
 
 
 

 
 
 
 
 
 

ATTENTION: ALL PROVIDERS 
 

MACRA / MIPS 2018 Reporting 
Important Changes for the New Year 

 
 

The Final Rule released November 2, 2017 by the Centers for Medicare and Medicaid Services (CMS) finalized the updates 
to the Quality Payment Program (QPP) under the Medicare Access and Children’s Health Insurance Program (CHIP) 
Reauthorization Act (MACRA) for year two (2018).  Recall, the QPP combined the former Medicare Meaningful Use (MU), 
Physician Quality Reporting System (PQRS), and Value-Based Modifier (VM) programs into the Merit-based Incentive 
Payment System (MIPS), and added a new category – Improvement Activities (IA).  
 
The final rule for MIPS year 2 (2018) includes policies to reduce administrative burden for Eligible Clinicians (EC) participating 
in MIPS, 2018’s touted ‘Patient’s Over Paperwork’ by Seena Verma, CMS Administrator.   Specifically, the final rule includes 
tailored flexibilities for small practices of 15 or fewer clinicians that resemble the transition year to help ECs prepare for the third 
year (2019) of the program. 
 
The second year of QPP will proceed at a slow pace to assist ECs in preparing for full implementation in year three and offer 
new incentives for program participation.  (Some say the calm before the storm.) There is a higher performance threshold, 
longer reporting periods and of course, large penalty for clinicians who don’t make the grade.  
 
The payment adjustment for the 2020 payment year (2018 reporting year) ranges from - 5% to + (5% x scaling factor) as 
required by law. (The scaling factor is determined in a way so that budget neutrality is achieved.) 
 
 
REPORTING UNDER MIPS: 

For the 2018 MIPS performance period, the quality, improvement activities, cost and advancing care information performance 
category scores will be given weight in the final score, or be reweighted if a performance category score is not available. 
 

 
 
2017’s ‘pick-your-pace’ will not exist for 2018, and most features of the MIPS will be tougher compared with the 2017 soft 
launch of the QPP.  There is a higher performance threshold, longer reporting periods and, of course, a larger penalty for 
clinicians who don’t make the grade.  
 
The Eligible Clinicians (EC) MIPS reporting may yield a positive or negative payment adjustment in 2020 based on his/her 
2018 reporting scores in the following categories: 

• Quality  50% (replaced PQRS)  Reporting: Full year 
• Advancing Care Information  25% (replaced Meaningful Use) Reporting: 90 days  
• Cost 10% (begins in 2018, replaces Value Modifier)  Reporting: Full year 
• Improvement Activities  15% (new category, began in 2017) Reporting: 90 days 
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https://qpp.cms.gov/docs/QPP_Executive_Summary_of_Final_Rule.pdf
https://qpp.cms.gov/
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The total points earned in each of the above categories make up an ECs Composite Performance Score (CPS) which will be 
used to determine if the EC will receive a negative, positive, or neutral payment adjustment on 2020 services.   
CMS will increase the performance threshold to 15 points in year two (2018) from 3 points during the transition year (2017). 
To achieve the 15 points for the performance threshold: 

• Report 2 Improvement Activities (2 medium or 1 high-weighted activity) or 
• Meet the Advancing Care Information base score, by reporting the 5 base measures, and submit 1 Quality measure 

that meets data completeness or 
• Meet the Advancing Care Information base score, by reporting the 5 base measures, and submit one medium-

weighted Improvement Activity or 
• Submit 6 Quality measures that meet data completeness criteria. 

 
For small practices including 15 or fewer physicians, the QPP final rule will add 5 bonus points to their final scores, offer solo 
practitioners and small practices the choice to form or join virtual groups to participate with other practices, and continue to 
award small practices three points for measures in the quality performance category that do not meet data completeness 
requirements.  Deadline to elect the virtual group option was December 31, 2017. 
 
NOTE:  For 2018 reporting, providers must submit data through one submission mechanism. However, CMS is finalizing 

additional flexibility for submitting data through multiple submission mechanisms for the 2019 performance period.    
 
