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Introduction

Purpose

The “2016 PQRS Implementation Guide” helps individual eligible professionals (EPs) and group practices
participating in PQRS via the group practice reporting option (GPRO) (referred to as PQRS group
practices) understand and report for 2016 PQRS. It addresses common PQRS implementation concerns,
such as:

e Program questions: What is PQRS? Why should | participate?

e Measuresand Analysis questions: How do | select which measures to report? How does my
data get analyzed?

e Reporting questions: What are the different ways | can report? When do | need to report and
how do | report?

To supplement this guide, EPs may get the latest information about PQRS on the PQRS website, via the
PORS listserv and also on Twitter. Help Desk support is also available Monday — Friday from 7:00 AM-
7:00 PM Central Time at 1-866-288-8912 (TTY: 1-877-715-6222) or at Qnetsupport@hcqgis.org.

What is PQRS?

PQRS is a quality reporting program that uses negative payment adjustments to promote reporting of
quality information by individual EPs and group practices. Those who do not satisfactorily report data on
quality measures for covered Medicare Physician Fee Schedule (MPFS) senices furnished to Medicare
Part B beneficiaries (including Railroad Retirement Board, Medicare Secondary Payer, and Critical
Access Hospitals [CAH] Method Il) will be subject to a negative payment adjustment under PQRS.
Medicare Part C—Medicare Advantage beneficiaries are not included. Reporters may choose from the
following reporting mechanisms to submit their quality data:

e Reporting electronically using an electronic health record (EHR)

e Qualified Registry

e Qualified Clinical Data Registry (QCDR)

e PORS group practice via GPRO Web Interface

e CMS-Certified Survey Vendor

e Claims

All EPs who do not meet the criteria for satisfactory reporting or participating for 2016 PQRS will
be subject to the 2018 negative payment adjustment with no exceptions.
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Who iseligible to participate in PQRS?

Medicare physicians, practitioners, and therapists providing covered professional senices paid under or
based on the MPFS are considered EPs under PQRS. To the extent that EPs are providing senices
which get paid under or based on the MPFS, those senices are eligible for PQRS negative payment
adjustments. Individual EPs, EPs in PQRS group practices, Accountable Care Organizations (ACOSs)
reporting PQRS via the GPRO Web Interface, and Comprehensive Primary Care (CPC) practice sites are
eligible to participate in PQRS. View the complete “2016 PQRS List of Eligible Professionals” (identified
on claims by their individual National Provider Identifier [NPI] and Tax Identification Number [TIN]
combination) on the PQORS How To Get Started webpage.

EPs or PQRS group practices, using their individual rendering NP1 or TIN respectively, may report the
quality clinical action for measures within PQRS. Individual EPs report data to CMS at the TIN/NPI level,
while PQRS group practices report data to CMS at the TIN level. Most senices payable under fee
schedules or methodologies other than the MPFS are not included in 2016 PQRS (for example, senices
provided under federally qualified health center (FQHC) or rural health clinic (RHC) methodologies,
portable X-ray suppliers, independent laboratories including place-of-senice code “81,” hospitals, skilled
nursing facilities (SNF), ambulance providers, and ambulatory surgery center facilities). Suppliers of
durable medical equipment (DME) are not eligible to report measures via PQRS since DME is not paid
under the MPFS.

Why should | participate in PQRS?

e Help improve health care quality. Driving quality improvement is a core function of CMS. The
vision for the CMS Quality Strategy is to optimize health outcomes by leading clinical quality
improvement and health system transformation. PQRS plays a crucial role to facilitate physician
participation in this process committed to quality improvement.

e Be a satisfactory reporter and avoid the 2018 PQRS negative payment adjustment.
Additional information on how to awvoid the PQRS negative payment adjustment can be found in
this guide and supporting documentation on the CMS PQRS website.

What are quality measures?

Quality measures are indicators of the quality of care provided by physicians. They are tools that help
CMS measure or quantify health care processes, outcomes, patient perceptions, and organizational
structure and/or systems that are associated with the ability to provide high-quality health care and/or that
relate to one or more quality goals for health care. These goals include: effective, safe, efficient, patient-
centered, equitable, and timely care. Refer to page 7 for more information on quality measures.

It is important to review and understand each measure specification especially as it pertains to a specific
reporting mechanism. The measure specification specific to the reporting mechanism will provide
definitions and specific instructions for satisfactorily reporting the measure. This guide provides a web
address under each reporting mechanism for easy location of the measures specifications. Refer to the
next section, “PQRS Measure Selection Considerations” for more information about denominators and
numerators. Alsoreferto Appendix A: Glossary of Terms, which further defines the terms denominator
and numerator as well as other terms commonly used in PQRS.
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Disclaimer: If reporting for PQRS through another CMS program (such as the Medicare \
Shared Savings Program, Comprehensive Primary Care Initiative, Pioneer Accountable Care
Organizations, or other quality reporting program or initiative), please check the program’s
requirements for information on howto report quality data to avoid the PQRS negative

payment adjustment. Please note, although CMS has attempted to align or adopt similar
reporting requirements across programs, EPs should look to the respective quality program to
ensure they satisfy the PQRS, EHR Incentive Program, Value-Based Payment Modifier

(Value Modifier), etc. requirements of each of these programs.

g /

CPT copyright 2015 American Medical Association. All rightsreserved. Fee schedules, relative value units, conversion factors
and/or related components are not assigned by the AMA, are not part of CPT, and the AMA is not recommending their
use. The AMA doesnotdirectly orindirectly practice medicine or dispense medical services. The AMA assumesno liability for data
contained or not contained herein. CPT is a registered trademark of the American Medical Association.
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PQRS Measure Selection Considerations

The 2016 PQRS measures address various aspects of care, such as prevention, chronic- and acute-care
management, procedure-related care, resource utilization, and care coordination. EPs and PQRS group
practices are not required to report on all of the PQRS measures and must select which measures they

would like to report.

How should | determine which measuresto report?

Step

Step 1: Review
the Measures List

Description

Review the “2016 Physician Quality Reporting System (PQRS) Measures
List” and the PQRS Web-Based Measure Search Tool, available on the PORS
Measures Codes webpage, to determine which measures, associated domains,

and reporting mechanism(s) may be of interest and applicable to the individual
EP or group practice participating in PQRS via GPRO.

Not all measures are available under each PQRS reporting mechanism.
EPs or PQRS group practices should avoid individual measures that do
not or may infrequently apply to the senices they provide to Medicare
patients.

With alignment of quality measures across CMS quality reporting
programs, some measures from the EHR Incentive Program may have
been updated or modified during their National Quality Forum
endorsement process. This may result in different measurement titles,
number versions, or National Quality Strategy (NQS) domains from the
corresponding PQRS specification. Please refer to program specific
documentation for accurate interpretation of measures and reporting
criteria.

The GPRO Web Interface reporting mechanism has set measures, all of
which must be reported.

Step 2: Consider
important factors

Consider the following factors when selecting measures for reporting:

Clinical conditions usually treated.
Types of care typically provided — e.g., preventive, chronic, acute.

Settings where care is usually delivered — e.g., office, emergency
department (ED), surgical suite.

Quality improvement goals for 2016.

Other quality reporting programs in use or being considered by the NQS
(see further explanation below).

Step 3: Review
specifications

After making a selection of potential measures, review the specifications for
the selected reporting mechanism for each measure under consideration. Select
those measures that apply to senices most frequently provided to Medicare
patients by the EP or PQRS group practice.

EPs or PQRS group practices should review each measure’s
denominator coding to determine which patients may be eligible for the
selected PQRS measure(s). EPs can report individual measures or
Measures Groups, while PQRS group practices can only report
individual measures or all of the measures within the GPRO Web
Interface, if that mechanism is chosen.

Group practices must report using an EHR, registry, QCDR, or via the
GPRO Web Interface in order to select their measures.
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The National Quality Strategy (NQS)

In 2016, measures are classified according to the 6 NQS domains based on the NQS's priorities. PQRS
reporting mechanisms typically require an EP or PQRS group practice to report 9 or more measures
cowering at least 3 NQS domains, and cross-cutting measures for EPs with billable face-to-face
encounters for satisfactory reporting or participation to avoid the 2018 PQRS negative payment
adjustment when reporting individual measures.

The Six NQS Domains

Person and Caregiver
Patient Safety Centered Experience and
Outcomes

Communication and
Care Coordination

Effective Community/ Efficiency and
Clinical Care Population Health Cost Reduction

Whatis a measure?

Measures consist of two major components: denominators and numerators.

PQRS Denominators and Numerators

Numerator

* The upper portion of a fraction used to calculate a rate,
proportion, or ratio. The numerator must detail the quality
clinical action expected that satisfies the condition(s) and is
the focus of the measurement for each patient, procedure, or
other unit of measurementestablished by the denominator
(that is, patients who received a particular service or
providers that completed a specific outcome/process).

Denominator

* The lower portion of a fraction used to calculate a rate,
proportion, or ratio. The denominator must describe the
population eligible (or episodes of care) to be evaluated by
the measure. This should indicate age, condition, setting,
and timeframe (when applicable). For example, “Patients
aged 18 through 75 years with a diagnosis of diabetes.”

Each component is defined by specific codes described in the respective measure's specification along
with the reporting instructions and use of modifiers.

Version 1.0 2/18/2016
CPT only copyright2015 American Medical Association. All rights reserved. Page 7 of 39



See below for an example of a measurement specification construct:

Measure Specification Construct
(example)

NUMERATOR

CPT 11 4004F CPT 111036F
CPT 11 4004F with 1P CPT 11 4004F with 8P
(This is a clinical action counted as meeting the measure’s requirements)

DENOMINATOR

90801, 90802, 90804, 90805, 90806, 90807, 90808. 90809. 30810,

90811, 90812, 90813, 90815, 90845, 90862, 92002, 92004, 92012,

92014, 96150, 96151, 96152, 97003, 97004, 99201,.99202, 99203,
99204, 99205, 99212, 99213, 99214,(99215)

(The population evaluated by the performance measure)

Measure component #1: Denominator

The first measure component is the denominator, which describes the eligible cases for a measure or the
eligible patient population. Physician Quality Reporting measure denominators are identified by ICD-10-
CM, ICD-10-PCS, CPT Category |, and HCPCS codes, as well as patient demographics (age, gender,
etc.), and place of sence (if applicable). For GPRO Web Interface and electronic reporting using an
EHR, other clinical coding sets may be included such as SNOMED, LOINC, or RxNorm.

Measure component #2: Numerator

The second component is the numerator describing the specific clinical action required by the measure
for performance. EPs may use the codes present in the numerator to report the outcome of the action as
indicated by the measure. PQRS measure numerators are quality-data codes (QDCs) consisting of
specified non-payable CPT Category Il codes and/or temporary G-codes. For GPRO Web Interface and
electronic reporting using an EHR, other clinical coding sets may be included such as SNOMED, LOINC,
or RxNorm in order to capture a specific quality action, test, or value.

How is a measure calculated?

Calculating the PQRS reporting rate (dividing the number of reported numerator outcomes by
denominator-eligible encounters) identifies the percentage of a defined patient population that was
reported for the measure.

For performance rate calculations, some patients may be subtracted from the denominator based on
medical, patient, or system performance exclusions/exceptions (depending upon reporting mechanism)
allowed by the measure.

The final performance rate calculation represents the eligible population that received a particular process
of care or achieved a particular outcome (measure defined performance met outcome). It is important to
review and understand each measure's specification, as it contains definitions and specific instructions for
reporting the measure.

How do | report PQRS measures?

PQRS offers seweral reporting mechanisms for reporting measures. There may be different mechanisms
available within the specific reporting mechanism to satisfactorily report to awid the 2018 negative
payment adjustment. Refer to Appendix B: Decision Trees— 2016 PQRS Reporting/Participation for
Avoiding the 2018 PQRS Negative Payment Adjustment for the Decision Trees designed to help
participants select among the multiple reporting mechanisms available in PQRS. EPs and PQRS group
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practices should consider which reporting mechanism best fits their practice and should choose
measures within the same option of reporting.

¢ Please note that PQRS defines a group practice as a single TIN with 2 or more individual EPs (as
identified by individual NPI) that have reassigned their billing rights to the TIN.

Determining Group Size

A group practice must have 2 or more EPs who have reassigned their billing rights to the TIN in order to
participate via PQRS GPRO. The group practice will determine its size based on the number of EPs
billing under the TIN at the time of registration. During registration, group size will be categorized as 2-24
EPs, 25-99 EPs and 100 or more EPs. The group practice will need to indicate their group size to CMS by
selecting one of these size categories. Reporting requirements and available reporting mechanisms may
vary based on the group size. Once a group practice (TIN) registers to participate in the GPRO, this is the
only PQRS reporting method available to the group and all individual NPIs who bill Medicare under the
group’s TIN for 2016.

e Please note that an individual EP who is a member of a group practice participating in PQRS
GPRO is not eligible to separately report under PQRS as an individual EP under that same TIN
(that is, for the same TIN/NPI combination).

Reporting Mechanisms Available for 2016

Individual EPs PQRS Group Practices

e EHRdirect product that is Certified e EHRdirect product that is CEHRT (2+
Electronic Health Record Technology providers)
(CEHRT) e EHRDSV thatis CEHRT (2+ providers)
e EHRdata submission vendor (DSV)that e Qualified PQRS registry (2+ providers)
is CEHRT e QCDR (2+ providers)
Qualified PQRS registry e GPRO Web Interface (25+ providers)
Qualified Clinical Data Registry (QCDR) o CAHPS for PQRS using CMS-certified

Medicare Part B claims submitted to CMS suney vendor (2+ providers) (CAHPS is
supplemental to other reporting
mechanisms) (required for groups of 100+
providers)

e PQRS group practices must register for
the GPRO and select their reporting
mechanism by June 30, 2016. For more
information about reporting PQRS
measures as a group, visit the PORS
How to Get Started webpage.

