiondr who 18 guakied 1o diagnoss and rest degeassion
+  Pharmacologicsl intrmnbons
Verson 510 CPT oy copynghl 204 Amencan Medical Aseociabon, All nghis reserved
November 2020 Page 2of 11
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®  Dther mierventions or follow-up for the diagnosis or treatment of depeession

Exmgpes of  folow-up plan mciude bul see aol brmied 1o

o Federral 1o & practtonss o program lor haretar svaluation for deprestion, lor sxnmpls refaral 1o 8
prsychiinst, peychologist, sooinl worker, mental bealh counselor, or ofher mental health service such os
Ty o group Thiragy, Suepon groep, tignsss ) program, or othar perace lor satment
of depression

o Dther nisrvanions dedgned o beal Sepraseion fuch b behavorsl hasith svalubbon, piytholhansgy,

iErpenhies of addnomal mestment nonoes

prarracological
Paants: wih & Decumanied Fanson for aotl Serseaang for Digetstats (Danomnstor Exception) -
Prabenl nefuses 10 padcipan
Ok

Dm-mﬂnﬁdmhﬂmmih&mmhqu
foncoonnl, o mobvanonnl byNBOnE TR May mpasl Becurdcy Of reauts patnnl & i B0 urgesl or
emergent stuston where tme s of the essence and o delay eaiment would popasdoe the

[pabient’s health status)

Humeraics Inwiructions:

A depeession soreen & complated on the date of the encounier o0 e 1o 14 days proe 1o the dats of the
Acouniss Usng B Bge-appecpnate Fisadanized depeeision screenng 1ocl AND ¥ positwe, @ follow-up plan
et ke documenied on the dafs ol the ercounber, sach as referal o a prachboner who 5 geakfed 1o freat
depression, phamacological intermalions or other mbensenlions for the seatment of depression.

Depression soreeming is requred once per measurement perod, not a1 all encousiers, An sge-appropeiale,
winndandend, and vabdased deprssion scrsesing ol must be uisd for memenior compliance. The name of
e ape-sppropnate standardized depression screening tool utlized must be documentbed in the medical
roctrd The depration sereanng Mukl Ba ravwewsd and addmriesd » the office of the provder on tha dat ol
e encounter. Positive pre-sorecning resslls imdicating & pabent s at high rsk for seif-harm should recess
BN UBAE IErEnaon B dalterrenad by the peoader pracac, The screanng should sceur durng B
iguabfying encounter or up 1o 14 days price 10 the dale of the guakifying encounser

o wthent (ol 19 iy pece e thit anecunter. Tharsfon, & cliacing would not b Bble b comphits Baclhee
sCeeening i She tme of the encounier 1o count towards & follow-up, because that would sene as the most
rcanl gereanng. ls onder io setedy the folow-up requinemen for & patent scraening postreely, the slgibls
chnicean would reed o provids one of the sforemenboned folios-up sctons, which doss not inchede wse of &
sinndardized dapratinn scesenieg ool

Should & patent screen posiive Tor depressicn, B chrcan should oot io complets B sucads ik BssesEment
wiszn sporopnate and based om indvdual patient characterstics. However, for the parposes of ths measure,
» wucade il aEsasEment or addonal screening usng & standardmed 100l will not quakify as 8 lollow-up plan

Bumeates Optiang:
Performance Mel Screemang for depeession is documenied as bamg positve
AND o Tollow-up plan & Socemenmed (G3411)
OF
Performance Mer Scrpaning for dipetsaisn if dotumdntnd as Asgatve, B
Folow-up plan & not requred [GE510)
Wersion 5.0 CFT only copynght 2020 Amancan Medical Sssocabion. Al nghs resened

Movember 2030 Page Jof 11
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Section 2:
Measures may have denominator exceplions fo represent 3 medical (1F), patient
{2F)., or system (3P} reasons for not performing the quality sction. Some measwes
within Quality Payment Program allow no denominator exceptions.

mﬁﬁwﬁu Serssnung bor deprassatn not completed docurmested
reason [GEAIY)
Performance Not Met: Depressacn screening not docamented, reason not green
168430}
Performance Not Met: Screaning for depression docureated 85 postve, iollow-
w0 plan Aol documenied, reaton ol greea (GES11)
RATIONALE:
This i5 @ brief f Depresson 5 2 sencus medcal iiness assocaied wilh hgher raies of chromc desage
statement and rrpared bunctonmg (Katon, 2003 Wells et sl 1959) 2016 U5 curvey datn
des cribing the (3.1 millicn adolescents) had @ mayr deorvsare wpsode (MDE] m the past year, wih
evidence base i adobgoants) havng ol MDE with tavien srparmaat. Tha parre dats wdcats Codes. These codes may be
and/or intent for cider (16,2 millon aduits) had ot least one MODE wib 4.3 pevcent of adults (103 millon usad to identify numearaior
the meamme. pevern mparment e past year (Substance Abyse and Mestal Health Semveceg I options.
that peverty of dapeacesve ymmptoms batior min hareng Bty with work, home o

