
Medicare’s Physician Quality Reporting System (PQRS) 
Overview

Medicare’s Physician Quality 
Reporting System (PQRS) 
is a voluntary reporting 

program that uses a combination 
of incentive payments and payment 
adjustments to promote reporting 
of quality information by eligible 
professionals through the use of PQRS 
measures and their correlating Quality 
Data Codes (QDC). These QDCs and 
quality measures may help quantify 
healthcare processes, patient outcomes 
and/or perceptions, and address various 
aspects of care, such as prevention, 
chronic- and acute-care management, 
procedure-related care, resource 
utilization and care coordination. The 
Centers for Medicare and Medicaid 
Services (CMS) has implemented 
PQRS as a program in which eligible 
professionals (EPs) who voluntarily 
report data on quality measures will 
receive an incentive payment for 
services furnished to their Medicare 
Part B beneficiaries. Incentive payments 
for successful reporting will be made 
one year after a reporting period, while 
payment adjustments for those who fail 
to report successfully will be made two 
years after a reporting calendar year. 

The program, which began in July 
of 2007, paid incentives for successful 
reporting through 2013. Beginning 
in 2015, however, the program will 
apply a payment adjustment to eligible 
professionals who do not satisfactorily 
report data on quality measures for 
covered professional services. The 
penalties applied in 2015 will be based 
on the EP’s performance during the 
2013 reporting period. Likewise, 

the penalties applied in 2016 will be 
based on the EP’s performance during 
the 2014 reporting period, and will 
continue to follow the same pattern 
going forward. 

There are quality measures that are 
applicable to the specialty of oral and 
maxillofacial surgery. Whether one 
may earn an incentive depends on the 
number of Medicare covered services 
provided. This paper summarizes 
what is needed to earn the incentive 
and what can be done to avoid the 
payment adjustment. Complete details 
on the PQRS program can be found 
at http://www.cms.gov/Medicare/
Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/index.html .

whO is eligible?

Oral and maxillofacial surgeons 
who render services in which PQRS 
measures exist (see list of measures 
applicable to OMSs at http://www.
aaoms.org/docs/practice_mgmt/
summary_of_pqrs_2012.pdf ) are 
eligible to report those measures. Not 
all OMSs are considered “eligible 
professionals” if they are reimbursed 
by Medicare under other fee schedule 
methods than the Physician Fee 
Schedule (PFS). 

An OMS may choose from the follow-
ing methods to submit data to CMS: 

•	 claims-based;

•	 	registry-based; 

•	 qualified Electronic Health Record 
(EHR); or 

•	 The Group Practice Reporting 
Option (GPRO). 

OMSs may report individual PQRS 
quality measures or PQRS measures 
groups. OMSs who are part of a group 
practice may also report individual 
measures or measure groups under 
the Group Practice Reporting Option 
(GPRO). 

Group practices that satisfactorily 
report data on PQRS measures for a 
reporting period are eligible to earn 
a PQRS incentive payment equal to 
a specified percentage of the group 
practice’s total estimated Medicare Part 
B allowed charges for covered services 
provided during the reporting period. 
The GPRO, discussed in further detail 
later in this document, is only available 
to those group practices that have self-
nominated or registered to participate 
in GPRO via Web Interface or registry 
reporting. All applicable measures that 
meet the required criteria (eg, age or 
gender) within a group in accordance 
with the Measure Specification Manual 
must be reported for each patient 
within the sample. An OMS practice 
may choose to report measures groups 
through the claims-based submission 
and/or registry-based submission.  

CMS has a complete list of eligible 
professionals on their Web site at 
http://www.cms.gov/Medicare/
Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/index.html. 

Note: If the eligible professional or the 
GPRO changes its tax identification number 
(TIN), the participation does not carry over 
to the new TIN.
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what are the pQrs 
measures?

As mentioned previously, quality  
measures help quantify healthcare 
processes, patient outcomes and/
or perceptions, as well as address 
various aspects of care, such as 
prevention, chronic and acute-
care management, procedure-
related care, resource utilization 
and care coordination. OMSs and/
or group practices may report 
either individual measures or 
measure groups. 