CMS binds the MIPS score to the EC for each performance year, so that if the EC changes organizations before the 
associated payment year (two years after the performance year), the clinician brings along his or her MIPS score and 
the associated Part B payment ‘adjustment’ to the new organization. This greatly impacts physician recruiting, 
credentialing, contracting, and compensation plans.    
 
Prepare for scores to be public. CMS is going to make competition more likely by reporting your MIPS scores on the Physician 
Compare website (https://www.medicare.gov/physiciancompare/) for two years. This website will tell patients the MIPS-eligible 
clinician’s performance score under each MIPS performance category. 
 
Per the Part B News, January 1, 2018 edition:  
Prediction – Providers will face highly competitive environment for MIPS bonuses.   

• Most practices that are participating in the QPP in 2018 will do so under the MIPS track.  
The competition for bonus dollars is projected to be fierce. 

• All data indicators point to a more full-throttled approach in year two (2018) of MIPS.  
• Practices can avoid the penalty by accruing 15 performance points and those who reach the 70 point mark will be 

eligible for a bonus in 2020.  
Prediction – Calls for widespread changes to the MIPS program will grow next year – but MIPS will persist in 2019. 

• Recently the Medicare Payment Advisory Commission (MedPAC) called for an overhaul of the MIPS program, and 
similar calls for reform are expected to increase in number and volume in 2018.  

• Some experts believe a component that is emerging in 2018 (the Cost factor) may accelerate industry calls for reform. 
In 2018 the Cost component will account for 10% of an ECs MIPS score, and that number will rise to 30% in 2019.  
The speed at which that 30% is coming may create an irrevocable problem.  

• There may be a clamor for the cost component to be delayed, removed, or otherwise reconfigured. If the wave of 
dissent if loud enough, it could cause the entire MIPS program to collapse or exclude so many providers as to become 
meaningless.  

Prediction – More providers will migrate to risk-based models, including Accountable Care Organizations (ACO). 
• Per a survey conducted by AMGA members, ECs were willing to enter models that put some of their earnings at risk if 

their performance did not meet certain standards; presumably with the possibility of making more money if their 
performance met or exceeded those standards. 

 
 
ELIGIBLE CLINICIANS (EC): 

MIPS Eligible Clinicians (EC) who must participate in the QPP include: Physicians, physician assistants, nurse practitioners, 
certified registered nurse anesthetists and clinical nurse specialists 
 
ECs are exempt if they:  

• Do not exceed the low volume threshold, i.e., have more than $90,000 in Part B allowed charges or have seen more 
than 200 Part B beneficiaries; during their review period (last 4 months of a calendar year followed by the first 8 
months of the next calendar year and includes a 30-day claims run out, current year and year prior)   

http://www.healthcaredive.com/news/diving-into-the-mips-timeline-performance-categories-scoring/430409/
https://www.medicare.gov/physiciancompare/
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• Enroll in Medicare for the first time during a MIPS performance period (are exempt from reporting on measures and 
activities for MIPS until the following performance period) 

 
For the 2018 MIPS performance period and the 2020 MIPS payment year, CMS will make low-volume status determinations 
based on satisfying either low-volume threshold in either one of the following evaluation periods: 

• Historical claims data: September 1, 2016 – August 31, 2017 
• Performance period claims data: September 1, 2017 – August 31, 2018 

NOTE: CMS can only exclude providers from the second performance period review, i.e., if you are excluded in the 
first performance period review, you can’t be added per the second performance period review.  

 
Non-patient facing clinicians are included in MIPS as long as they exceed the low volume threshold, are not newly enrolled, 
and are not a qualifying Alternative Payment Model (APM) participant.  
ECs are considered to be non-patient facing only if they are below the low volume threshold.  
A group is considered non-patient facing if >75% of clinicians billing under the group’s TIN are labeled as non-patient facing. 
Examples of non-patient facing clinicians include Pathologists, Radiologists, Anesthesiologists, etc. 
See the CMS list of patient facing encounter codes: https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-
Library/2018-Patient-Facing-Encounter-Codes.zip 
CMS will reweight the Advancing Care Information performance category to 0 and reallocate the performance category weight 
of 25% to the Quality performance category. 
 