Note: As outlined in the 2016 MPFS final rule, all PQRS quality measure data collected from individual
EPs and PQRS group practices via all reporting mechanisms are available for public reporting. In
addition, all individual and group-level QCDR measures and CAHPS for PQRS summary sunvey
measures are available for public reporting. All data that meet the public reporting standards will be
published on Physician Compare in late 2017. For more information on public reporting, view the CMS
Physician Compare Initiative website.

Analysis of PQRS Data: Reporting Frequency and Performance Timeframes

Reporting frequency and performance timeframes are considerations for satisfactorily reporting through
the various PQRS reporting mechanisms.
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Whatis “reporting frequency”?

Each measure specification includes a reporting frequency for each denominator-eligible patient (see
section on Measure Selection Considerations) seen during the reporting period. The reporting
frequency described in the measure specification’s instructions applies to each individual EP and PQRS
group practice submitting individual PQRS measures. The reporting frequency is used in analyzing each
measure to help determine satisfactory reporting, according to the reporting frequency in the
“Instructions” section of the measure:

. Patient-Process: Reporta minimum of once per reporting period per individual eligible professional
(NPI).

Patient-Intermediate: Reporta minimum of once per reporting period per individual eligible
professional (NPI). The most recent quality action is utilized for performance calculations.

professional (NPI) during the reporting period.

Episode: Reportonce for each occurrence of a particular illness/condition by each individual

. Patient-Periodic: Report once per timeframe specified inthe measure for each individual eligible
. eligible professional (NPI) during the reporting period.

Procedure: Reporteach time a procedure is performed by the individual eligible professional (NP1)
during the reporting period.

. Visit: Report each time the patient is seen by the individual eligible professional (NPI) during the reporting
period.

Whatis a performance timeframe?

A measure’s performance timeframe is defined in the measure’s description and is distinct from the
reporting frequency requirement defined in the measure’s instructions. The performance timeframe,
unigue to each measure, outlines the timeframe in which the clinical action described in the numerator
may be completed. See Appendix A: Glossary of Terms.
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Satisfactorily Report Measures

PQRS EPs and PQRS group practices can refer to the following educational resources, available in 2016:

“2016 Physician Quality Reporting System (PQRS) Electronic Health Record (EHR) Reporting
Made Simple” available on the PQRS Electronic Reporting Using an EHR webpage

e “2016 Physician Quality Reporting System (PQRS) Measures — Registry Reporting Made Simple”
available on the PQRS Registry Reporting webpage

e “2016 Physician Quality Reporting System (PQRS) Qualified Clinical Data Registry (QCDR)
Participation Made Simple” available on the PQRS Qualified Clinical Data Registry Reporting

webpage

e “2016 Physician Quality Reporting System (PQRS) Measures — Claims Reporting Made Simple”
available on the PQRS Measures Codes webpage

o “2016 Physician Quality Reporting System (PQRS) Group Practice Reporting Option (GPRO)
Web Interface Reporting Made Simple” available on the PQRS GPRO Web Interface webpage

e “2016 CMS-Certified Survey Vendor Made Simple” available on the PORS CMS-Certified Suney
Vendor webpage

e “2016 Physician Quality Reporting System (PQRS) Getting Started with Measures Groups”
available on the PQRS Measures Codes webpage

What's the difference between “satisfactory reporting” vs. “satisfactory participation?”
“Satisfactory reporting” refers to participatingin 2016 PQRS to awid the 2018 negative payment
adjustment while “satisfactory participation” refers to EPs participating in the “qualified clinical data
registry (QCDRY)’ reporting mechanism.

What are the components of a measure?

Please refer to page 7 for more information on measure components.

How should | select which reporting mechanism to use?

Refer to Appendix B: Decision Trees — 2016 PQRS Reporting/Participation for Avoiding the 2018
PQRS Negative Payment Adjustment for the Decision Trees designed to help participants select among
the multiple reporting mechanisms available in PQRS.

Note: For the claims and registry reporting mechanisms, individual EPs and PQRS group practices that
report less than 9 measures or less than 3 NQS domains will be subject to Measure-Applicability
Validation (MAV). For more information on MAV, please see the PQRS Analysis and Payment webpage.
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Appendix A: Glossary of Terms

Terms Definitions
Base Claim PQRS refers to all diagnoses listed (Item 21 of the CMS-1500 claim form, field 66 of
Diagnosis the CMS-1450 form) associated with physician office, outpatient, and inpatient visits

for reporting.

CMS-1450 Form

The CMS-1450 form (UB-04 at present) can be used by an institutional provider to bill
a Medicare fiscal intermediary when a provider qualifies for a waiver from the
Administrative Simplification Compliance Act requirement for electronic submission of
claims. It is also used for billing of institutional charges to most Medicaid State
Agencies. Please contact your Medicaid State Agency for more details on their
requirements for this paper form.

Regardless of the reporting mechanism, CAH Il providers will need to continue to add
their NPI to the MCS-1450 claim form for analysis of PQRS reporting at the NPI-level.
Refer to Appendix E for more information.

CMS-1500 Form

Health Insurance Claim Form CMS-1500 is the standard paper claim form to bill
Medicare Fee-For-Senice (FFS) Contractors when a paper claim is allowed. Form

CMS-1500 may be suitable for billing various government and some private insurers.
Refer to Appendix D for more information.

CMS-Certified

A CMS-certified survey vendor is a reporting mechanism for purposes of reporting

Survey Vendor CAHPS for PQRS suneys for PQRS group practices. The CMS-certified survey
vendor is required to be certified for a particular program year by CMS in order to
submit the CAHPS for PQRS surwey data.

Claim For PQRS purposes, one or more claims will be reconnected based on TIN, NP,
beneficiary, and date of senice.

Claim Claim adjustment reason codes (CARC) communicate an adjustment, meaning that

Adjustment they must communicate why a claim or senvice line was paid differently than it was

Reason Code billed. If there is no adjustment to a claim/line, then there is no adjustment reason

(CARCQC) code.

CPT Category Il | A set of supplemental CPT codes intended to be used for performance measurement.

Codesor CPT I
codes

These codes may be used to facilitate data collection about the quality of care
rendered by coding certain senvices, test results or clinical actions that support
nationally established performance measures and that the evidence has
demonstrated to contribute to quality patient care.”

For PQRS, CPT Category Il codes are used to report quality measures on a claim for
measurement calculation.

CPT Category Il or CPT Il codes were developed through the CPT Editorial Panel for
use in performance measurement, encode the clinical action(s) described in a
measure’s numerator. CPT Il codes consist of five alphanumeric characters in a string
ending with the letter “F.” CPT Il codes are not modified or updated during the
reporting period and remain valid for the entire program year as published in the
measure specifications manuals and related documents for PQRS.
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Terms

Definitions

Denominator
(Eligible Cases)

The lower portion of a fraction used to calculate a rate, proportion, or ratio.

The denominator must describe the population eligible (or episodes of care) to be
evaluated by the measure. This should indicate age, condition, setting, and timeframe
(when applicable). For example, “Patients aged 18 through 75 years with a diagnosis
of diabetes.” PQRS measure denominators are identified by ICD-10-CM, CPT
Category |, and HCPCS codes, as well as patient demographics (age, gender,
etc.), and place of service (if applicable).

Denominator
Exception

The definition included there is 'Those conditions that should remove a patient,
procedure, or unit of measurement from the denominator of the performance rate only
if the numerator criteria are not met. Denominator exceptions allow for adjustment of
the calculated score for those providers with higher risk populations. Denominator
exceptions are used only in proportion measures. Denominator exceptions allow for
the exercise of clinical judgment and should be specifically defined where capturing
the information in a structured manner fits the clinical workflow.

These cases are removed from the denominator; however the number of patients with
valid exceptions may still be reported. Exceptions allow for the exercise of clinical
judgment. Allowable reasons fall into three general categories:

e Medical reasons
e Patient reasons
e System reasons

Denominator
Exclusion

Patients with conditions who should be remowved from the measure population and
denominator before determining if numerator criteria are met.

Patients who should be remowved from the measure population and denominator
before determining if numerator criteria are met. Denominator exclusions are used in
proportion and ratio measures to help narrow the denominator. For example, patients
with bilateral lower extremity amputations would be listed as a denominator exclusion
for a measure requiring foot exams.

Denominator
Statement

A statement that describes the population eligible for the performance measure. For
example, “Patients aged 18 through 75 years with a diagnosis of diabetes.”

Diagnosis
Pointer

Item 24E of the CMS-1500 claim form or electronic equivalent. For PQRS, the line

item containing the quality-data code (QDC) for the measure should point to one
diagnosis (from Item 21) per measure-specific denominator coding.

To report a QDC for a measure that requires reporting of multiple diagnoses, enter
the reference number in the diagnosis pointer field that corresponds to one of the
measure’s diagnoses listed on the base claim. Regardless of the reference number in
the diagnosis pointer field, both primary and all secondary diagnoses are considered
in PQRS analysis.

Electronic

Health Record
(EHR)

The Electronic Health Record (EHR) is a longitudinal electronic record of patient
health information generated by one or more encounters in any care delivery setting.
Included in this information are patient demographics, progress notes, problems,
medications, vital signs, past medical history, immunizations, laboratory data and
radiology reports. The EHR automates and streamlines the clinician's workflow. The
EHR has the ability to generate a complete record of a clinical patient encounter - as
well as supporting other care-related activities directly or indirectly via interface -
including evidence-based decision support, quality management, and outcomes
reporting.

Version 1.0
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Terms

Definitions

Eligible
Professional
(EP)

Refer to the PQRS How to Get Started webpage for the “2016 PQRS List of Eligible
Professionals”

Some professionals may be eligible to participate per their specialty, but due to billing
method may not be able to participate:

e Professionals who do not bill Medicare at an individual National Provider
Identifier (NPI) level, where the rendering provider’s individual NPl is entered
on CMS-1500 or CMS-1450 type paper or electronic claims billing, associated
with specific line-item senices.

Senices payable under fee schedules or methodologies other than the MPFS are not
included in PQRS.

Please note: EPs who render denominator-eligible senices under Medicare Part B
PFS via CMS-1500 or CMS-1450 claim are able to participate in PQRS regardless of
the organization’s participation in other fee schedules or methodologies. For example,
an EP who bills under an organization that is registered as a federally qualified health
center (FQHC), yet (s)he renders senices that are not covered by the FQHC
methodology.

Encounter Encounters with patients during the reporting period which include: CPT Category |
E/M senice codes, CPT Category | procedure codes, or HCPCS codes found in a
PQRS measure’s denominator. These codes count as eligible to meet a measure’s
inclusion requirements when occurring during the reporting period.

G-codesfor A set of CMS-defined temporary HCPCS codes used to report quality measures on a

PORS claim. G-codes are maintained by CMS.

Group Practice
Reporting
Option (GPRO)

The Group Practice Reporting Option (GPRO) was introduced in 2010 as a reporting
mechanism for group practices to participate in PQRS. PQRS defines a group
practice as a single TIN with 2 or more individual EPs (as identified by Individual NPI)
that have reassigned their billing rights to the TIN.

ICD-10-CM ICD-10-CM is a clinical modification of the World Health Organization’s ICD-10, which
Diagnosis consists of a diagnostics classification system. ICD-10-CM includes the level of detail
Codes needed for morbidity classification and diagnostics specificity in the United States.®
For more information on ICD-10 implementation, visit the CMS ICD-10 Website:
http://www.cms.gov/Medicare/Coding/ICD10/index.html.
Line-ltem Six senice lines are in Section 24 of the CMS-1500 claim form to accommodate
Diagnosis submission of the rendering NPI and supplemental information to support the billed
senvice, including the pointed diagnosis from Item 21.
QDCs are submitted on the line item in section 24 for PQRS.
Version 1.0 2/18/2016
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Terms Definitions
Measure e Performance Measure
¢ A quantitative tool (e.g., rate, ratio, index, percentage) that provides an
indication of performance in relation to a specified process or outcome.
e See also process measure and outcome measure.™°
e Measure Types
e Outcome measure: A measure that assesses the results of healthcare that
are experienced by patients: clinical events, recovery and health status,
experiences in the health system, and efficiency/cost.®
e Processmeasure: A measure that focuses on steps that should be followed
to provide good care. There should be a scientific basis for believing that the
process, when executed well, will increase the probability of achieving a
desired outcome.®
e Structural measure: A measure that assesses features of a healthcare
organization or clinician relevant to its capacity to provide healthcare.®
Measure e Patient-Process: Report a minimum of once per reporting period per individual
Reporting EP (NPI).
Frequency
e [f the measure is reported more than once during the reporting period,
performance rates are calculated using the most advantageous QDC
submitted.
e Reflect quality actions performed throughout the reporting period or other
timeframe.
e Patient-Intermediate: Report a minimum of once per reporting period per
individual EP (NPI).
e If the measure is reported more than once during the reporting period,
performance rates are calculated using the most recent QDC submitted.
e Often reflects lab or other test value, so the most recent measurement is
desired.
e Patient-Periodic: Report once per timeframe specified in the measure for each
individual EP (NPI) during the reporting period.
e Examples include once per month and three times per year.
e Episode: Report once for each occurrence of a particular illness/condition by
each individual EP (NPI) during the reporting period.
e Usually reflects a clinical episode, difficult to determine from a single Part B
claim.
e Requires specialized analytics to determine the episode.
e Procedure: Report each time a procedure is performed by the individual EP
(NPI) during the reporting period.
e Visit: Report each time the patient is seen by the individual EP (NPI)
during the reporting period.
Version 1.0 2/18/2016
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Terms Definitions
NPI National Provider Identifier of the individual EP billing under the Tax ID (“NPI within
the Tax ID”).
Performance The upper portion of a fraction used to calculate a rate, proportion, or ratio.
Numerator . N . -
The numerator must detail the quality clinical action expected that satisfies the
condition(s) and is the focus of the measurement for each patient, procedure, or other
unit of measurement established by the denominator (that is, patients who received a
particular senice or providers that completed a specific outcome/process)..
Numerator A statement that describes the clinical action that satisfies the conditions of the
Statement performance measure.
For example, “Patients that were assessed for the presence or absence of urinary
incontinence.”
Performance A designated timeframe within which the action described in a performance measure
Timeframe should be completed. This timeframe is generally included in the measure description
and may or may not coincide with the measure’s data reporting frequency
requirement.
Performance Modifiers developed exclusively for use with CPT Category Il codes to indicate
Measure documented medical (1P), patient (2P), or system (3P) reasons for excluding patients
Exclusion from a measure’s denominator.”
Modifiers
Performance The 8P reporting modifier is intended to be used as a “reporting modifier” to allow the
Measure reporting of circumstances when an action described in a measure’s numerator is not
Reporting performed and the reason is not otherwise specified.
Modifier 8P

8P performance measure reporting modifier - action not performed, reason not
otherwise specified ?