Individual	Measures:	There are 
259 individual PQRS measures for 
claims or registry-based reporting, 
14 of which are applicable to 
OMS. Applicable measures cover 
the following areas: perioperative 
care, medication reconciliation, 
documentation of current 
medications in the medical record, 
pain assessment and follow-
up, perioperative temperature 
management, preventive care and 
screening, biopsy follow-up, sleep 
apnea positive airway pressure 
therapy prescribed and smoking 
and tobacco use cessation. These 
measures would be reported with 
their correlating quality data codes 
(QDC). To earn the incentive or 
avoid the payment adjustment, 
an applicable measure must be 
reported each time a procedure is 
performed during the reporting 
period that meets that measure’s 
criteria. 

For complete instructions on 
the use and reporting of the 
measures visit the Measure List 
Implementation Guidelines at the 
bottom of the CMS Website at 
http://www.cms.gov/Medicare/
Quality-Initiatives-Patient-
Assessment-Instruments/PQRS/
MeasuresCodes.html. 

For example, when a doctor 
reports a mandibular fracture 

repair code (ie, 21461-21462) - and 
documents the order for prophylactic 
parenteral antibiotics prior to the fracture 
repair within the patient’s record- PQRS 
measure #20: Perioperative Care: Timing 
of Antibiotic Prophylaxis-Ordering 
Physician can be reported. This measure 
is to be reported each time a procedure is 
performed during the reporting period. 

The AAOMS has created a detailed 
chart containing individual measures 
(http://www.aaoms.org/docs/practice_
mgmt/summary_of_pqrs_2012.pdf ) 
that are related to the specialty. For 
a full list of the individual measures 
and for more information on the 
Physician Quality Reporting System 
visit the CMS at http://www.cms.gov/
Medicare/Quality-Initiatives-Patient-
Assessment-Instruments/PQRS/index.
html?redirect=/pqri/. 

Measure	Groups:	Measures groups, 
on the other hand, include reporting on 
a group of clinically-related measures 
identified by CMS for use in PQRS. 
Measures Groups are a subset of four 
or more measures that have a particular 
clinical condition or focus in common. 
For a provider to report a particular 
measures group, all individual measures 
included within that group must 
be reported. Twenty-two measures 
groups have been established for 2013 
Physician Quality Reporting System, 
but at this time only the “sleep apnea” 
measures group would relate to OMS. 
A full list, with a description of each 

measures group and instructions on 
how to report them, can be found on 
the Clinical Quality Measures page 
of the CMS Web site at http://www.
cms.gov/Regulations-and-Guidance/
Legislation/EHRIncentivePrograms/
ClinicalQualityMeasures.html. 

All	measures	listed	in	chart	at	top	of	
page	must	apply	to	a	particular	case	
in	order	to	report	the	measure	group.	
Otherwise,	each	individual	measure	
may	be	reported	alone.

what is the pQrs incentive 
schedule?

The PQRS program provides incentive 
payments that are based on the OMS’ 
total allowable Medicare charges for 
the reporting year, not just the charges 
associated with reporting the measures. 
The Affordable Care Act (ACA) 
authorized the incentive payment available 
until 2014 to all EP’s who successfully 
report PQRS measures for the prior 
calendar year. However, in 2015, EPs 
will no longer have an opportunity for 
an incentive payment and would be 
penalized for not successfully reporting in 
2013. 

For example, an OMS participating in the 
2013 PQRS program can either:

•	 Successfully participate and earn the 
0.5% incentive payment for all 2013 
Medicare charges and avoid the 2015 
payment adjustment; 

sleep apnea measures grOup Overview

Individual  
Measure Numbers

 
Measure Title

 
Reporting Options

276 Sleep Apnea: Assessment of 
Sleep Symptoms

All four measures to be reported 
through recommended Registry

277 Sleep Apnea: Severity 
Assessment at Initial Diagnosis

All four measures to be reported 
through recommended Registry

278 Sleep Apnea: Positive Airway 
Pressure Therapy Prescribed

All four measures to be reported 
through recommended Registry

279 Sleep Apnea: Assessment of 
Adherence to Positive Airway 
Pressure Therapy

All four measures to be reported 
through recommended Registry
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•	 Report at least one applicable measure to avoid the 
payment adjustment; however this wouldn’t be eligible 
for the incentive; or

•	 Receive the 2015 payment adjustment of 1.5% on all 
Medicare charges made within the 2013 calendar year for 
failing to participate. 