Clinicians are considered Hospital based if they provide 75% or more of their services in an inpatient hospital, on campus 
outpatient hospital, or emergency room.  Hospital based clinicians are subject to MIPS if they exceed the low volume threshold 
and should report the Quality and/or Improvement Activities performance categories in 2018.  CMS will reweight the 
Advancing Care Information performance category to 0 and reallocate the performance category weight of 25% to the Quality 
performance category. 
 
EC’s who are not exempt from MIPS and do not send in and pass 2018 data submission requirements will receive an 
automatic negative 5% payment adjustment on their 2020 services.  CMS is not providing leniency for future years, and 
the negative adjustments increase from 4 percent in 2019 to 9 percent in 2022 and onward. 
 
Clinicians can use an interactive tool on the Quality Payment Program website (https://qpp.cms.gov/) to determine if they 
should participate in 2018. To determine your status, enter your National Provider Identifier into the entry field on the tool and 
find out whether or not you should participate in MIPS each year and where to find resources. At the bottom of the QPP NPI 
look up tool, additional information is listed such as why the provider is included in MIPS, and any special status for the 
practice.  
 
Last year (2017) CMS didn’t provide an eligibly lookup tool until May, which wasn’t so bad because all MIPS categories were 
on 90 day reporting periods. This year (2018) the ACI and IA are on 90 day cycles, but Quality and Cost is a full year of 
reporting. Between the reporting period and the 60% completeness requirement, losing a few months of reporting to 
uncertainty is much more dangerous for providers.  
 
NOTE: NOT UPDATED FOR 2018 AS OF 03/26/18; per QPP, no date set as to when this site will be updated for 2018. 
NOTE: 2017 participation letters were sent out to ECs the beginning in April 2017.  
 
 
HIERARCHICAL CONDITION CATEGORIES (HCC) 

ECs can earn up to 5 bonus points to their final score for treatment of complex patients, as defined by CMS' Hierarchical 
Condition Categories (HCC) and the number of patients treated who are eligible for both Medicare and Medicaid.                
This determination is based on a patient’s clinical risk score, as calculated by the HCC model.  
The HCC model is a payment methodology that attempts to quantify the risk posed by an illness or injury, and uses that risk to 
predict healthcare costs, and issue payments accordingly. In the HCC model, each ICD-10 diagnosis code correlates to one of 
79 HCC categories (79 categories are active in 2018 out of 189 total HCC categories in existence).  
 
Each HCC category has an associated risk factor value that is combined with demographic information on patients, such as 
age and gender, to generate a risk score for that diagnosis.  The scores are then used to prospectively set capitated payment 
amounts (i.e. current year scores determine next year payment). The payment is thus risk-adjusted based on the type and 
severity of diagnoses for each patient. 
 

https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/2018-Patient-Facing-Encounter-Codes.zip
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/2018-Patient-Facing-Encounter-Codes.zip
https://qpp.cms.gov/
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Plans that currently run on the HCC model use all the reported ICD-10 diagnoses from providers, crosswalk them to HCC 
categories, and then combine them with demographic information on patients (such as gender, age, socioeconomic factors, 
and disability status) to generate numerical risk scores for patients. The greater the risk, the higher the projected cost of 
treating those patients, and thus the HCC model is used prospectively to set the carriers’ capitated payment amounts for the 
following year. 
 
To take advantage of the HCC model, providers should select the most specific ICD-10 diagnosis codes possible, with an 
emphasis on reporting clinically relevant comorbid conditions that complicate care as secondary diagnoses. If the patient has 
any chronic conditions that impact the decision-making process or treatment plan, make sure to report those as secondary 
conditions as this helps demonstrate the severity of patients   
 
In the future, most payers are likely to rely on HCCs to some extent, and if your providers simply report the bare minimum   
ICD-10 codes, such as a single unspecified principal diagnosis code, they will be short- changing themselves by portraying 
their  patients to be clinically less complex than they are, and thus in need of fewer resources. 
 
