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Using Claims to Report Quality Measures 
MIPS in 2017 

You can use claims to report quality measures for the MIPS program in 2017. To report on quality 

measures via claims, you will need to include additional ICD-10, CPT, HCPCS and G-codes within claims 

submitted by an individual clinician for covered services under the Medicare Part B Physician Fee 

Schedule—these codes identify which patients should be added toward the denominator/numerator of 

the quality measure. 
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Find the Quality Measures You Want to Report On 
1. At qpp.cms.gov/, you can search for quality measures that can be reported on in claims. 

 

2. Take note of the measure’s Quality ID. 
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Adding Codes to your Medicare Part B Claims 
1. Go to the https://qpp.cms.gov/resources/education page. 

 

2. Scroll down to the For Registries, Qualified Clinical Data Registries (QCDRs) & EHR Vendors 

section and download the Quality Measures Specifications zip file. 

 
 

3. Unzip the Claims-Registry-Measures folder, then find the claims-related file for the Quality ID.  
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4. This document tells you all you need to know about how to make a patient count toward the 

measures denominator and numerator.  

 

Denominator: Under the denominator section, two things are listed: 

 the attributes of a patient that make the patient part of the denominator (like age 

and/or sex) 

 the codes that make a patient a part of the denominator (like denominator and/or 

procedure code) 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



5 
 

Numerator: Under the numerator section, you’ll see the same kind of list. These codes are 

generally CPTII codes and modifier codes. CPTII codes are tracking codes that can be paired with 

a “cost” of $0.00 or $0.01 on the claim. (Note that the measure in this example is an inverse 

measure, so the lower the numerator (aka the fewer people with poor control), the better 

you’ve done. 

 Denominator Exclusion: Notice in the screenshot below, there is a way to eliminate the 

patient from the denominator (even if the denominator codes have been added to the 

claim). In the case below, adding the G-code, G9687, to a claim will remove the patient 

from the denominator. You’ll notice for this measure that only patients receiving 

hospice services during the measurement period can be excluded.  

 Add to the Numerator (or Performance Met): Adding the CPT II code 3046F or the CPTII 

code 3046F with an 8P modifier will count the patient toward the numerator. 

 Doesn’t add to the Numerator (or Performance Not Met): Adding the CPT II code 3044F 

or 3045F will not count the patient toward the numerator (but will keep them in the 

denominator) 

 

 

 

5. These documents also explain how often the denominator/numerator codes have to be 

included in a claim for the patient. The section describing this is called “Instructions.” The 

“measure type” will determine how often the codes have to be included in claims. 
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Claims Submission using the Test/Partial/Full Path 

Test 
For the Test path, you need one patient – so one Medicare Part B claim—to meet both the denominator 

and numerator, for one measure. Doing this will allow you to avoid a 2019 payment adjustment. You 

may want to submit more than one claim with the correct codes, just to ensure success. 

Partial/Full 
To earn more points in the quality category, you can follow the Partial or Full path. Partial and Full lie on 

a continuum – the difference between them is the effort you put in. Basically, the more measures you 

report on and the better you do on them, the more points you get. Your reporting period must be at 

least 90 days, though you can report on any continuous timeframe up to a full year. You can report two 

to six measures, or a measure set.  

For every measure you report on for more than 90 days, you get 3 points right off the bat. 

You can earn up to 10 points per quality measure reported, though. Earning those additional 7 points 

depends on the following three things: 

 The percentage of Medicare Part B patient you report on: You must report on at least 50% of 

all the Medicare Part B patient you see for a date of service during the reporting period. (This is 

the Data Completeness Requirement) 

 The number of patients you report on: At least 20 patients must count in the denominator. 

(This is the Case Minimum Requirement) 

 The percentage you get on the measure: The better you do on a measure—called your 

performance rate—the more points earn   

 

 

The percentage of Medicare Part B patients you report on: Data Completeness 
The following equation has to be more than 50% for any measure you report on that you want more 

than 3 points for: 

Denominator Exclusion + Performance Met + Denominator Exceptions + Performance Not Met

Denominator
 

 

 

 

The number of patients you report on: Case Minimums 
The Denominator has to be at least 20. 
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Your Performance Rate and the points you earn: Benchmarks 
The percentage you get on a measure is calculated using the following equation: 

Performance Met 

Data Completeness Numerator-Denominator Exclusion-Denominator Exception
 

Once you know your Performance Rate, you can see how many points you’ll receive for that in the 

benchmark data. 

1. Go to the https://qpp.cms.gov/resources/education page. 
 

2. Scroll down to the For Registries, Qualified Clinical Data Registries (QCDRs) & EHR Vendors 

section and download the 2017 Quality Benchmarks zip file. 

 
 

3. Open the MIPS_Benchmark_Results file. 

 
 

4. Find the measure in the spreadsheet and identify the row with the Submission_Method of 

Claims. Compare your performance rate to the ranges within the Decile columns. 

 If in Decile 3 range: you earn a total of 3-3.9 points per measure. 

 If in Decile 4 range: you earn a total of 4-4.9 points per measure. 

 If in Decile 5 range: you earn a total of 5-5.9 points per measure. 

 If in Decile 6 range: you earn a total of 6-6.9 points per measure. 

 If in Decile 7 range: you earn a total of 7-7.9 points per measure. 

 If in Decile 8 range: you earn a total of 8-8.9 points per measure. 

 If in Decile 9 range: you earn a total of 9-9.9 points per measure. 

 If in Decile 10 range: you earn a total of 10 points per measure. 
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