The payment adjustment will be made two years after the 
reporting calendar year. (ie, If an OMS fails to participate in 
the 2013 PQRS program, their Medicare payment in 2015 
will ref lect a 1.5% deduction.)

•	 2010 = 2% incentive payment

•	 2011 = 1% incentive payment

•	 2012-2014 = .5% incentive payment

•	 2015 = 1.5% reduction in Medicare reimbursement for 
those who do not submit PQRS measures

•	 2016 and beyond = the reduction increases to 2%.

hOw tO repOrt measures and earn a 2013 
incentive payment 

Eligible professionals may report individual PQRS quality 
measures or measures groups by submitting the PQRS  
data via:

•	 Claims-based	Reporting: Professionals who choose 
to participate by reporting quality measures data through 
claims can simply report the appropriate quality-data 
codes on service lines of a Medicare Part B Physician Fee 
Schedule (PFS) claim form. See CMS’ example at  
http://www.cms.gov/Medicare/Quality-Initiatives- 
Patient-Assessment-Instruments/PQRS/Downloads/ 
2013_PQRS_sampleCMS1500claim_12-19-2012.pdf.

•	 Registry-based	Reporting:	Eligible professionals must 
select a qualified PQRS registry for reporting from the 
list of registries that can be found on the CMS at http://
www.cms.gov/Medicare/Quality-Initiatives-Patient-
Assessment-Instruments/PQRS/Downloads/2013Partic
ipatingRegistryVendors_05172013.pdf. The registry will 
provide detailed instructions on how to submit data for 
the selected measures or measures group.

•	 Qualified	EHR-based	Reporting: Eligible 
professionals will submit their PQRS data through a 
qualified electronic health record. A list of qualified 
EHR vendors and their products are available on the 
CMS Web site. The professionals have the ability to 
either:

	° Submit PQRS quality measure data directly from 
their own EHR system; or

	° Submit PQRS quality measure data extracted from 
their EHR to a qualified EHR Data Submission  
Vendor. (More information on submission vendors 
can be found on the CMS Web site.)

Reporting Criteria for  
Individual Measures

Reporting  
Period

Report at least 3 PQRS measures, or 1-2 
measures if less than 3 apply to the eligible 
professional. These should be reported for 
at least 50% of applicable Medicare Part B 
fee for service (FFS) patients of each eligible 
professional.  

Jan 1, 2013 – 
Dec 31, 2013

Reporting Criteria for  
Measures Groups

Reporting  
Period

Report 1 measure group for 20 applicable 
Medicare Part B FFS patients of each  
eligible professional. 

Jan 1, 2013 – 
Dec 31, 2013

Reporting Criteria for  
Individual Measures

Reporting  
Period

Report at least 3 PQRS measures for 80% of 
applicable Medicare Part B FFS patients of 
each eligible professional.

Jan 1, 2013 – 
Dec 31, 2013

Reporting Criteria for  
Group Measures

Reporting  
Period

Report 1 measures group for 20 applicable 
patients of each eligible professional. A 
majority of patients (11 out of 20) must be 
Medicare Part B FFS patients.

Jan 1, 2013 – 
Dec 31, 2013

Report 1 measures group for 20 applicable 
patients of each eligible professional. A 
majority of patients (11 out of 20) must be 
Medicare Part B FFS patients.

July 1, 2013 – 
Dec 31, 2013

Reporting Criteria for  
Individual Measures 

Reporting  
Period

Report at least 3 PQRS measures for at 
least 80% of the eligible professional’s 
Medicare Part B FFS patients seen during 
the reporting period. 

Jan 1, 2013 – 
Dec 31, 2013

Reporting Criteria for  
Medicare EHR Incentive Pilot

Reporting  
Period

Report on ALL 3 Medicare Incentive 
Program core measures. 
The core measures can be found on the 
Clinical Quality Measures page of the CMS . 