See our ICD-10 Updates Newsletter tab for HCC (https://www.medtronsoftware.com/). 
 
 
 
VIRTUAL GROUPS: 

Virtual groups are a new way to participate in MIPS starting with the 2018 MIPS performance period. ECs can participate in 
MIPS as an individual, as a group, as an APM Entity in a MIPS APM, or as a virtual group. 
 
A virtual group is defined as a combination of two or more TINs assigned to one or more solo practitioners or one or more 
groups consisting of 10 or fewer ECs that elect to form a virtual group for a performance period for a year.  
In order for solo practitioners or such groups to be eligible to join a virtual group, the solo practitioners and the groups would 
need to exceed the low-volume threshold. A solo practitioner or a group that does not exceed the low-volume threshold could 
not participate in a virtual group, and it is not permissible under the statute to apply the low-volume threshold at the virtual 
group level. 
 
Virtual groups were required to make an election to participate in MIPS as a virtual group prior to the start of an applicable 
performance period. There is a two-stage virtual group election process for the applicable 2018 and 2019 performance periods. 
The first stage is the optional eligibility stage, but for practices that do not choose to participate in stage 1 of the election 
process, CMS will make an eligibility determination during stage 2 of the election process. The second stage is the virtual 
group formation stage. Virtual groups must have a formal written agreement among each party of a virtual group.  
 
Virtual Group Election process for 2018 ran from October 11 – December 31, 2017.  The election deadline was 
December 31, 2017.  An official virtual group representative must submit the group’s election by Dec. 31st to the Quality 
Payment Program Service Center at MIPS_VirtualGroups@cms.hhs.gov. 
 
Virtual groups are required to meet the requirements for each performance category and are responsible for aggregating data 
for their measures and activities across the virtual group, for example, across their TINs.  If the group chooses to join or form a 
Virtual Group, all eligible clinicians under the TIN would have their performance assessed as part of the Virtual Group. 
 
Once established, the group gets a unique participant identifier made from a combination of three identifier styles: virtual group 
identifier, TIN and NPI. The virtual group would use that identifier in MIPS reporting; third-party intermediaries such as qualified 
registries, qualified clinical data registries (QCDRs) and/or EHRs submitting the group’s performance data would also use the 
identifier. 
 
Each TIN/NPI in the virtual group will receive a final score based on the virtual group performance, and payment adjustments 
will be assessed at the individual TIN/NPI level. That means that if the virtual group scores high enough to get a 1% positive 
payment adjustment, each member of the group will get a 1% adjustment. 
 
See the Virtual Groups Toolkit for more information including the election process to become a Virtual Group: 
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-
APMs/2018-Virtual-Groups-Toolkit.zip. 

https://www.medtronsoftware.com/)
mailto:MIPS_VirtualGroups@cms.hhs.gov
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/2018-Virtual-Groups-Toolkit.zip
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/2018-Virtual-Groups-Toolkit.zip
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QUALITY (50%): Formerly PQRS 

For the purposes of the 2020 MIPS payment year the performance period for the quality category is CY 2018  
(January 1, 2018 through December 31, 2018), i.e., a full year of reporting. 
 
ECs must report six measures (including one outcome measure) on 60% (data completeness) of all Medicare patients that 
meet the measure requirements regardless of reporting mechanism.   
Clinicians may select another high-priority measure if an outcome measure isn’t available. 
 
CMS will not require cross-cutting measures or a certain number of national quality domain standards in 2018 reporting, 
although it encourages clinicians to use them. 
 
REMINDER: Data submitted via EHR or either type of registry must be reported across all payers, not just Medicare patients. 
 