Place of Service

References Place of Senice Codes (POS) from the list provided in section 10.5 of the
“Medicare Claims Processing Manual”.

Qualified
Clinical Data

Registry (QCDR)

A CMS-approved entity (such as aregistry, certification board, collaborative, etc.) that

collects medical and/or clinical data for the purpose of patient and disease tracking to
foster improvement in the quality of care furnished to patients.

Quality-Data
Code (QDC)

Specified CPT Category |l codes with or without modifiers and G-codes used for
submission of PQRS data via claims-based or registry reporting mechanisms. The
“2016 Physician Quality Reporting System (PQRS) Individual Measure Specifications
for Claims and Registry” contains all codes associated with each PQRS measure and
instructions for data submission.

QDCs are non-payable Healthcare Common Procedure Coding System (HCPCS)
codes composed of specified CPT Category Il codes and/or G-codes that describe
the clinical action required by a measure’s numerator. Clinical actions can apply to
more than one condition and, therefore, can also apply to more than one measure.
For PQRS, where necessary, to awid shared CPT Category Il codes, G-codes are
used to distinguish clinical actions across measures. Some measures require more
than one clinical actionand may have more than one CPT Category Il code, G-code,
or a combination associated with them. EPs should review numerator reporting
instructions for each measure carefully.

Version 1.0
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Terms Definitions

Qualified An entity that collects clinical data from an EP or group practice and submits it to

Registry CMS on behalf of the EP or group practice.

Rationale A brief statement describing the evidence base and/or intent for the measure that
senes to guide interpretation of results.*

Remittance Means utilized by Medicare contractors to communicate to providers, submitting

Advice (RA) measures through the claims-based reporting7 mechanism, of processing decisions
such as payments, adjustments, and denials.

Remittance Remittance Advice Remark Codes (RARCSs) are used to provide additional

Advice Remark | explanation for an adjustment already described by a Claim Adjustment Reason Code

Codes (RARC) (CARC) or to conwey information about remittance processing. Each RARC identifies
a specific message as shown in the Remittance Advice Remark Code List. There are
two types of RARCs, supplemental and informational. The majority of the RARCs are
supplemental; these are generally referred to as RARCs without further distinction.
Supplemental RARCs provide additional explanation for an adjustment already
described by a CARC. The second type of RARC is informational; these RARCs are
all prefaced with Alert: and are often referred to as Alerts. Alerts are used to convey
information about remittance processing and are never related to a specific
adjustment or CARC.

Reporting The number of times quality-data codes (QDCs) specified for a quality measure must

Frequency be submitted on claims during the reporting period. The reporting frequency for each
measure is described in the “2016 Physician Quality Reporting System (PQRS)
Individual Measure Specifications for Claims and Registry” posted on the CMS Web
site at https://mww.cms.gov/Medicare/Quality -Initiatives-Patient-Assessment-
Instruments/PQRS/MeasuresCodes.html

Reporting 2016 reporting mechanisms available for awiding the payment adjustment: claims-

Mechanisms

based; registry-based; electronic health record (EHR); participation via QCDR,;
CAHPS for PQRS, or group practice reporting option (GPRO) Web Interface. Refer to
Appendix B: “Decision Trees — 2016 PQRS Reporting/Participation for Avoiding
the 2018 Negative Payment Adjustment”.

Reporting The period during which PQRS measures are to be reported for covered professional
Period senvices provided.
A 12-month (January 1, 2016 through December 31, 2016) time period is available for
the 2016 reporting mechanism the EP selects for submitting PQRS quality data.
Version 1.0 2/18/2016
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Sources

1. Agency for Health Care Research & Quality (AHRQ) National Quality Measures Clearinghouse
Glossary

2. IBID, PSNEet, Patient Safety Network Glossary
3. American Medical Association (AMA), CPT® Category Il Index of Alphabetic Clinical Topics

4. Institute of Medicine (IOM), Performance Measurement Accelerating Improvement, Appendix A
Glossary, National Academies Press

5. Joint Commission on Accreditation of Health Care Organizations (JCAHO)
6. CMS Blueprint for the CMS Measures Management System, Version 11, July 2014

7. QualityNet, QMIS Specification Manual for National Hos pital Quality Measures, Appendix D-3,
Glossary of Terms version 2.3b, 9-28-2007

8. CMS Medicare Learning Network, Understanding the Remittance Advice: A Guide for Medicare
Providers, Physicians, Suppliers, and Billers

9. Medicare Claims Processing Manual: Chapter 26 — Completing and Processing Form CMS — 1500
Data Set

10. American Health Information Management Association (AHIMA), Understanding ICD-10, retrieved
from official AHIMA website
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Appendix B: Decision Trees - 2016 PQRS Reporting/Participation for
Avoiding the 2018 Negative Payment Adjustment

The individual EP or PQRS group practice will need to determine the best reporting mechanism for
participation. PQRS group practices will select their reporting mechanism during registration and the
group will need to meet the reporting requirements for the group size selected regardless of changes to
the group size after registration. Following are the different reporting mechanisms available for
participation in 2016 PQRS as an individual EP or as a PQRS group practice.

Version 1.0 2/18/2016
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| WANT TO PARTICIPATE IN 2016 PQRS
TO AVOID THE 2018 NEGATIVE PAYMENT ADJUSTMENT

SELECT REPORTING MECHANISM

(Refer to the 2076 Physician Quality Reporiing System Measures List for a listing of all 2016 measures and associated NQS domains for a specific reporting

mechanism. Also review the appropriate measure specifications for the selected reporting mechanismis) for 2016 PQRS)

CHOOSE CLAIMS-BASED REPORTING OPTIONS | | a2 | | SEGions | [SRagmec™ | | il
TO AVOID 2018 PQRS NEGATIVE PAYMENT REPORTING USING AN EHR ORTION REPORTING
ADJUSTMENT I ' '
i ""'.

A

IF <9 MEASURES OR < 3 NQS
DOMAINS APPLY, REFORT ON 1-8
INDIVIDUAL MEASURES
COVERING APPLICABLE DOMAINS

O these measuras, if an EP sees at
least 1 Medicare patient In a face-1o-
face encounter, the EP is required to
report on at least 1 cross-cutling
measune sel,
AND
Report each measure for at least 50%
| of the applicable Medicare Parl B FFS
patients
Measures with a 0% performance rate
will not he countad

12 MONTHS
11116 - 124311186

If all measures are satisfactorily
reported, the Measure-Applicability
Validation (MAV) process for claims-

based reporting will apply,

Version 1.0
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IF 2 8 MEASURES COVERING 3
NQS DOMAINS APPLY,. REPORT
=9 INDIVIDUAL MEASURES
COVERING 3 OR MORE NQS
DOMAINS

Of these measures, if an EP sees at
least 1 Meadicare patient in a face-
lo-face encounter, the EP is
required to report on at least 1
cross-cutting measure sef.
AND
Report each measure for at least
50% of the applicable Medicare Pari
B FFS patienls
Measuras with & 0% performance
rafe will nol be counted

12 MONTHS
11116 - 12631116
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| WANT TO PARTICIPATE IN 2016 PQRS
TO AVOID THE 2018 NEGATIVE PAYMENT ADJUSTMENT

SELECT REPORTING MECHANISM

(Refer to the 2016 Physician Quality Reporting System Measures List for a listing of all 2016 measures and associated NQS domains for a specific reporting
mechanism. Also review the appropriate measure specifications for the selected reporting mechanism(s) for 2016 PQRS)

I

|

\

l

CLAIMS-BASED CHOOSE QUALIFIED REGISTRY REPORTING
REPOSTHNG OPTIONS FOR AVOIDING 2018 NEGATIVE
PAYMENT ADJUSTMENT

ELECTRONIC GROUP PRACTICE

A

<4

\Z'T\\:/

INDIVIDUAL MEASURES

IF < 8§ MEASURES OR <3 NQS
DOMAINS APPLY, REPORT ON 1.8
INDIVIDUAL MEASURES COVERING
APPLICABLE DOMAINS

Of these measures, if an EP soes al ieast
1 Medicare patient in a face-lo-face
encounter, the EP is required to report on
al least 1 cross-cutting measure in the
PQRS cross-cutting measures set.
AND

Report each measure for at least 50% of
the applicable Medicara Part 8 FFS

IF 29 MEASURES COVERING 3 NQS
DOMAINS APPLY, REPORT 29
INDIVIDUAL MEASURES COVERING 3
OR MORE NQS DOMAINS

Of these measures, f an EP sees at
least 1 Medicare patient in a face-to-face
aencourter, the EP is required to report
on at least 1 cross-cutling measure in
the PQRS cross-cutting measures set
AND

Report each measure for al least 50% of
the applicable Medicare Part B FFS

REPORTING REPORTING
USING AN EHR OPTION

0 b
|

MEASURES GROUP(S)

|

SUBMIT = 1 MEASURES
GROUP FOR

12 MONTHS
| 1116 - 12/31/16

|

20 APPLICABLE PATIENTS FOR
A MEASURES GROUP (a
majority [11] must be Madicare
Part B FFS patients)

Measures Groups containing &
measure with a 0% performance
rafe wil not be counted

patients. pabents.
Measures with a 0% performance rate will Measures with a 0% performance rate
not be counted will not be counted
12 MONTHS 12 MONTHS
1INE - 12/3V/16 1116 - 12131118
If all measures are satisfactorily

reported, the Measure-Applicability
Validation (MAV) process for registry-
based reporting will apply.
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| WANT TO PARTICIPATE IN 2016 PQRS
TO AVOID THE 2018 NEGATIVE PAYMENT ADJUSTMENT

SELECT REPORTING MECHANISM
(Refer to the 2016 Physician Quality Reporting System Measures List for a listing of all 2016 measures and associated NQS domains for a specific reporting

mechanism. Also review the appropriate measure specifications for the selected reporting mechanism(s) for 2016 PQRS)

[ [ [

CLANS-BASED \ ot ’ CHOOSE ELECTRONIC REPORTING USING AN L PaLY ALIFER CLIC,
7 EHR OPTIONS TO AVOID 2018 PQRS NEGATIVE OFTION REPORTING

: REPORTING _ . _—
PAYMENT ADJUSTMENT i
N

I I

GROUP PRACTICE | | QUALIFIED CLINICAL

mmmong:tmrueam

EHR DATA SUBMISSION VENDOR THAT IS CEHRT

REPORT ON = 9 MEASURES COVERING = 3 NQS
DOMAINS

I an EP's CEHRT does not contain patient data for at least
9 measures covering at least 3 domains, then the EP must

report all measures for which there is Medicare patient

data. An EP must report on &t least 1 measure for which

there is Medicare patient data.
Report data on all payers.

12 MONTHS
11116 - 123116

Note for EHR ) ive Program Participants Only: 5. hat

sutmession of COM data will allow an EP to avoid the 2018 PORS

negative paymant agustment, whie g tha CQM componant
of the Medicare EMR incentve Program

Refor o e EHR noenive Program wessde docmants for 3 Wsting of 201§
COWMs for EPs and sspporing docsmentstion
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| WANT TO PARTICIPATE IN 2016 PQRS

TO AVOID THE 2018 NEGATIVE PAYMENT ADJUSTMENT

SELECT REPORTING MECHANISM
(Refer to the 2016 Physician Quality Reporting System Measures List for a listing of all 2016 measures and associated NQS domains for a specific reporting
mechanism. Also review the appropriate measure specifications for the selected reporting mechanism(s) for 2016 PQRS)

l

|

l

|

GROUP PRACTICE
REPORTING
OPTION

[ auaLFiEDd ELECTRONIC
CLAIMS-BASED
REPORTING REGISTRY REPORTING
REPORTING USING AN EHR
A e
N

Version 1.0
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CHOOSE TO PARTICIPATE IN QUALIFIED
CLINICAL DATA REGISTRY REPORTING
OPTION TO AVOID 2018 NEGATIVE PAYMENT
ADJUSTMENT

|

29 MEASURES ACROSS 3
NQS DOMAINS APPLY

I

REPORT ON 2 9 INDIVIDUAL MEASURES
COVERING 3 NOS DOMAINS AND
REPORT 2 50% OF APPLICABLE
MEDICARE PART B FFS PATIENTS

Of these measures, report on at least 2
outcome measures, If 2 outcome
measures are nol available, report on at
least 1 outcome measure and al least 1
of the following types of measures -
resource use, patient expenence of
care, efficiency/appropriate use, or
patient safety.