severty of depressne symploms moreased | rates of haermg GSoulty with work, kome | or 500l acirebes related I
daprasrops symptoms roreased For thoss tasshes s ol weh mid degrssse sprpteere. 45 T repoeed S8cuny win
actbes: and those weh severe depressve symptoms, 55 [P reported dificulty (Preet & Brody, 200). Children and Seens
with major depresaive dipcedar (MDD have baan found 1o Rave Sficulty carmying oot thesr daly actites, relating 10
cthers, gromvg up healhy and sho ae o 85 Rcreased ngk of socde (Saa on bakal of the U5 Prevestve Sernces
Task Foeps USPSTFL 20150, Additorally, perratal depression (comsaersd here a5 depression arging n i period bom
concaction o the end of e Sat postnatal year) Bects i 1o 12% of women (Woody, Feman, Satkind, Whitetord, & Harrs,
2007} Depresscn and ofver mood deoeders, such 25 bpolar dpceder and anmety dcedess especaly dumng e
perralyl penod can hawve devagiateg ofiects on women efanty and famdes (Arescan Colege of Dbretrcan and
Gyremcoiogsts 2118 Mammal saods rates res o hemorrhage and hyperteesee decrdes o 8 carse of maters)
morality (Falladmg, Smgh, Campbell, Fiyma, £ Gold, 2011)

Hsgatres cuittmas stsocutied wih deprasiaon ke  cratal 1o Strean n oeder 1o clestdy snd Teat depesttnn &2 sardy
shapes Wikide Prmary Care Proedes (FUF5) perve 36 e Tt me of defiense = The delecton of depenisnn shades show
that PPy It recogenze wn i 50% of depratsed patents (Bormer, Brausstesn St Victer, & Polack, 20100 “In natenally

representabve U 5 parveys, about eght perrent of adoliesonnty. meportesd haremg maie depresson m e passt year Only
Tty 0% oF chidesn g AdOETIAAE W JACAETICA FECaGS PRI A3 TRt e Taety oF dereeied
youlh are undiagrosed and untrestied” [Sas on behalf of USPSTF, 2018, p 360 & p 35d) Evdence supports tha

scrpenng e depreppon m pregnand and posipastsm women i of moderate nurt bereft and ireatment optoes foe positiee
dapratpen torsanny thiuid be seadabis foe pataans webes B shder nciudng precnanl 8d SOMISAFLIT WOTAR

H prevanitagy segate patent cuftomes & nol enough,. e substartal sconom: burden of depresson for ndvidualy aed

socety abke makes a case bor soreenng for depresoon 00 8 reguiar bacs Depresson imposes economec burden trough
deect and mdirect covts T the Umided States ae estrmatesd 577§ bilice wa spent ca depresion treatment im 2009 and
et prochucivity cost an adkdional sctmated 5773 billen im 201 1" (Sas & USPSTF, 2018 o 383-384)

Thiz reaturs sesks o align wils cirscal guadsine recommendatont a4 well st Haaidy Pecole 2020 mcommmesdation
for moutne screening for mental heath problems a5 8 part of prmary core for both children and adults (U 3 Depariment of
Haath ard Human Services, 2014) and malieg an rrporant contrbution 10 e quality domain of commgity and

potusten healt

This 53 summary of the
Adglescend Recommendaton (1218 years) based on best praciices.

“The USFETF recommends soreeamg o MDD m adgiesoests aged 17 10 18 pears. Soreewng should be

Verson 310 CFT omily copyrght J000 Amercan Medcal Assocation. All nghts reserved
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mplemented with adequate systems in place o ensune sccurate disgnosis, cffecte treatment, and appmpnate:
fcllow-up (B recommendation)” (S cn bekal of USPSTF, 2016, g 3600

Adalt Recommeandation (18 years and older)

"Tha USPSTF racommansds screaning for depeession in the ganaral adult population, inclading peagnant and

potipadurm womnen. Soreening should be implementad with adeguale systams i placs i enture Bcturale Sagnodis,

elizctve trestment, and spproprate follow-up (B recommendaton)” (S & USPETF, 2016, p. 380)

The Inatitute: for Clinical Systems lnprovement (IG5 haalth cars guideline, Adult Depnesson in Primary Cars, provides

the folowang recommendatons:

1. *“Clinicians should routinely screen all adults for depression using a standardized mstnement *

2 "Clinicians should establich and maintain folow-up with patents. "

3. "Clinicians should sereen and monitor deprestion in pragaast and post-partum women " (Trangle seal 016 p 8-
L This is fhe copyright for the measure

m*._-—- as indicated by fhe messure stewarnd.