CMS will add nine new quality measures in 2018 for registry and EHR reporting: 

• Average Change in Back Pain Following Lumbar Discectomy/Laminotomy — Qualified Registry 
• Average Change in Back Pain Following Lumbar Fusion — Qualified Registry 
• Average Change in Leg Pain Following Lumbar Discectomy/Laminotomy — Qualified Registry 
• Bone Density Evaluation for Patients with Prostate Cancer and Receiving Androgen Deprivation Therapy —  EHR 
• Prevention of Post-Operative Vomiting (POV) Combination Therapy (Pediatrics) — Qualified Registry 
• Otitis Media with Effusion (OME): Systemic Antimicrobials — Avoidance of Inappropriate Use — Qualified Registry 
• Uterine Artery Embolization Technique: Documentation of Angiographic Endpoints and Interrogation of Ovarian 

Arteries — Qualified Registry 
• Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life — Qualified Registry 
• Developmental Screening in the First Three Years of Life — Qualified Registry 

 
Don’t overlook benchmark data when you report quality measures. The quality portion of MIPS uses a stratification system that 
weighs your quality scores against historical benchmark data known as deciles, which are essentially competitive numeric 
categories.  Quality measures that can be scored against a benchmark that meet data completeness standards, and meet the 
minimum case size requirements will continue to receive between 3 and 10 points as measure achievement points.  
Measures that do not have a benchmark or meet the case minimum requirement will continue to receive 3 points.   
NOTE:  There are significant differences in benchmarks for the same measure across the different reporting methods, i.e., 

Registry, Claims, EHR, QCDR. 
 
For quality data submitted via EHR, QCDR, or qualified registry, the number of points available for measures that do not meet 
the data completeness criteria (EC reports 60% of eligible patients, all payers) are being lowered to 1 point, except for a 
measure submitted by a small practice, which will continue to be assigned 3 points. 
 
The Final Rule states that for the Consumer Assessment of Healthcare Providers and Systems (CAHPS) for MIPS survey for 
the QPP Year 2 (2018) and future years that the survey administration period will, at a minimum, span over 8 weeks and, at a 
maximum, 17 weeks and will end no later than February 28th following the applicable performance period. 
 
CMS will assign up to 10 additional percentage points to ECs who show “improvements” in quality performance compared to 
their 2017 efforts. Improvement scoring for Quality will be measured at the performance category level. If the improvement 
score can’t be calculated because there is not sufficient data, an improvement score of 0 percentage points will be assigned. 
ECs will need to submit measures under the same tax identification number and National Provider Identifier (NPI) combination 
in 2 consecutive performance periods. 
 
Topped Out Measures:  
CMS defines a topped out measure as a measure where the performance is consistently high across providers that meaningful 
distinctions and improvement in performance can no longer be made.  Topped out measures are those with benchmarks that 
have been ‘topped out’ for at least 2 consecutive years and will earn up to 7 points. Topped-out measures will be removed and 
scored on a 4 year phasing out timeline. 
 
 
 

CATEGORIES / PILLARS 
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The 7-point scoring policy for 6 topped out measures has been identified for the 2018 performance period: 
• Perioperative Care: Selection of Prophylactic Antibiotic-First or Second Generation Cephalosporin  

(Quality Measure ID: 21) 
• Melanoma: Overutilization of Imaging Studies in Melanoma (Quality Measure ID: 224) 
• Perioperative Care: Venous Thromboembolism (VTE) Prophylaxis (When Indicated in ALL Patients) 

(Quality Measure ID: 23) 
• Image Confirmation of Successful Excision of Image-Localized Breast Lesion. (Quality Measure ID: 262) 
• Optimizing Patient Exposure to Ionizing Radiation: Utilization of a Standardized Nomenclature for Computerized 

Tomography (CT) Imaging Description (Quality Measure ID: 359) 
• Chronic Obstructive Pulmonary Disease (COPD): Inhaled Bronchodilator Therapy (Quality Measure ID: 52) 

 
NOTE: Quality will drop to 30% of an ECs final score in the 2019 reporting year/2021 payment year and beyond. 
 