12 MONTHS
118 123116

EPs participating via quaified chinical data
registry are nol dmited to PORS measures
(maximurn 30 non-PORS - all payers)

2/18/2016
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| WANT TO PARTICIPATE IN 2016 PQRS

TO AVOID THE 2018 NEGATIVE PAYMENT ADJUSTMENT

SELECT REPORTING MECHANISM

(Refer to the 2016 Physician Quality Reporting System Measures List for a fisting of all 2016 measures and associated NQS domains for a specific reporting

mechanism. Also review the appropriate measure specifications for the selected reporting mechanism(s) 2016 PQRS)

|

CLAIMS-BASED 22“’”5"
REPORTING GISTRY
REPORTING

I

|

|

Version 1.0

ELECTRONIC " QUALIFIED CLINICAL

by GROUP PRACTICE REPORTING OPTION TO AVOID 2018 o e \

VNGNS PQRS NEGATIVE PAYMENT ADJUSTMENT L
o B 7

|

Group Size:
25+ Eligible
Professionals

GPRO WEB INTERFACE

Group Size:
2+ Eligible
Professionals
DIRECT EHR PRODUCT THAT IS -
QUALIFIED REGISTRY : CEHRT QUALIFIED CLINICAL DATA
REPORTING FOR GROUP oR REGISTRY REPORTING FOR
EHR DATA SUBMISSION VENDOR GROUP PRACTICES
ICT THAT IS CEHRT
QUALIFIED REG DIRECT EHR PRODUCT OR EHR QUALIFIED CLINICAL DATA
REPORTING FOR GROUP DATA SUBMISSION VEN REPORTING FOR
PRACTICES + CERTIFIED SURVEY PRODUCT + CERTIFIED SURVEY GROUP PRACTICES + CERTIFIED
(Nate: CAHPS for PORS is (Note: CAHPS for PQRS is (Note: CAMPS for PORS is
REQUIRED for PQRS group practices REQUIRED for PQRS group practices REQUIRED far PQRS group practices
of 100+ EPs) of 100+ EPa} of 100+ EPs)
Please refer to the
i icdg Please refer to Electronic Qualified Clinical Data
Mﬂmam Reporting for Group Practices Registry Repovting for
Practices Decision Tree Deciglon Tree Group Pmd'lcorms Decision

Piease reler 1o the
GPRO Wab interface
Decision Tree

A group practice wishing to participate in PQRS GPRO is required to complete the online registration by June 30, 2016.

Note: PQRS group practices must maintain the same TIN throughout the program year.
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Version 1.0

| WANT TO PARTICIPATE IN 2016 PQRS
TO AVOID THE 2018 NEGATIVE PAYMENT ADJUSTMENT

SELECT REPORTING MECHAMISM
(Refer io the 2016 Physician Cuality Reporling System Measures List for 2 listing of ail 20186 measwes and associaled NOS domains for a specific reparfing
mecharism, Also review the approprale messure speciications for the selected reporiing mechanismis) for 2016 PORS)

CLAIMS-BABED
REPORTING

A

QUALIFIED ELECTRONIC
REGSTRY REPORTING
|_Usiva an 4R

1
Jﬁ @

GROUP PRACTICE REPORTING OPTION TO AVOID 2018
PAYMENT

CGHARLIFIED CLINBCAL

Mot PORS group prectices of 100 or mors EPs are regulred b repest
- ‘GAMPS for FORS. /

PIRE group practioas ol

250 EPs

£57 GROUP PRACTICES —

IF = § MEASURES OR < 3 NQS
DOMAING APPLY,
REPORT ON 1-8 INDIVIDUAL
MEASURES, COVERING
APPLICABLE DOMAIMS, AS A
GROUP

CAHPS for PORS futfils the PORS

oross-culling Maasue reguirsment.

PORS group praciices do nod need

b raport mn additional cross-cutting
MBasUrE

AND
Repon each messune fon o lemst
50% of applicabls Madicare Parl B
PF5 pabents
Maaswes with 8 (% perfwmance
rate will ot be coimied.

12 MONTHS
1118 - 123118

- ——
¥ ail moasures sre satistactorily
reponed, the Monsure-Applicabny
alidation (MAY) process Tor regastry-
bason reparting will appéy.
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IF & & MEASURES ACROSS5 3
MHOS DOMAING APPLY, REPORT
2 B INDIVIDUAL MEASURES
COVERING 3 OR MORE NOIS.
DOMAING AS A GROLP

CAHPS for PORS fufils he PORS

CrgEs-cutling Messurs rBEuirsmant.

PORS group practices do ol nesd

ba repart an additional coss-cutting
LI

AND
Fepon asch messuns for 8l ieas)
&% of mpplicablo Madicane Parl B
PFE patiants
Meaasires with @ I paformanoe
rate will mot Da colnacl

12 MONTHS
1HNE - 12016

| -

CAMPE for PORE

= iDptional for PORS group
prococas of 2-59 EPy

= Regured far PORS group
practcas of 100+ EPs

Have alf CAHPS for PORS summasy
survey measuwres {12) reporied on the
group's bahalf via 8 CMS-cerdilied survey
viEndor
AND
Rapor al last & additional nmasures
mcross 2 MOS domisns tsing @ qualfied
regisiry, f lerse than 6 measures apply, 1-5
maisifas covenng 1-2 domaing must be
feported.

Groups raporting on less than 8 measures

of bass than 2 domains will be subject in

Registry Measure-Applicabiity Valdation
{MAY)

CAHPS for PORS fulfills ihe PORS coss-
culting maasure requiremant. PORS group
prachicas do not need o report an
addtional crosa-cubling measure.

Mabe; A groog pracics wiskeng 1 ulize P
gyl Ml indcatm s inland 1 hasn Pa
CAHPS for PORS garvmy nepomad whion

| mgistening 10 panicpae in the PORS va GFRO

12 MONTHE
TG - 12EE

TATA RECHSTRY
REFPORTING
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| WANT TO PARTICIPATE IN 2016 PQRS
TO AVOID THE 2018 NEGATIVE PAYMENT ADJUSTMENT

SELECT REPORTING MECHAMISM
(Refar fo the 2016 Physiclan Cuality Reporing System Measures List for 8 dstimg of aif 2018 measwes and assosaled NOS domaing for & specific reporming
mecharism, Also review the appropriade measure speciications for the selected reporiing mectanismiis) for 20186 PORS)

I
CLAIMS-BASED MLIFIED ELECT'RDNrC CHAMLIFEED CLINBCAL
REFORTING Hmms L@m pifpr il GROUP mm REPORTING OPTION TO AVOID 2018 ool
- aoikspalli ] PORS NEGATIVE PAYMENT ADJUSTMENT L o s ol
Mote: PRMS group practices o 100 or nors EPs are reiuired b repe
A v 4 . T il

I T
[’

—— “ —

| GAHPS lor PORS

PORE group preciless al |
200 EPR «  DOplional for POARS growp
pracucay of 2-99 EPs

& Reguimd lor PORS group
] praglices of 100+ EPs

[ :.'m“m-mu
ﬂmﬂ mm  PHYSICIAN QUALITY
W‘I‘HAT 5 CEHRT mmmm_
| REPORT I:!ﬂ z ii HEA-‘EI..IFI.ES COU‘ERWG J-DFT MORE !
| MNOS DOMAINS
i & group practica’'s CEHRT doss not contain pabenl
data for &l i=ast B measures covering @l least 3 | DIRECT PRODUET
damaing, than Be group praclice must repor all of ihe mmm
maasures for which them is Medicens paliend dala, PROOUET + CERTIFIED SURVEY
Rupaort data on all payers. VENDOR
12 MONTHS | Hawa all CAHPS for POAS summary suréey modules {12)
1MNEB - 1273116 rapoied on the group's behalf via a ChMS-carlifad suney
wErdar
Mote ! Suscesald submmsion of COM data wil dlow & group AND
| practice o aviid the 2016 PORS negatve payment adiusimant. Report ol lnas! § additional maasures acnoss 2 NOS
white masting ther COM component of Medicars EHR Incentiwa dormaing using the direct EHR product or EHR data
P, subméssion vendor product, f less than & measures apply,
P e R e P e ity b 3 e o 204 NI Rt i B e A
I OOt for EFs and sapporfiip documarsison | Fisport data on all payers.
OF the & addilional maasures, he group prachice is remuined
fo repon on at least | measure for which thare is Medicare
patien data.
Nabe; & group practics wishing o uliize \he opion must Indicals iis
Intanl 15 have the CAHPS far FORS sofvay reparisd whan
ragEainieg in particgsia in e PORE via GPAD
12 MONTHS
W6 - 143118
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| WANT TO PARTICIPATE IN 2016 PQRS
TO AVOID THE 2018 NEGATIVE PAYMENT ADJUSTMENT

SELECT REPORTING MECHAMISM

(Refer fo the 2016 Physician Quality Reporting System Measures List for & fisting of all 2016 measures and associaied NOS domains for 8 specific regarting

A

REPORTING

o =

.I'E'ﬁ":'

USING AN EHR

O

GROUP PRACTICE REPORTING OPTION TO AVOID 2018
PORS NEGATIVE PAYMENT ADJUSTMENT
Mote: PQRS group proctices of 100 or mere EPs am required 1= report
CAHPS lor POGRS.

PORS group practices of
2-90 EPs

mmm

= B MEASURES ACROES 3
NOS DOMAINSG APPLY

1 )

REFPORT ON 2 8 INDIVIDUAL MEASURES
COVERING 3 NOS DOMAING AND
REPORT = 50% OF THE GROUP PRACTICE'S
PATIENTS

Of ihase measures, feporl on at lBast 2 outcomes
measures. If 2 outcome measures ane not avadable,
report on Bt least 1 outcome measwre and at least 1
of the following types of measures — résource use,

patient expersence of care, efficiency/appropriate
uge, of patent salaly,

12 MONTHS
TMNE = 133718

PORS group prachices parficipating vie qualified
cifftical data raglstny s not Imited fo PORS
maeasues fmaximwm 30 non-PORS - all payers)
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CAHPS lor PORS

=  COptonal for PORS group
prachices of 2:98 EPs

*  Required for PORS group
practices of 100+ EFg

Hawve all CAHPS for PORS summary
surnvey measures (12} reported on the
group's behall via 3 CMS-certlied survey
vendor
AND
Report al least B addidional measures
across 2 NQS domains using a QCOR.
Of the & additional measures, the group
practice = required to repar an al least 1
OULCOME Measune,

Mote: A group preclice wishing o ulilize this
aflicn mws! indicals s aent 1o ks the
CAHPS for PORS survey raporiad when

regisbering 1o participale in the PORS via GPFRO

12 MONTHS
e - 12316

mechanism. Also review the appropriate measure specifications for the selecled reparting meachanizmys) for 2018 PORS)
L - : —1
CLAS sasED ‘ REGISTRY ‘ ‘REPORTING

DATA REGESTRY

QUALIFIED CLENICAL |

REPORTING
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| WANT TO PARTICIPATE IN 2016 PQRS

TO AVOID THE 2018 NEGATIVE PAYMENT ADJUSTMENT

SELECT REPORTING MECHANISM

Also review the appropriate measure specifications for the selected reporting mechanismys) for 2016 PQRS)

(Refer to the 2016 Physician Quality Reporting System Measures List for a listing of all 2016 measures and associated NQS domains for & specific reporting
mechanism.

|

|

|

1

CLAIMS-BASED gtelegl;l:e Eateigm GROUP PRACTICE REPORTING OPTION TO AVOID 2018 Q%ﬂi'sgg‘;';""%“-
ADJUSTMENT
e iz REPORTING USING AN EHR ’m mﬂwe P‘.'% et b REPORTING
k oy Ao ML JD1E PR o practions Mt
oo TI Rvos e -
ca | =]
CAMPS for PORS
PORS group practions of o Opbonalfor PORS group
25-00EPS practices of 25-99 EPs
| »  Required for PORS group
T practicas of 100+ EPs
' . 1 AC
REPORT ON ALL MEASURES T ONALL a |
oo e s INCLUDED IN WEB INTERFACE
FOR PRE-POPULATED
BENEFICIARY SAMPLE (248 - FOR PRE-POPULATED
or report on 100% of beneficiaries :ENEF'S:A‘%E:m—E (248 -
e If pool Is less than 248)

Version 1.0

I

Report consecutive, confirmed, and
completed beneficiaries for each
disease module
+
Care Coordination/Patient Safety and
Preventive Care Measures

Al least 1 measure containing Medcare
pabont data must be reported

{Complete all measures with the GPRO
Web Interface)

12 MONTHS
11186 - 12731116

CPT only copyright2015 American Medical Association. All rights reserved.

Have ol CAHPS for PORS summary survey measures
(12) reported on the group's behad! via a8 CMS-cenified
survey yendor
AND
Report consecutive, confirmed, and completed
beneficianes for each disease module
-

Care Coordination/Patient Safety and Preventive Care
Measures
Al least 1 measure containing Medicare patient data
must be reported
(Complete all moasures with the GPRO Web Interface)

12 MONTHS
VING - 12/3118
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Appendix C: PQRS Claims-Based Process (Data Flow)
Physician Quality Reporting System
(PQRS) Claims-Based Process

L — &% — >
9 o620

Visit Documentedin EncounterForm  Coding & Billin
the Medical Record

Analysis Contractor National Claims Carrier/MAC

| History File ’

Confidential Incentive
Feedback Reports Payment

Version 1.0
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Appendix D: CMS-1500 Claim PQRS Example
Below is an example of an individual NPI reporting on a single CMS-1500 claim. See
http://mwww.cms.gov/manuals/downloads/clm104c26.pdf for more information and complete billing requirements.