Thesa parformance measures am not chnical guidelines and do rct estabdish a standand of medical care, and have not been

tetted for all polential spplications.

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

Limsted propretary coding it contained in the meaturs specfications for commrmence. sars of the propristary code ssiz
should cbtam all necessary kcenses from the owniers of these code sets. FOP1 disclaims ol kabelity for use or sccuracy of any
Current Procediurnl Tesminclogy (CPTE) or other coding contained in the speciications

CPTE oortared i te Measurs specleations s eomymgit 2004-2020 Amencan Medical Assaaiabon. LOINCE = copymght
2004-2020 Regensined Instituie, Inc. Ths materal contans SNOMED Clrecal Terms® [SNOMED CTE) copynght 2004-2020
Iniematicnal Health Terminclogy Standards Development Organisaticn. ICD-10 & copynght 2030 World Health Organization.
Al Rights Resarsed.

Versicn 5.0 CPT only copyrght 2000 Amencan Medical Associabion. Al nghts reserved
Mowember 2020 Page 5 of 11
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Interpretation of Clinical Quality Measure Flows

Denominator

The CQM 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 patients from all payers 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 CQMs:

Start
Measures Precursor for ALL
Denominator Eligible Sample
Population

Eligible CPT
Category | Codes withouw
Assistant Surgeon Modifiers

Mot Included in
Eligible Population/

Denominator

80, 81,82 or AS OR
Technical Component
Modifier TC

Yeas

:

Continue to Specific,

Selected Measures
K Denominator Criteria

11
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The CQM 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 # 6: Coronary Artery Disease (CAD): Antiplatelet Therapy:

Denominator

Patients aged
No =z 18 years on date
ofencounter

Yes

Mot included in E ligible
Population/Denom inator

Diagnosis for CAD
as listed in
D enominator®

Yes

P afient
encounter during
performance perod
as listed in
Dencminator®

N o

Yes

!

Include in E ligikle
P opulation/Denominator
20 patients)
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In some instances denominator exclusions will be found within the denominator. Quality ID # 134: Preventive Care
and Screening: Screening for Depression and Follow-Up Plan Rate below is an example of a measure that exhibits a
denominator exclusion that is labeled and is represented by a purple diamond.

Inchude n Elgible
PopulasonTDenominctor
(100 patients)

13 Version 5.0



Some measures, such as Quality ID # 5 (NQF 0081): Heart Failure (HF): Angiotensin-Converting Enzyme (ACE)
Inhibitor or Angiotensin Receptor Blocker (ARB) or Angiotensin Receptor-Neprilysin Inhibitor (ARNI) Therapy for Left
Ventricular Systolic Dysfunction (LVSD), have multiple options to determine the measure’s denominator. Patients
meeting the submission criteria for either denominator option are included as part of the eligible population. Review the
CQM to determine if multiple performance rates are required for each submission criteria.

Submission Criteria One

Fatant aged
218 yeas on dete
o enssunet

SRDLEr A ing
o oy N Om e 00 = 1o b used o
P By ey Sluaion & ls1ed i
ot Denominstor®

Al leaii one
acidmionad pa Seni encouner duing
e o o e i s s e i
Crenamirmter™

Lah vanrioilar
pection Facton |LVEF) Wi
thise 400 0 oo e e 0 OF Froaerns bk
o BEvenely Jepne sed kN
W ouler sy s ol c i nation
S2F o wgubmlen)

Y

¥

Irgha @ i Egdie
PogulasonDencminsion
(80 paterm i
d

14

Submission Criteria Two

Pgpnd o rom vier dymng
perbreane pred asbsedn Fe
Cewmratr

-1

sjedion tacton (LVE F)

I 1R 80 % O S0 AR 0T
Seoresaed

inclagle in Elghie
Fopd bl Ten mastsr
&0 visar
o
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Some CQMs, such as Quality ID # 226 (NQF 0028) Preventive Care and Screening: Tobacco Use: Screening and
Cessation Intervention have multiple submission criteria and multiple performance rates. Patients meeting the criteria
for either denominator option are included as part of the eligible population. Review the CQM to determine if multiple
performance rates are required for each submission criteria.