 
COST (10%): Formerly Value Modifier 

For the 2020 MIPS payment year (2018 reporting year), CMS finalized a 10% weight for the cost category in the final score in 
order to ease the transition to a 30% weight for the cost category in the 2021 MIPS payment year (2019 reporting year).  
 
CMS is adopting the Total Per Capita Costs (TPCC) for all attributed beneficiaries and the Medicare Spending per Beneficiary 
(MSPB) measures that were adopted for the 2017 MIPS performance period. 

• The TPCC is a global measure of all Medicare Part A and Part B costs during the performance period. 
• The MSPB is calculated based on 3 days before inpatient admission through the 90 days post discharge date.  

 
The TPCC measure uses a two-step attribution method that focuses on the delivery of primary care service (defined as office 
based and other non-inpatient E&M codes as well as Welcome to Medicare visits and Annual Wellness Visits. Most patients 
are assigned to the primary care clinician who provided the plurality of services to the beneficiary.  In the first step, only 
providers with a taxonomy code of family medicine, internal medicine, general practice, physician assistant and nurse 
practitioners are included.   
 
If a beneficiary did not have any visits to a primary care clinician, then the second step of TPCC kicks in and CMS attributes the 
beneficiary to a specialist physician. Thus if a specialist happens to perform the majority of a beneficiary’s primary care 
services in a year, he/she is on the hook for all of that beneficiary’s healthcare costs, even for conditions that are not managed 
by his/her specialty. This includes conditions such as coronary artery disease, diabetes, and hypertension, as well as any 
hospital admissions regardless of the reason.   
Specialists should encourage patients to return to their Primary Care Provider (PCP)! 
 
The MSPB measure assesses the cost of services during the time that comprises the period immediately prior to, during, and 
following a patient’s hospital stay. CMS calculates the MSPB measure using Medicare Part A and Part B claims during the 
performance period. The MSPB measure attributes patients to the clinician who provided the plurality of Medicare Part B 
charges during the hospital inpatient (index) admission. Should two providers bill the same amount of allowed charges, the 
patient gets attributed the provider with the most Part B services lines. If two providers have the same amount of allowed 
charges and the same amount of services lines, CMS will randomly attribute the episode of care to one provider.   
Clinicians who do not see patients in the hospital will not be attributed to any hospital episodes, and will not be 
scored on the measure. 

Example: Mr. Smith visits his cardiologist in the office three times in 2018, has two inpatient stays but doesn’t see 
his PCP at all in 2018. The cardiologist would likely be responsible for Mr. Smith’s spending for the duration of the 
year.  If the cardiologist also billed the most Part B charges during Mr. Smith’s hospital stays, he would be 
responsible for the MSPB measure as well. 

 
The Cost category score is the average of the 2 measures (TPCC and MSPB) based on a full year of reporting.  
If only 1 measure can be scored, that score will be the Cost (performance) category score.  
Scores will be based on data accrued from January 1 to December 31, 2018 for an ECs attributed patients. 
 
ECs need to review previous years cost category report and find other providers/hospitals/labs that give better care at a lower 
cost to bring the ECs ‘per episode’ costs down as to not impose a penalty for the EC related to the cost category. 
CMS intends to provide performance feedback on the MSPB and TPCC measures by July 1, 2018; and intends to offer 
feedback on newly developed episode-based cost measures in 2018 as well. Clinicians or clinician group’s authorized 
representatives can access the Cost Measure Field Test Report(s) at https://portal.cms.gov using an Enterprise Identity 
Management (EIDM) account. 
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CMS will assign up to 1 additional percentage point to ECs who show “improvements” in cost performance compared with their 
2017 efforts. Improvement scoring for cost will be measured at the performance category level. If the improvement score can’t 
be calculated because there is not sufficient data, an improvement score of 0 percentage points will be assigned. ECs will need 
to submit measures under the same tax identification number and National Provider Identifier (NPI) combination in 2 
consecutive performance periods. 
 