ICD Indicator identifies

the ICD code set being

reported (e.g., [0] ICD-
10-CM diagnosis)

Enter the diagnosis code reference number
as shown in item 21 to relate the date of
service and the procedures performed to the

k. primary diagnosis.
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY  Relate A-L to service line below (24E) |- ¥ ] T HESUBRTSSTON
21. Review nd. | 9 CODE ORIGINAL REF, NO,
applicable PQRS Al MB0.069A 1 - c. L0 D |
measures related E. El a " 23. PRIOR AUTHORIZATION NUMBER
to ANY diagnosis : 4 — 2 =
2 73 g 5 - L, M.
(Dx) listed in item 24, A, DATE(S) OF SERVICE B. C/ | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G L H L g =z
21.Upto 12 Dx Ffom To PLAGE OF (Explain Unusual Circumstances) DIAGNOSIS e B e AENDERING o
may be entered. MM BB YY MM DD YY |SERVICE| EMONL CPT/HCPCS | MODIFIER POINTER § CHARGES s | A | QuAL. PROVIDER [0, # B
1 =
o7} os| 16|07 o5 |16 | o213 | | | | | 47.1 00 (vt | Corzsesersn ) |6
I 1 I 1 I 1 H A g1 7| 8
e
|dentifies ’_,-——#2 I | | ] I z 24D. Prpcedures, | B A e e e
il 07! os! 16|07 105 116 | | sost | services,or || A 0001 | | [we -
claim line- L 1 1 1 l Supcl 1 For group billing,
item. 3 CPT!H%DPCS 2 d the rendering NPI
| I | ‘ an P ——
S z
07 | 0‘: 16 | & ] 05 | 18 1 l l 1090F [ Modifier{s) as “ A I ( 0.0 )I I NPl 3 nprpber Of.“,]e
individual eligible
needed l %
4 ' ! ! " [ L - - J----| professional who
c | c T T D
ozl os! wlor {os fae | | W ceme W T—T—T—| 5 W [ aocootesmmst L™ performed the
5 | . | : ‘ ' : ; be submitted with | __|____| servicewillbe
07! sl 16| 07 1 o5 116 | | L G8752 l | = | | ¢ J aline-itemcharge || | wpi used from each
1 . . L 4 L . of $0.01 line item in the
6 | | 1 1 | 1 ! 1 - F--d4-=-=-- PQR_S
07! 05! 16 | 07 ! os 116 | l l cs7ss | ! i ! [ c 0.701 ] I NP calculations.
25, FEDERAL TAX 1.D. NUMBER SN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? |28, TOTAL CHAH ST RP S —
(For govt. claims. see back) a. e o e billing
XA " % n |
D XX YES NO § provider is entered here. Solo !
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33, BILLING PR practitioners enter the individual
INCLUDING DEGREES OR CREDENTIALS NPI; if a group is billing, enter the
(| certify that the statements on the reverse
apply ta this bill and are made a part theraol.) NP of the group.
SIGNED DATE e - - @WS |L\ Y

NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE AEEROVED OMB-0938-1197 FORM 1500 (02-12)

The patient was seen for an office visit (99213). The provider is reporting several measures related to Osteoporosis, ischemic vascular
disease (IVD), hypertension and urinary incontinence:

e Measure #41 (Osteoporosis) with QDC 4005F + osteoporosis line-item diagnosis (24E points to DXM80.069A in Item 21);
e Measure #48 (Assessment - Urinary Incontinence) with QDC 1090F. For PQRS, there is no specific diagnosis associated with
this measure. Point to the appropriate diagnosis for the encounter.
Version 1.0 2/18/2016
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e Measure #204 (IVD) with QDC G8598 + IVD line-item diagnosis (24E points to Dx 120.0 in tem 21); and

e Measure #236 (Controlling Hypertension) with QDCs G8752 + G8754 + Hypertension line-item diagnosis (24E points to Dx 110 in
ltem 21).

e Note: Alldiagnoses listed in Item 21 will be used for PQRS analysis. Measures that require the reporting of two or more
diagnoses on claimwill be analyzed as submitted in ltem 21.

¢ NPI placement: tem 24J must contain the NPI of the individual provider that rendered the service when a group is billing.

e If billing software limits the line items on a claim, you may add a nominal line-item charge of a penny to one of the QDC line items
on that second claim. PQRS analysis will subsequently join both claims based on the same beneficiary, for the same date-of-
service, for the same TIN/NPI and analyze as one claim.

Version 1.0 2/18/2016
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Appendix E: CMS-1450 Claim PQRS Example
Below is an example of an individual EP under CAH Method Il reporting PQRS quality-data codes (QDCs) for 2016 PQRS measures # 1,

#117, #48, #236 on a single CMS-1450 claim. See the Medicare Claims Processing Manual, Chapter 25, for complete information about
billing requirements.

1

)

Provider Name g"z& 288 =
| Address REC & | ssx
! & FED. TAX NO. e o | ,
XNXXXNXX | 070516 [ 070516
8 PATIENT NaME [«] xxxx apaTienT acoRess  [o] XXXX 4. TOB 85X will
b s le|sT [¢|ZIP | beinciuded in
10 BETHOMTE NEX o pare SRR MTYPE dssac|SUHR[TSTAT| g g o i s - R 2%?;:%130— PQRS analysis
o R — e 7 (nesze) aocs |
T PRl Rl PRECCRlE ocmeoesml 47 (lines 26). QDCS Pl |7
. [ must be submitted with 8
» ' a line-item charge of The individual/
m ) varecones | $0.01. Charge field [ i
e ‘[1)4 (Iine'1 ).t ligibi a%ﬂ gzzzgi;ivb::nn';tﬁgeble Leen::;:;'“g"?tr;m::t
enominator-eliginie = i
Gutbatigt it A (ines < 51 AEES for this nominal S8 Al enkaeh
for measures relevant amount. =
\ to the outpatient visit : "
42 REV.CO. | 43 DESCRIFTION HoELs / RATE | HIPPS CODE % STRV.OATE 48 SERV.UNITS AFML CHARGES
110983 Professional fee-OP Clinic M 09213 070516 100.00
2| 0983 Professional fee-OP Clinic 3045F 070516 201
| 0983 Professional fee-OP Clinic 2022F 070516 01
410983 Professional fee-OP Clinic 1090F 070516 ;01
°{0983 | Professional fee-OP Clinic G152 [ 070516 01
10983 Professional fee-OP Clinic G8754 070516 .01 )
7 SRS 7
Version 1.0 2/18/2016
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[0 = I -
L [ ===l 67(4). Other il
= : diagnosis code files i [ [ =
74 s 67. The primary 0 OTHER PROCEDURE i SNV
3\ cobt diagnosis code G : __ cooE DATE |- frommenome v XNXXNXNNNY  foun] |
| 1 Il HS
d OTHER PROCEDURE OTHER PROCEDURE - 5
66. The ICD version S T oo DATE o ‘ el
2 " S & LAST ‘ ll'.DT
indicator is coded — . - g ”
40" for ICD-10 8160 780THER | |.&- 76. Attending NP1 will be
3 s ST used for PQRS analysis if
momen || rendering/individual NP1 is
3 VaRE not included on claim.
JEOTCNs 1350 MBS APPADVAL PENDING NUBE i 1oz THE CERTIFICATIONS ON THE AEVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF
© 2005 g Commmen LICS212257

As shown in the above example, the following items are used for PQRS analysis:

o PQRS will analyze claims with 85X TOB, where “X’ is any digit between 1 and 9, and physician supplier revenue codes (RCs)
045x, 096x, 097x and 098x, which will be paid based on the lesser of the submitted charges or the Medicare Physician Fee
Schedule (MPFS).

Note: The RCs and descriptions will change depending on the service location.

e Denominator-eligible office visit: For this example the patient (age 70) was seen for an office visit (99213), which is entered
as the first line item.

e ReportQDCs: For this visit, the EP is reporting several individual PQRS measures related to diabetes, hypertension (HTN),
and urinary incontinence, including the following:

o Measure #1 (hemoglobin Alc poor control) with QDC 3045F + diabetes diagnosis E11.40in form locator 67;
Measure #117 (diabetes - eye exam) with QDCs 2022F + diabetes diagnosis E11.40 in form locator 67;
o Measure #48 (assessment - urinary incontinence) with QDC 1090F;
Note: For PQRS, there is no specific diagnosis associated with this measure.
o Measure #236 (hypertension —controlling) with QDC G8752 + G8754 + HTN diagnosis 110 in form locator 67A; and
e Line-item charges: If billing software limits the line items on a claim, you may add a nominal line-item charge of a penny to one
of the QDC line items on the second claim. PQRS analysis will subsequently join claims that have the same beneficiary
information, the same date-of-service, and the same CCN/TIN/NPI, and analyze the data as if it was submitted on one claim.

Version 1.0 2/18/2016
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e Theprinciple diagnosis code must be entered in form locator 67. Other diagnosis codes can be entered in form locator

67A-Q. For this example, the principle diagnosis code is E11.40 diabetic neuropathy, which is listed in form locator 67. The other
diagnosis code is 110 HTN, which is listed in form locator 67A.

NPI placement: For combined claims (containing both professional and technical services), the rendering/individual NPI

must be provided at the line level, such as handwritten next to the line item on the CMS-1450 form or entered in loop 2420Ain
837I.

Version 1.0

2/18/2016
CPT only copyright2015 American Medical Association. All rights reserved.

Page 34 of 39



Appendix F: EHR Process (Data Flow)

2016 PQRS - EHR
Process

EP or group practice determines if they want to
submit clinical quality measures (CQMs)
directly using a direct EHR product or if they
want CQMs submitted on their behalf by an
EHR Data Submission Vendor

EP or group practice verifies that
current system is certified EHR

technology (CEHRT)

l»Direct EHR Product—l—oata Submission Vendor

EP or group practice extracts CQM-
related data from their CEHRT

|

EP or group practice submits COM
data directly to the CMS Portal in
CMS-approved file format from

EP or group practice hires an EHR

Data Submission Vendor to extract

CQM-related data from the CEHRT
for the EP or Group Practice

v

Data Submission Vendor submits
compiled CQM data to CMS Portal in
CMS-approved file format on behalf

their CEHRT of EP or group practice

I |
.

PQRS system determines
satisfactory reporting (avoiding
' negative payment adjustment) ———Yes
based on available data
submitted from CEHRT

\ 4

Qualify for Medicare EHR
Incentive Program and avoid
2018 PQRS negative payment
adjustment

2018 PQRS negative
payment adjustment
applied

Note for EHR Incentive Program
participants only: If an EP satisfactorily
reports for 2016 PQRS using the
electronic reporting option, (s)he will also
satisfy the COM component of the EHR
Incentive program, however, EPs will still
be required to meet the other Meaningful
Use objectives through the Medicare EHR
Incentive Program Registration and

Altestation System.
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Appendix G: Registry Process (Data Flow)

2016 PQRS - Registry Process

EP (Individual NP1) or PQRS group practice

(Group TIN) finds a registry vendor (listed on
PQRS website) to report measures based on
the services provided by EP or group practice

Y

' EP or group practice collaborates with
chosen registry to determine method
of data collection for measures to be

reported by EP or group practice

Registry reports measures received
from EP or group practice to CMS via

Portal
—No——— Satisfactorily report Yes
v
Subject to 2018 PQRS Avoid 2018 PQRS
negative payment negative payment
adjustment adjustment

Note: All qualified registries must be able to submit ALL needed data elements and transmit the data to CMS for at least 9 measures
covering 3 NQS domains as well as ALL dato elements for oll of the cross-cutting measures.
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Appendix H: PQRS GPRO Web Interface Process (Data Flow)

2016 PQRS - GPRO
Web Interface Process

If a group practice decides to submit measures
together using a single TIN for the entire group,
they will need to register for PQRS GPRO

I

A group practice of
25 or more EPs
may use GPRO

Web Interface

v

Web Interface pre-populates

|

samples of patients assigned
to the group
Group practices complete the
GPRO Web Interface and
submit to CMS
Group practices with 25-99 EPs Group practices with 100+ EPs
Report on all measures included in the Web Report on all CAHPS for PQRS survey measures
Interface AND Populate data field for the first 248 via certified survey vendor, AND Report on all
consecutively ranked and assigned beneficiaries measures included in the Web Interface, AND
in the order in which they appear in the group's Populate data field for the first 248 consecutively
sample for each module or preventive care ranked and assigned beneficiaries in the order in
measure. If the pool of eligible assigned which they appear in the group's sample for each
beneficiaries is less than 248, then report on module or preventive care measure. If the pool of
100% of assigned beneficiaries. Report on at least eligible assigned beneficiaries is less than 248,
1 measure for which there is Medicare patient then report on 100% of assigned beneficiaries.
data. CAHPS for PQRS is optional. Report on at least 1 measure for which there is
Medicare patient data.
, A ' .
Complete measure information for ' Complete measure information for |
required number of consecutively required number of consecutively
ranked patients from pre- ‘ ranked patients from pre- ‘
populated sample for GPRO Web | populated sample for GPRO Web |
Interface measures Interface measures
£ |
Satisfactory reporting Satisfactory reporting
and avoid 2018 PQRS and avoid 2018 PQRS
negative payment negative payment
adjustment adjustment
Version 1.0 2/18/2016
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Appendix I: QCDR Process (Data Flow)

2016 PQRS - QCDR Process

Individual EP or PQRS group practice finds a
QCDR vendor (listed on PQRS website) to report
measures based on the services provided

|

'