Submission Criteria One/ All patients who Submission Criteria Two/ All patients who

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

received tobacco cessation intervention

Denominator
.: Stan D engminator
/ Patenis aged
215 years. "
Patients aged
> 18 years

20 wligitle
imgtances when 9902
s submitied for Perform ance Wet
(patent screened brtobacs use
and dentited as tobacco user)
in the numeratos of

Submission

Al least two Alleasione C oerin 1
patient encounters prevenive encounter Mo
auring he perdomance N dunng Me performance o
penod as isted in the . penod as isled in ihe
~._ Denominator* Denominator*
A:Inumn\\ 4 least ane

patient encouniers preventive encounier

during the perk nmance duning e perform ance

Yes Yes—— penod a8 lsted in the penod as listed inthe

Denaminator Denominaier

L
Include in ENgiie

Populatons
Denominator
(100 patients) 1

Include i E bgible
Populatont
Cengmennior

0 pabents) 2
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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 - Performance Met = “a” and shaded green; Middle right boxes - Denominator
Exception = “b” and shaded yellow; bottom box - Performance Not Met = “c” and shaded gray; and bottom left box
- Data Completeness Not Met = shaded red. 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 # 6: Coronary Artery

Disease (CAD): Antiplatelet Therapy:

Data Com pletenes s Met +
e, : 3 Performance Met
Asmnnfcl%j::mrel NS 408BF or equivab
prescr {40 pafents)
Mo
Crocumentation Data Com pletenes s Met +
of medical resson(s) for Veoke Denominator Exception
not presoibing aspinin = AQBEF with 1P or equivaEnt
or clopidogrel {10 patients)
Mo
Cratz Completenes s Met +

of patient reason{s) for

not prescribing aspirin or

Mo

Drocumentation
ofsysEmresson(s) Dr

not presoribing aspirin Yes®™ 4neEF with 3F or equissknt
orclopidogrel [0 patients) b2
Mo
”EIF‘““‘ o Data Completeness Met +
chopk i Pefomance Mot M et
L peacio e Yes®l A086F with 8P or equiraknt
not otheryise (20 patients)
specifed & <
Mo
16

N

Denominator Exception
40BEF with 2P or eguivaEnt

[0 patients) o

Data Com pletenes s Met +
Denominator Exception
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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 # 19 Diabetic Retinopathy:
Communication with the Physician Managing Ongoing Diabetes Care, have a clarifying code and/or language (e.g.
G-code G8397 for Quality ID # 19) in the numerator to identify eligible patients when no CPT or ICD-10 diagnosis
code exists. In the case of Quality ID # 19, 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; Performance Met,
Denominator Exception, and Performance Not Met. Below is a sample data completeness algorithm for Quality ID #
6. In the example, 80 patients met the denominator criteria for eligibility, where 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 submitted and are not represented in the algorithm
(Data Completeness Not Met). Additionally, depending on the Qualified Registry’s or QCDR’s data source and
abstraction method, the data completeness may not reflect missing numerator data.

Data Completeness =
Performance Met (a=40patients ) +Denominator Exception (b1+b2+b3=10patients) + Performance Not Met(c=20patients) _ 70patients _

— ; , - : 87.50%
Eligible Populahon/Denommator(d=80 patlents) 80patients

Performance Algorithm

The Performance Algorithm calculation begins with only those patients where data completeness was met and
reported for the measure. For those patients reported, the numerator is then determined based on completion of the
quality action as indicated by Performance Met. Meeting the quality action for a patient, as indicated in the CQM
measure specification, would add one patient to the denominator and one to the numerator. Patients reporting with
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 # 6. In this
scenario, the patient sample for data completeness per the numerator equals 70 patients where 40 of these patients
had the quality action performed (Performance Met) and 10 patients were reported as having a Denominator
Exception.

Performance Rate=

Performance Met(a=40patients) - A0patients _ . o,
- . (]

Data Completeness Numerator ( 70 patients) - Denominator Exception(b1+b2+b3 =10patients) ) 60patients

For measures with inverse performance rates, such as Quality ID # 331: Adult Sinusitis: Antibiotic Prescribed for
Acute Viral Sinusitis (Overuse), a lower rate indicates better performance. Submitting the Performance Not Met is
actually the clinically recommended outcome or quality action.

17 Version 5.0



Multiple Performance Rates

QPP measures may contain multiple performance rates. The Instructions section of the CQM will provide guidance if
the measure is indeed a multiple performance. The CQM flow for these measures includes algorithm examples to
understand the different data completeness and performance rates required for the measure. Please note, only the
performance rates outlined in the measure specification are to be submitted for CQM submissions. CMS, with
Measure Steward feedback, will calculate an overall performance rate for the measure if none is specified within the
measure.
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