Jan 1, 2013 – 
Dec 31, 2013

http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/Downloads/2013_PQRS_sampleCMS1500claim_12-19-2012.pdf
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/Downloads/2013_PQRS_sampleCMS1500claim_12-19-2012.pdf
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/Downloads/2013_PQRS_sampleCMS1500claim_12-19-2012.pdf
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•	 Group	Practice	Reporting	Option: A group 
practice under the 2013 Physician Quality Reporting 
consists of a group practice, using a single Tax 
Identification Number (TIN), with 2 or more 
individual eligible professionals (each identified by a 
different NPI) who have reassigned their billing rights 
to the group TIN. This definition has changed from 
the 2011 definition stating a group practice consisted 
of 2-199 eligible professionals. Group practices that 
successfully report data on PQRS measures for their 
assigned Medicare beneficiaries for 2013 are eligible 
to earn an incentive payment equal to 0.5% of the 
group practice’s total estimated Medicare Part B 
Physician Fee Schedule (PFS) allowed charges for 
covered professionals during the reporting period. 
For information on how to become a selected group 
practice, refer to the Group Practice Reporting Option 
section on the CMS Web site.

Note: All tables shown can be found on the CMS Web 
site at http://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-Instruments/PQRS/Downloads/2013_
WhatsNewPQRS_PMBR_041813.pdf. 

hOw tO avOid the 2015 payment 
reductiOn

A Medicare provider who does not successfully report 
quality measures may still avoid the 2015 payment 
reduction. Following are the reporting options that all 
Medicare providers must meet in order to avoid the 
payment reduction.

•	 Individual Eligible Professionals

	° Meet criteria for satisfactorily reporting in 2013

	° Report at least 1 valid measure via claims, registry, 
or participating EHR or report at least 1 valid 
measures group via claims or registry

•	 Registered Groups

	° Meet criteria for satisfactorily reporting in 2013

	° Report at least 1 valid measure via web  
interface or registry

what is the pQrs measure applicability 
validatiOn (mav)?

The MAV process is for those EPs who submit QDCs for 
two or less PQRS measures for at least 50 percent of their 
patients or encounters eligible for each measure and who 

do not submit any QDCs for any other measure. Once 
the EP submits QDCs for less than 3 PQRS measures, the 
Centers for Medicare and Medicaid Services (CMS) will 
begin the MAV process. The MAV process will determine 
whether the EP should have submitted QDCs for additional 
measures. Those who fail the validation process will not 
earn the PQRS incentive payment for 2013. However, 
eligible professionals who fail MAV may still avoid the 2015 
Payment Adjustment if they had reported at least one valid 
measure. For more information on the MAV process, visit 
the Analysis and Payment page of the CMS Web site at 
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-
Assessment-Instruments/PQRS/AnalysisAndPayment.html  
T
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Reporting  
Period

Group  
Practice Size

Reporting  
Mechanism

 
Reporting Criteria

Jan 1, 2013 – 
Dec 31, 2013

2 or more 
Eligible 
Professionals

Registry Report at least 3 measures each for at least 80% of the group’s Medicare Part B FFS 
patients who were seen during the reporting period

Jan 1, 2013 – 
Dec 31, 2013

25-99 Eligible 
Professionals 

GPRO Web 
Interface

Report on all measures included in the Web Interface; AND  
Populate data field for the first 218 consecutively ranked and assigned beneficiaries 
in the order in which they appear in the group’s sample for each disease module or 
preventative care measure.  If the pool of eligible assigned beneficiaries is less than 
218, report on 100% of assigned beneficiaries.

Jan 1, 2013 – 
Dec 31, 2013

100 or more 
Eligible 
Professionals 

GPRO Web 
Interface

Report on all measures included in the Web Interface; AND 
Populate data field for the first 411 consecutively ranked and assigned beneficiaries 
in the order in which they appear in the group’s sample for each disease module or 
preventative care measure.  If the pool of eligible assigned beneficiaries is less than 411, 
report on 100% of assigned beneficiaries.