Individual EP or PQRS group practice
collaborates with chosen QCDR to
determine method of data collection
for measures to be reported

v
QCDR reports measures received

from individual EP or PQRS group
practice to CMS via Portal

Y
Satisfactorily G
No participate
{ |
Did not satisfactorily Diq §atisfactoril¥
participate so subject to participate to avoid
2018 PQRS negative 2018 PQRS_negatlve
payment adjustment payment adjustment
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Appendix J: Revision Notes
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	Introduction. 
	Introduction. 
	Purpose 
	The “2016 PQRS Implementation Guide” helps individual eligible professionals (EPs) and group practices participating in PQRS via the group practice reporting option (GPRO) (referred to as PQRS group practices) understand and report for 2016 PQRS. It addresses common PQRS implementation concerns, such as: 
	. Program questions: What is PQRS? Why should I participate? 
	. Measures and Analysis questions: How do I select which measures to report? How does my data get analyzed? 
	. Reporting questions: What are the different ways I can report? When do I need to report and how do I report? 
	To supplement this guide, EPs may get the latest information about PQRS on the , via the and also on . Help Desk support is also available Monday – Friday from 7:00 AM­
	PQRS website
	PQRS website

	PQRS listserv 
	PQRS listserv 

	Twitter
	Twitter


	7:00 PM Central Time at 1-866-288-8912 (TTY: 1-877-715-6222) or at . 
	Qnetsupport@hcqis.org

	What is PQRS? 
	PQRS is a quality reporting program that uses negative payment adjustments to promote reporting of quality information by individual EPs and group practices. Those who do not satisfactorily report data on quality measuresfor covered Medicare Physician Fee Schedule (MPFS) services furnished to Medicare Part B beneficiaries (including Railroad Retirement Board, Medicare Secondary Payer, and Critical Access Hospitals [CAH] Method II) will be subject to a negative payment adjustment under PQRS. Medicare Part C–
	. 
	Reporting electronically using an electronic health record (EHR) 
	Reporting electronically using an electronic health record (EHR) 


	. 
	Qualified Registry 
	Qualified Registry 


	. 
	Qualified Clinical Data Registry (QCDR) 
	Qualified Clinical Data Registry (QCDR) 


	. 
	PQRS group practice via GPRO Web Interface 
	PQRS group practice via GPRO Web Interface 


	. 
	CMS-Certified Survey Vendor 
	CMS-Certified Survey Vendor 


	. 
	Claims 
	Claims 


	All EPs who do meet the criteria for satisfactory reportingor participating for 2016 PQRSwill be subject to the 2018 negative payment adjustment with no exceptions. 
	not

	Who is eligible to participate in PQRS? 
	Medicare physicians, practitioners, and therapists providing covered professional services paid under or based on the MPFS are considered EPs under PQRS. To the extent that EPs are providing services which get paid under or based on the MPFS, those services are eligible for PQRS negative payment adjustments. Individual EPs, EPs in PQRS group practices, Accountable Care Organizations (ACOs) reporting PQRS via the GPRO Web Interface, and Comprehensive Primary Care (CPC) practice sites are eligible to particip
	PQRS How To Get Started webpage
	PQRS How To Get Started webpage


	EPs or PQRS group practices, using their individual rendering NPI or TIN respectively, may report the quality clinical action for measures within PQRS. Individual EPs report data to CMS at the TIN/NPI level, while PQRS group practices report data to CMS at the TIN level. Most services payable under fee schedules or methodologies other than the MPFS are not included in 2016 PQRS (for example, services provided under federally qualified health center (FQHC) or rural health clinic (RHC) methodologies, portable
	Why should I participate in PQRS? 
	 
	 
	 
	Help improve health care quality. Driving quality improvement is a core function of CMS. The vision for the CMS Quality Strategy is to optimize health outcomes by leading clinical quality improvement and health system transformation. PQRS plays a crucial role to facilitate physician participation in this process committed to quality improvement. 
	Help improve health care quality. Driving quality improvement is a core function of CMS. The vision for the CMS Quality Strategy is to optimize health outcomes by leading clinical quality improvement and health system transformation. PQRS plays a crucial role to facilitate physician participation in this process committed to quality improvement. 


	 
	 
	Be a satisfactory reporter and avoid the 2018 PQRS negative payment adjustment. Additional information on how to avoid the PQRS negative payment adjustment can be found in this guide and supporting documentation on the CMS PQRS website. 
	Be a satisfactory reporter and avoid the 2018 PQRS negative payment adjustment. Additional information on how to avoid the PQRS negative payment adjustment can be found in this guide and supporting documentation on the CMS PQRS website. 



	What are quality measures? 
	Quality measures are indicators of the quality of care provided by physicians. They are tools that help CMS measure or quantify health care processes, outcomes, patient perceptions, and organizational structure and/or systems that are associated with the ability to provide high-quality health care and/or that relate to one or more quality goals for health care. These goals include: effective, safe, efficient, patient­centered,equitable,andtimelycare. Refertopage7for . 
	moreinformationonqualitymeasures
	moreinformationonqualitymeasures


	It is important to review and understand each measure specification especially as it pertains to a specific reporting mechanism.The measure specification specific to thereporting mechanism willprovide definitions and specific instructions for satisfactorily reporting the measure. This guide provides a web address under each reporting mechanism for easy location of the measures specifications. Refer to the next section, “PQRS Measure Selection Considerations”for more information about denominators and numera
	Appendix A: Glossary of Terms
	Appendix A: Glossary of Terms


	Disclaimer: If reporting for PQRS through another CMS program (such as the Medicare Shared Savings Program, Comprehensive Primary Care Initiative, Pioneer Accountable Care Organizations, or other quality reporting program or initiative), please check the program’s requirements for information on how to report quality data to avoid the PQRS negative payment adjustment. Please note, although CMS has attempted to align or adopt similar reporting requirements across programs, EPs should look to the respective q
	CPT copyright 2015 American Medical Association. All rightsreserved. Fee schedules, relative value units, conversion factors and/or related components are not assigned by the AMA, are not part of CPT, and the AMA is not recommending their use. TheAMAdoesnotdirectly orindirectly practicemedicineordispensemedicalservices. TheAMAassumesnoliability fordata containedornotcontainedherein. CPT isaregisteredtrademarkoftheAmericanMedical Association. 

	PQRS Measure Selection Considerations. 
	PQRS Measure Selection Considerations. 
	The 2016 PQRS measures address various aspects of care, such as prevention, chronic-and acute-care management, procedure-related care, resource utilization, and care coordination. EPs and PQRS group practices are not required to report on all of the PQRS measures and must select which measures they would like to report. 
	How should I determine which measures to report? 
	Step 
	Step 
	Step 
	Description 

	Step 1: Review the Measures List 
	Step 1: Review the Measures List 
	Review the “2016 Physician Quality Reporting System (PQRS) Measures List” and the PQRS Web-Based Measure Search Tool, available on the PQRS Measures Codes webpage, to determine which measures, associated domains, and reporting mechanism(s) may be of interest and applicable to the individual EP or group practice participating in PQRS via GPRO.  Not all measures are available under each PQRS reporting mechanism. EPs or PQRS group practices should avoid individual measures that do not or may infrequently appl
	Review the “2016 Physician Quality Reporting System (PQRS) Measures List” and the PQRS Web-Based Measure Search Tool, available on the PQRS Measures Codes webpage, to determine which measures, associated domains, and reporting mechanism(s) may be of interest and applicable to the individual EP or group practice participating in PQRS via GPRO.  Not all measures are available under each PQRS reporting mechanism. EPs or PQRS group practices should avoid individual measures that do not or may infrequently appl


	Step 2: Consider important factors 
	Step 2: Consider important factors 
	Consider the following factors when selecting measures for reporting:  Clinical conditions usually treated.  Types of care typically provided – e.g., preventive, chronic, acute.  Settings where care is usually delivered – e.g., office, emergency department (ED), surgical suite.  Quality improvement goals for 2016.  Other quality reporting programs in use or being considered by the NQS (see further explanation below). 

	Step 3: Review specifications 
	Step 3: Review specifications 
	After making a selection of potential measures, review the specifications for the selected reporting mechanism for each measure under consideration. Select those measures that apply to services most frequently provided to Medicare patients by the EP or PQRS group practice.  EPs or PQRS group practices should review each measure’s denominator coding to determine which patients may be eligible for the selected PQRS measure(s). EPs can report individual measures or Measures Groups, while PQRS group practices 
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	The National Quality Strategy (NQS) 
	In 2016, measures are classified according to the 6 NQS domains based on the NQS’s priorities. PQRS reporting mechanisms typically require an EP or PQRS group practice to report 9 or more measures covering at least 3 NQS domains, and cross-cutting measures for EPs with billable face-to-face encounters for satisfactory reporting or participation to avoid the 2018 PQRS negative payment adjustment when reporting individual measures. 
	The Six NQS Domains 
	Patient Safety 
	Person and Caregiver Centered Experience and Outcomes 
	Communication and Care Coordination 
	Effective Clinical Care 
	Community/ Population Health 
	Efficiency and Cost Reduction 
	What isa measure? 
	Measures consist of two major components: denominators and numerators. 
	PQRS Denominators and Numerators 
	Figure
	Each component is defined by specific codes described in the respective measure's specification along with the reporting instructions and use of modifiers. 
	See below for an example of a measurement specification construct: 
	Figure
	Measure component #1: Denominator 
	The first measure component is the denominator, which describes the eligible cases for a measure or the eligible patient population. Physician Quality Reporting measure denominators are identified by ICD-10­CM , ICD-10-PCS, CPT Category I, and HCPCS codes, as well as patient demographics (age, gender, etc.), and place of service (if applicable). For GPRO Web Interface and electronic reporting using an EHR, other clinical coding sets may be included such as SNOMED, LOINC, or RxNorm. 
	Measure component #2: Numerator 
	The second component is the numerator describing the specific clinical action required by the measure for performance. EPs may use the codes present in the numerator to report the outcome of the action as indicated by the measure. PQRS measure numerators are quality-data codes (QDCs) consisting of specified non-payable CPT Category II codes and/or temporary G-codes. For GPRO Web Interface and electronic reporting using an EHR, other clinical coding sets may be included such as SNOMED, LOINC, or RxNorm in or
	How is a measure calculated? 
	Calculating the PQRS reporting rate (dividing the number of reported numerator outcomes by denominator-eligible encounters) identifies the percentage of a defined patient population that was reported for the measure. 
	For performance rate calculations, some patients may be subtracted from the denominator based on medical, patient, or system performance exclusions/exceptions (depending upon reporting mechanism) allowed by the measure. 
	The final performance rate calculation represents the eligible population that received a particular process of care or achieved a particular outcome (measure defined performance met outcome). It is important to review and understand each measure's specification, as it contains definitions and specific instructions for reporting the measure. 
	How do I report PQRS measures? 
	PQRS offers several reporting mechanisms for reporting measures. There may be different mechanisms available within the specific reporting mechanism to satisfactorily report to avoid the 2018 negative payment adjustment. Refer to – 2016 PQRS Reporting/Participation for Avoiding the 2018 PQRS Negative Payment Adjustment for the Decision Trees designed to help participants select among the multiple reporting mechanisms available in PQRS. EPs and PQRS group 
	PQRS offers several reporting mechanisms for reporting measures. There may be different mechanisms available within the specific reporting mechanism to satisfactorily report to avoid the 2018 negative payment adjustment. Refer to – 2016 PQRS Reporting/Participation for Avoiding the 2018 PQRS Negative Payment Adjustment for the Decision Trees designed to help participants select among the multiple reporting mechanisms available in PQRS. EPs and PQRS group 
	Appendix B: Decision Trees 
	Appendix B: Decision Trees 


	practices should consider which reporting mechanism best fits their practice and should choose measures within the same option of reporting. 

	. Please note that PQRS defines a group practice as a single TIN with 2 or more individual EPs (as identified by individual NPI) that have reassigned their billing rights to the TIN. 
	Determining Group Size 
	A group practice must have 2 or more EPs who have reassigned their billing rights to the TIN in order to participate via PQRS GPRO. The group practice will determine its size based on the number of EPs billing under the TIN at the time of registration. During registration, group size will be categorized as 2-24 EPs, 25-99 EPs and 100 or more EPs. The group practice will need to indicate their group size to CMS by selecting one of these size categories. Reporting requirements and available reporting mechanis
	. Please note that an individual EP who is a member of a group practice participating in PQRS GPRO is not eligible to separately report under PQRS as an individual EP under that same TIN (that is, for the same TIN/NPI combination). 
	Reporting Mechanisms Available for 2016 
	Individual EPs PQRS Group Practices 
	EHR direct product that is CEHRT (2+. providers). EHR DSV that is CEHRT (2+ providers). Qualified PQRS registry (2+ providers). QCDR (2+ providers). GPRO Web Interface (25+ providers). CAHPS for PQRS using CMS-certified. survey vendor (2+ providers) (CAHPS is. supplemental to other reporting. mechanisms) (required for groups of 100+. providers). 
	PQRS group practices must register for the GPRO and select their reporting mechanism by June 30, 2016. For more information about reporting PQRS measures as a group, visit the . 
	PQRS 
	PQRS 
	How to Get Started webpage


	. EHR direct product that is Certified 
	 
	Electronic Health Record Technology 
	(CEHRT) 
	  EHR data submission vendor (DSV) that 
	 
	is CEHRT 
	  Qualified PQRS registry 
	  Qualified Clinical Data Registry (QCDR) 
	  Medicare Part B claims submitted to CMS 
	 
	Note: As outlined in the 2016 MPFS final rule, all PQRS quality measure data collected from individual EPs and PQRS group practices via all reporting mechanisms are available for public reporting. In addition, all individual and group-level QCDR measures and CAHPS for PQRS summary survey measures are available for public reporting. All data that meet the public reporting standards will be published on Physician Compare in late 2017. For more information on public reporting, view the . 
	CMS 
	CMS 
	Physician Compare Initiative website


	Analysisof PQRS Data: Reporting FrequencyandPerformance Timeframes 
	Reporting frequency and performance timeframes are considerations for satisfactorily reporting through the various PQRS reporting mechanisms. 
	What is “reporting frequency”? 
	Each measure specification includes a reporting frequency for each denominator-eligible patient (see section on Measure Selection Considerations) seen during the reporting period. The reporting frequency described in the measure specification’s instructions applies to each individual EP and PQRS group practice submitting individual PQRS measures. The reporting frequency is used in analyzing each measure to help determine satisfactory reporting, according to the reporting frequency in the “Instructions” sect
	Figure
	What isa performance timeframe? 
	A measure’s performance timeframe is defined in the measure’s description and is distinct from the reporting frequency requirement defined in the measure’s instructions. The performance timeframe, unique to each measure, outlines the timeframe in which the clinical action described in the numerator may be completed. See . 
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	Satisfactorily Report Measures .
	Satisfactorily Report Measures .
	PQRS EPs and PQRS group practices can refer to the following educational resources, available in 2016: 
	 
	 
	 
	“2016 Physician Quality Reporting System (PQRS) Electronic Health Record (EHR) Reporting Made Simple” available on the PQRS Electronic Reporting Using an EHR webpage 
	“2016 Physician Quality Reporting System (PQRS) Electronic Health Record (EHR) Reporting Made Simple” available on the PQRS Electronic Reporting Using an EHR webpage 


	 
	 
	“2016 Physician Quality Reporting System (PQRS) Measures – Registry Reporting Made Simple” available on the PQRS Registry Reporting webpage 
	“2016 Physician Quality Reporting System (PQRS) Measures – Registry Reporting Made Simple” available on the PQRS Registry Reporting webpage 


	 
	 
	“2016 Physician Quality Reporting System (PQRS) Qualified Clinical Data Registry (QCDR) Participation Made Simple” available on the PQRS Qualified Clinical Data Registry Reporting webpage 
	“2016 Physician Quality Reporting System (PQRS) Qualified Clinical Data Registry (QCDR) Participation Made Simple” available on the PQRS Qualified Clinical Data Registry Reporting webpage 


	 
	 
	“2016 Physician Quality Reporting System (PQRS) Measures – Claims Reporting Made Simple” available on the PQRS Measures Codes webpage 
	“2016 Physician Quality Reporting System (PQRS) Measures – Claims Reporting Made Simple” available on the PQRS Measures Codes webpage 


	 
	 
	“2016 Physician Quality Reporting System (PQRS) Group Practice Reporting Option (GPRO) Web Interface Reporting Made Simple” available on the PQRS GPRO Web Interface webpage 
	“2016 Physician Quality Reporting System (PQRS) Group Practice Reporting Option (GPRO) Web Interface Reporting Made Simple” available on the PQRS GPRO Web Interface webpage 


	 
	 
	“2016 CMS-Certified Survey Vendor Made Simple” available on the PQRS CMS-Certified Survey Vendor webpage 
	“2016 CMS-Certified Survey Vendor Made Simple” available on the PQRS CMS-Certified Survey Vendor webpage 


	 
	 
	“2016 Physician Quality Reporting System (PQRS) Getting Started with Measures Groups” available on the PQRS Measures Codes webpage 
	“2016 Physician Quality Reporting System (PQRS) Getting Started with Measures Groups” available on the PQRS Measures Codes webpage 



	What’s the difference between “satisfactory reporting” vs. “satisfactory participation?” 
	What’s the difference between “satisfactory reporting” vs. “satisfactory participation?” 
	“Satisfactory reporting” refers to participating in 2016 PQRS to avoid the 2018 negative payment adjustment while “satisfactory participation” refers to EPs participating in the “qualified clinical data registry (QCDR)” reporting mechanism. 
	What are the components of a measure? 
	Please refer to page 7 for . 
	more information on measure components
	more information on measure components


	How should I select which reporting mechanism to use? 
	Refer to – 2016 PQRS Reporting/Participation for Avoiding the 2018 PQRS Negative Payment Adjustment for the Decision Trees designed to help participants select among the multiple reporting mechanisms available in PQRS. 
	Appendix B: Decision Trees 
	Appendix B: Decision Trees 


	Note: For the claims and registry reportingmechanisms, individual EPs and PQRS group practices that report less than 9 measures or less than 3 NQS domains will be subject to Measure-Applicability Validation (MAV). For more information on MAV, please see the . 
	PQRS Analysis and Payment webpage
	PQRS Analysis and Payment webpage
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	Appendix A: Glossary of Terms. 

	Terms 
	Terms 
	Definitions 

	Base Claim Diagnosis 
	Base Claim Diagnosis 
	PQRS refers to all diagnoses listed (Item 21 of the CMS-1500 claim form, field 66 of the CMS-1450 form) associatedwith physician office, outpatient, and inpatient visits for reporting. 

	CMS-1450 Form 
	CMS-1450 Form 
	The CMS-1450 form (UB-04 at present) can be used by an institutional provider to bill a Medicare fiscal intermediary when a provider qualifies for a waiver from the Administrative Simplification Compliance Act requirement for electronic submission of claims. It is also used for billing of institutional charges to most Medicaid State Agencies. Please contact your Medicaid State Agency for more details on their requirements for this paper form. Regardless of the reporting mechanism, CAH II providers will need
	The CMS-1450 form (UB-04 at present) can be used by an institutional provider to bill a Medicare fiscal intermediary when a provider qualifies for a waiver from the Administrative Simplification Compliance Act requirement for electronic submission of claims. It is also used for billing of institutional charges to most Medicaid State Agencies. Please contact your Medicaid State Agency for more details on their requirements for this paper form. Regardless of the reporting mechanism, CAH II providers will need


	CMS-1500 Form 
	CMS-1500 Form 
	Health Insurance Claim Form CMS-1500 is the standard paper claim form to bill Medicare Fee-For-Service (FFS) Contractors when a paper claim is allowed. Form CMS-1500 may be suitable for billing various government and some private insurers. Refer to Appendix D for more information. 
	Health Insurance Claim Form CMS-1500 is the standard paper claim form to bill Medicare Fee-For-Service (FFS) Contractors when a paper claim is allowed. Form CMS-1500 may be suitable for billing various government and some private insurers. Refer to Appendix D for more information. 


	CMS-Certified 
	CMS-Certified 
	A CMS-certified survey vendor is a reporting mechanism for purposes of reporting 

	Survey Vendor 
	Survey Vendor 
	CAHPS for PQRS surveys for PQRS group practices. The CMS-certified survey vendor is required to be certified for a particular program year by CMS in order to submit the CAHPS for PQRS survey data. 

	Claim 
	Claim 
	For PQRS purposes, one or more claims will be reconnected based on TIN, NPI, beneficiary, and date of service. 

	Claim 
	Claim 
	Claim adjustment reason codes (CARC) communicate an adjustment, meaning that 

	Adjustment 
	Adjustment 
	they must communicate why a claim or service line was paid differently than it was 

	Reason Code 
	Reason Code 
	billed. If there is no adjustment to a claim/line, then there is no adjustment reason 

	(CARC) 
	(CARC) 
	code. 

	CPT Category II 
	CPT Category II 
	A set of supplemental CPT codes intended to be used for performance measurement. 

	Codes or CPT II 
	Codes or CPT II 
	These codes may be used to facilitate data collection about the quality of care 

	codes 
	codes 
	rendered by coding certain services, test results or clinical actions that support nationally established performance measures and that the evidence has demonstrated to contribute to quality patient care.2 For PQRS, CPT Category II codes are used to report quality measures on a claim for measurement calculation. CPT Category II or CPT II codes were developed through the CPT Editorial Panel for use in performance measurement, encode the clinical action(s) described in a measure’s numerator. CPT II codes cons
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	Terms 
	Definitions 

	Denominator 
	Denominator 
	The lower portion of a fraction used to calculate a rate, proportion, or ratio. 

	(Eligible Cases) 
	(Eligible Cases) 
	The denominator must describe the population eligible (or episodes of care) to be evaluated by the measure. This should indicate age, condition, setting, and timeframe (when applicable). For example, “Patients aged 18 through 75 years with a diagnosis of diabetes.” PQRS measure denominators are identified by ICD-10-CM, CPT Category I, and HCPCS codes, as well as patient demographics (age, gender, etc.), and place of service (if applicable). 

	Denominator Exception 
	Denominator Exception 
	The definition included there is 'Those conditions that should remove a patient, procedure, or unit of measurement from the denominator of the performance rate only if the numerator criteria are not met. Denominator exceptions allow for adjustment of the calculated score for those providers with higher risk populations. Denominator exceptions are used only in proportion measures. Denominator exceptions allow for the exercise of clinical judgment and should be specifically defined where capturing the informa

	Denominator 
	Denominator 
	Patients with conditions who should be removed from the measure population and 

	Exclusion 
	Exclusion 
	denominator before determining if numerator criteria are met. Patients who should be removed from the measure population and denominator before determining if numerator criteria are met. Denominator exclusions are used in proportion and ratio measures to help narrow the denominator. For example, patients with bilateral lower extremity amputations would be listed as a denominator exclusion for a measure requiring foot exams. 

	Denominator Statement 
	Denominator Statement 
	A statement that describes the population eligible for the performance measure. For example, “Patients aged 18 through 75 years with a diagnosis of diabetes.” 

	Diagnosis 
	Diagnosis 
	Item 24E of the CMS-1500 claim form or electronic equivalent. For PQRS, the line 

	Pointer 
	Pointer 
	item containing the quality-data code (QDC) for the measure should point to one diagnosis (from Item 21) per measure-specific denominator coding. To report a QDC for a measure that requires reporting of multiple diagnoses, enter the reference number in the diagnosis pointer field that corresponds to one of the measure’s diagnoses listed on the base claim. Regardless of the reference number in the diagnosis pointer field, both primary and all secondary diagnoses are considered in PQRS analysis. 

	Electronic Health Record (EHR) 
	Electronic Health Record (EHR) 
	The Electronic Health Record (EHR) is a longitudinal electronic record of patient health information generated by one or more encounters in any care delivery setting. Included in this information are patient demographics, progress notes, problems, medications, vital signs, past medical history, immunizations, laboratory data and radiology reports. The EHR automates and streamlines the clinician's workflow. The EHR has the ability to generate a complete record of a clinical patient encounter ­as well as supp
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	Terms 
	Terms 
	Terms 
	Definitions 

	Eligible Professional (EP) 
	Eligible Professional (EP) 
	Refer to the PQRS How to Get Started webpage for the “2016 PQRS List of Eligible Professionals” Some professionals may be eligible to participate per their specialty, but due to billing method may not be able to participate:  Professionals who do not bill Medicare at an individual National Provider Identifier (NPI) level, where the rendering provider’s individual NPI is entered on CMS-1500 or CMS-1450 type paper or electronic claims billing, associated with specific line-item services. Services payable und
	Refer to the PQRS How to Get Started webpage for the “2016 PQRS List of Eligible Professionals” Some professionals may be eligible to participate per their specialty, but due to billing method may not be able to participate:  Professionals who do not bill Medicare at an individual National Provider Identifier (NPI) level, where the rendering provider’s individual NPI is entered on CMS-1500 or CMS-1450 type paper or electronic claims billing, associated with specific line-item services. Services payable und


	Encounter 
	Encounter 
	Encounters with patients during the reporting period which include: CPT Category I E/M service codes, CPT Category I procedure codes, or HCPCS codes found in a PQRS measure’s denominator. These codes count as eligible to meet a measure’s inclusion requirements when occurring during the reporting period. 

	G-codes for PQRS 
	G-codes for PQRS 
	A set of CMS-defined temporary HCPCS codes used to report quality measures on a claim. G-codes are maintained by CMS. 

	Group Practice Reporting Option (GPRO) 
	Group Practice Reporting Option (GPRO) 
	The Group Practice Reporting Option (GPRO) was introduced in 2010 as a reporting mechanism for group practices to participate in PQRS. PQRS defines a group practice as a single TIN with 2 or more individual EPs (as identified by Individual NPI) that have reassigned their billing rights to the TIN. 

	ICD-10-CM Diagnosis Codes 
	ICD-10-CM Diagnosis Codes 
	ICD-10-CM is a clinical modification of the World Health Organization’s ICD-10, which consists of a diagnostics classification system. ICD-10-CM includes the level of detail needed for morbidity classification and diagnostics specificity in the United States.9 For more information on ICD-10 implementation, visit the CMS ICD-10 Website: http://www.cms.gov/Medicare/Coding/ICD10/index.html. 
	ICD-10-CM is a clinical modification of the World Health Organization’s ICD-10, which consists of a diagnostics classification system. ICD-10-CM includes the level of detail needed for morbidity classification and diagnostics specificity in the United States.9 For more information on ICD-10 implementation, visit the CMS ICD-10 Website: http://www.cms.gov/Medicare/Coding/ICD10/index.html. 


	Line-Item Diagnosis 
	Line-Item Diagnosis 
	Six service lines are in Section 24 of the CMS-1500 claim form to accommodate submission of the rendering NPI and supplemental information to support the billed service, including the pointed diagnosis from Item 21. QDCs are submitted on the line item in section 24 for PQRS. 


	Terms 
	Terms 
	Terms 
	Definitions 

	Measure 
	Measure 
	 Performance Measure  A quantitative tool (e.g., rate, ratio, index, percentage) that provides an indication of performance in relation to a specified process or outcome.  See also process measure and outcome measure.1,6  Measure Types  Outcome measure: A measure that assesses the results of healthcare that are experienced by patients: clinical events, recovery and health status, experiences in the health system, and efficiency/cost.6  Process measure: A measure that focuses on steps that should be fo

	Measure Reporting Frequency 
	Measure Reporting Frequency 
	 Patient-Process: Report a minimum of once per reporting period per individual EP (NPI).  If the measure is reported more than once during the reporting period, performance rates are calculated using the most advantageous QDC submitted.  Reflect quality actions performed throughout the reporting period or other timeframe.  Patient-Intermediate: Report a minimum of once per reporting period per individual EP (NPI).  If the measure is reported more than once during the reporting period, performance rates
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	Terms 
	Terms 
	Terms 
	Definitions 

	NPI 
	NPI 
	National Provider Identifier of the individual EP billing under the Tax ID (“NPI within the Tax ID”). 

	Performance 
	Performance 
	The upper portion of a fraction used to calculate a rate, proportion, or ratio. 

	Numerator 
	Numerator 
	The numerator must detail the quality clinical action expected that satisfies the condition(s) and is the focus of the measurement for each patient, procedure, or other unit of measurement established by the denominator (that is, patients who received a particular service or providers that completed a specific outcome/process).. 

	Numerator 
	Numerator 
	A statement that describes the clinical action that satisfies theconditions of the 

	Statement 
	Statement 
	performance measure. For example, “Patients that were assessed for the presence or absence of urinary incontinence.” 

	Performance 
	Performance 
	A designated timeframe within which the action described in a performance measure 

	Timeframe 
	Timeframe 
	should be completed. This timeframe is generally included in the measure description and may or may not coincide with the measure’s data reporting frequency requirement. 

	Performance 
	Performance 
	Modifiers developed exclusively for use with CPT Category II codes to indicate 

	Measure 
	Measure 
	documented medical (1P), patient (2P), or system (3P) reasons for excludingpatients 

	Exclusion 
	Exclusion 
	from a measure’s denominator.2 

	Modifiers 
	Modifiers 

	Performance 
	Performance 
	The 8P reporting modifier is intended to be used as a “reporting modifier” to allow the 

	Measure 
	Measure 
	reporting of circumstances when an action described in a measure’s numerator is not 

	Reporting 
	Reporting 
	performed and the reason is not otherwise specified. 

	Modifier 8P 
	Modifier 8P 
	8P performance measure reporting modifier -action not performed, reason not otherwise specified 2 

	Place of Service 
	Place of Service 
	References Place of Service Codes (POS) from the list provided in section 10.5 of the “Medicare Claims Processing Manual”. 

	Qualified Clinical Data Registry (QCDR) 
	Qualified Clinical Data Registry (QCDR) 
	A CMS-approved entity (such as a registry, certification board, collaborative, etc.) that collects medical and/or clinical data for the purpose of patient and disease tracking to foster improvement in the quality of care furnished to patients. 

	Quality-Data 
	Quality-Data 
	Specified CPT Category II codes with or without modifiers and G-codes used for 

	Code (QDC) 
	Code (QDC) 
	submission of PQRS data via claims-based or registry reporting mechanisms. The “2016 Physician Quality Reporting System (PQRS) Individual Measure Specifications for Claims and Registry” contains all codes associated with each PQRS measure and instructions for data submission. QDCs are non-payable Healthcare Common Procedure Coding System (HCPCS) codes composed of specified CPT Category II codes and/or G-codes that describe the clinical action required by a measure’s numerator. Clinical actions can apply to 
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	Terms 
	Terms 
	Terms 
	Definitions 

	Qualified Registry 
	Qualified Registry 
	An entity that collects clinical data from an EP or group practice and submits it to CMS on behalf of the EP or group practice. 

	Rationale 
	Rationale 
	A brief statement describing the evidence base and/or intent for the measure that serves to guide interpretation of results.4 

	Remittance Advice (RA) 
	Remittance Advice (RA) 
	Means utilized by Medicare contractors to communicate to providers, submitting measures through the claims-based reporting mechanism, of processing decisions such as payments, adjustments, and denials.7 

	Remittance 
	Remittance 
	Remittance Advice Remark Codes (RARCs) are used to provide additional 

	Advice Remark 
	Advice Remark 
	explanation for an adjustment already described by a Claim Adjustment Reason Code 

	Codes (RARC) 
	Codes (RARC) 
	(CARC) or to convey information about remittance processing. Each RARC identifies a specific message as shown in the Remittance Advice Remark Code List. There are two types of RARCs, supplemental and informational. The majority of the RARCs are supplemental; these are generally referred to as RARCs without further distinction. Supplemental RARCs provide additional explanation for an adjustment already described by a CARC. The second type of RARC is informational; these RARCs are all prefaced with Alert: and

	Reporting 
	Reporting 
	The number of times quality-data codes (QDCs) specified for a quality measure must 

	Frequency 
	Frequency 
	be submitted on claims during the reporting period. The reporting frequency for each measure is described in the “2016 Physician Quality Reporting System (PQRS) Individual Measure Specifications for Claims and Registry” posted on the CMS Web site at https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment­Instruments/PQRS/MeasuresCodes.html 
	be submitted on claims during the reporting period. The reporting frequency for each measure is described in the “2016 Physician Quality Reporting System (PQRS) Individual Measure Specifications for Claims and Registry” posted on the CMS Web site at https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment­Instruments/PQRS/MeasuresCodes.html 


	Reporting 
	Reporting 
	2016 reporting mechanisms available for avoiding the payment adjustment: claims-

	Mechanisms 
	Mechanisms 
	based; registry-based; electronic health record (EHR); participation via QCDR; CAHPS for PQRS, or group practice reporting option (GPRO) Web Interface. Refer to Appendix B: “Decision Trees – 2016 PQRS Reporting/Participation for Avoiding the 2018 Negative Payment Adjustment”. 
	based; registry-based; electronic health record (EHR); participation via QCDR; CAHPS for PQRS, or group practice reporting option (GPRO) Web Interface. Refer to Appendix B: “Decision Trees – 2016 PQRS Reporting/Participation for Avoiding the 2018 Negative Payment Adjustment”. 


	Reporting 
	Reporting 
	The period during which PQRS measures are to be reported for covered professional 

	Period 
	Period 
	services provided. A 12-month (January 1, 2016 through December 31, 2016) time period is available for the 2016 reporting mechanism the EP selects for submitting PQRS quality data. 


	Sources 
	1.. 
	1.. 
	1.. 
	Agency for Health Care Research & Quality (AHRQ) National Quality Measures Clearinghouse Glossary 

	2.. 
	2.. 
	IBID, PSNet, Patient Safety Network Glossary 

	3.. 
	3.. 
	American Medical Association (AMA), CPT® Category II Index of Alphabetic Clinical Topics 

	4.. 
	4.. 
	Institute of Medicine (IOM), Performance Measurement Accelerating Improvement, Appendix A Glossary, National Academies Press 

	5.. 
	5.. 
	Joint Commission on Accreditation of Health Care Organizations (JCAHO) 

	6.. 
	6.. 
	CMS Blueprint for the CMS Measures Management System, Version 11, July 2014 

	7.. 
	7.. 
	QualityNet, QMIS Specification Manual for National Hospital Quality Measures, Appendix D-3, Glossary of Terms version 2.3b, 9-28-2007 

	8.. 
	8.. 
	CMS Medicare Learning Network, Understanding the Remittance Advice: A Guide for Medicare Providers, Physicians, Suppliers, and Billers 

	9.. 
	9.. 
	Medicare Claims Processing Manual: Chapter 26 – Completing and Processing Form CMS – 1500 Data Set 

	10. 
	10. 
	American Health Information Management Association (AHIMA), Understanding ICD-10, retrieved from official AHIMA website 


	Appendix B: Decision Trees -2016 PQRS Reporting/Participation for .


	Avoiding the 2018 Negative Payment Adjustment 
	Avoiding the 2018 Negative Payment Adjustment 
	The individual EP or PQRS group practice will need to determine the best reporting mechanism for participation. PQRS group practices will select their reporting mechanism during registration and the group will need to meet the reporting requirements for the group size selected regardless of changes to the group size after registration. Following are the different reporting mechanisms available for participation in 2016 PQRS as an individual EP or as a PQRS group practice. 
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 20 of 39. 
	Figure
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 21 of 39. 
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 21 of 39. 


	Figure
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 22 of 39. 
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 22 of 39. 


	Figure
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 23 of 39. 
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 23 of 39. 


	Figure
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 24 of 39. 
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 24 of 39. 


	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 25 of 39. 
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 26 of 39. 
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 27 of 39. 
	Figure
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 28 of 39. 
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 28 of 39. 


	Figure
	Appendix C: PQRS Claims-Based Process (Data Flow). 
	Appendix C: PQRS Claims-Based Process (Data Flow). 


	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 29 of 39. 
	Figure
	Appendix D: CMS-1500 Claim PQRS Example Below is an example of an individual NPI reporting on a single CMS-1500 claim. See for more information and complete billing requirements. 
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	The patient was seen for an office visit (99213). The provider is reporting several measures related to Osteoporosis, ischemic vascular disease (IVD), hypertension and urinary incontinence:  Measure #41 (Osteoporosis) with QDC 4005F + osteoporosis line-item diagnosis (24E points to DX M80.069A in Item 21);  Measure #48 (Assessment -Urinary Incontinence) with QDC 1090F. For PQRS, there is no specific diagnosis associated with this measure. Point to the appropriate diagnosis for the encounter. 
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 30 of 39. 
	. Measure #204 (IVD) with QDC G8598 + IVD line-item diagnosis (24E points to Dx I20.0 in Item 21); and 
	. Measure #236 (Controlling Hypertension) with QDCs G8752 + G8754 + Hypertension line-item diagnosis (24E points to Dx I10 in Item 21). 
	. Note: All diagnoses listed in Item 21 will be used for PQRS analysis. Measures that require the reporting of two or more diagnoses on claim will be analyzed as submitted in Item 21. 
	. NPI placement: Item 24J must contain the NPI of the individual provider that rendered the service when a group is billing. 
	. If billingsoftwarelimits theline items ona claim,youmay adda nominalline-itemchargeofapenny tooneoftheQDClineitems 
	on that second claim. PQRS analysis will subsequently join both claims based on the same beneficiary, for the same date-of­
	service, for the same TIN/NPI and analyze as one claim. 
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 31 of 39. 
	Belowis anexampleofanindividualEPunderCAHMethodII reportingPQRSquality-datacodes (QDCs)for2016PQRSmeasures #1, #117, #48, #236 on a single CMS-1450 claim. See the Medicare Claims Processing Manual, , for complete information about billing requirements. 
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	Figure
	As shown in the above example, the following items are used for PQRS analysis: 
	. PQRS will analyze claims with 85X TOB, where “X” is any digit between 1 and 9, and physician supplier revenue codes (RCs) 045x, 096x, 097x and 098x, which will be paid based on the lesser of the submitted charges or the Medicare Physician Fee Schedule (MPFS). Note: The RCs and descriptions will change depending on the service location. 
	. Denominator-eligible office visit: For this example the patient (age 70) was seen for an office visit(99213), which is entered as the first line item. 
	. Report QDCs: For this visit, the EP is reporting severalindividualPQRSmeasuresrelatedto diabetes,hypertension(HTN), and urinary incontinence, including the following: 
	. Report QDCs: For this visit, the EP is reporting severalindividualPQRSmeasuresrelatedto diabetes,hypertension(HTN), and urinary incontinence, including the following: 
	o. Measure #1 (hemoglobin A1c poor control) with QDC 3045F + diabetes diagnosis E11.40 in form locator 67; 
	o. Measure #1 (hemoglobin A1c poor control) with QDC 3045F + diabetes diagnosis E11.40 in form locator 67; 
	o. Measure #1 (hemoglobin A1c poor control) with QDC 3045F + diabetes diagnosis E11.40 in form locator 67; 

	o. Measure #117 (diabetes -eye exam) with QDCs 2022F + diabetes diagnosis E11.40 in form locator 67; 
	o. Measure #117 (diabetes -eye exam) with QDCs 2022F + diabetes diagnosis E11.40 in form locator 67; 

	o. Measure #48 (assessment -urinary incontinence) with QDC 1090F; 
	o. Measure #48 (assessment -urinary incontinence) with QDC 1090F; 


	Note: For PQRS, there is no specific diagnosis associated with this measure. 
	o Measure #236(hypertension – controlling) with QDC G8752 + G8754 + HTN diagnosis I10 in form locator 67A; and  Line-item charges: Ifbillingsoftwarelimits theline items ona claim, youmay adda nominalline-itemchargeofapenny toone 
	of the QDC line items on the second claim. PQRS analysis will subsequently join claims that have the same beneficiary information, the same date-of-service, and the same CCN/TIN/NPI, and analyze the data as if it was submitted on one claim. 
	Version 1.0 2/18/2016. CPT only copy right 2015 American Medical Association. All rights reserv ed. Page 33 of 39. 
	. The principle diagnosis code must be entered in form locator 67. Other diagnosis codes can be entered in form locator 67A-Q. For this example, the principle diagnosis code is E11.40 diabetic neuropathy, which is listed in form locator 67. The other diagnosis code is I10 HTN, which is listed in form locator 67A. 
	. NPI placement:Forcombinedclaims(containingbothprofessionalandtechnicalservices),the rendering/individual NPI must be provided at the line level, such as handwritten next to the line item on the CMS-1450 form or entered in loop 2420A in 837I. 
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	Appendix F: EHR Process (Data Flow). 
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