NOTE: Cost will count for 30% in the 2019 reporting year/2021 payment year and beyond. 
 
 
ADVANCING CARE INFORMATION (ACI) (25%): Formerly Meaningful Use 

Objectives and measures in the advancing care information performance category focus on the secure exchange of health 
information and the use of CEHRT to support patient engagement and improved healthcare quality. 
 
For the purposes of the 2020 MIPS payment year the performance period for the ACI category is a minimum of 90 days. 
 
For the 2018 performance period, MIPS eligible clinicians will have the option to report the Advancing Care Information 
Transition Objectives and Measures using 2014 Edition CEHRT, 2015 Edition CEHRT, or a combination of 2014 and 2015 
Edition CEHRT, as long as the EHR technology they possess can support the objectives and measures to which they plan to 
attest. 

NOTE: ECs will receive a 10% bonus for using only 2015 CEHRT. 
 
ECs can earn an additional 10 percentage points in their performance score for reporting to any single public health agency or 
clinical data registry to meet any of the measures associated with the Public Health and Clinical Data Registry Reporting 
objective (or any of the measures associated with the Public Health Reporting Objective of the 2018 Advancing Care 
Information Transition Objectives and Measures, for clinicians who choose to report on those measures) and will be awarded 
an additional 5 percentage point bonus for reporting to more than one. 
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/Advancing-Care-Information-Performance-
Category-Fact-Sheet.pdf 
 
For clinicians requesting a reweighting of the Advancing Care Information performance category, CMS changed the deadline 
for submission of their application to December 31st of the performance period.  
 
 
IMPROVEMENT ACTIVITIES (IA) (15%): New Category 

Improvement Activities are those that improve clinical practice or care delivery and that, when effectively executed, are likely to 
result in improved patient care outcomes. 
 
For the purposes of the 2020 MIPS payment year, the 2018 performance (reporting) period for the IA category is a minimum 
of 90 days. 
 
For the 2018 reporting period, CMS finalized 21 new IAs (some with modification) and added changes to 27 previously adopted 
IAs (some with modification and including 1 removal) for a total of 112 available IAs.  
 
CMS will no longer require self-identifications for non-patient facing MIPS eligible clinicians, small practices, practices located 
in rural areas or geographic HPSAs, or any combination thereof, beginning with the 2018 MIPS performance period and for 
future years. 
 
MIPS ECs or groups must submit data on Improvement Activities in one of the following manners: via qualified registries, EHR 
submission mechanisms, QCDR, CMS Web Interface, or attestation; and that for activities that are performed for at least a 
continuous 90 days during the performance period, MIPS ECs must submit a yes response for activities within the 
Improvement Activities Inventory.  CAUTION: All Attestations must be supplied with documentation should CMS request. 
 
Small practices; practices in rural areas, geographic health professional shortage areas (HPSAs); and non-patient facing MIPS 
eligible clinicians must report 2 activities (2 medium or 1 high-weighted activity) to earn the full score. 
 
All other MIPS eligible clinicians must report 4 activities (4 medium or 2 high-weighted activities, or a combination). 
 

https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/Advancing-Care-Information-Performance-Category-Fact-Sheet.pdf
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/Advancing-Care-Information-Performance-Category-Fact-Sheet.pdf
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Several MIPS measures/activities are based on care coordination, for example “care coordination agreements that promote 
improvements in patient tracking across settings.”  Look at informal relationships with other community resources and providers 
and work to make the relationship more formal. For example, practices might round up a diabetes educator who could help 
with the Improvement Activity “use group visits for common chronic conditions (e.g., diabetes).” Over time, those partnerships 
will make the measures easier to meet. 
 

 

TAKE ACTION NOW: 

Sign on to the CMS Enterprise Portal to obtain your Quality and Resource Use Report (QRUR) to see if you will be penalized in 
upcoming years and review your Cost reports.  [Instructions for signing up for the CMS Enterprise Portal can be found HERE]  

NOTE:  It is not MEDDATA/MEDTRON’s role to monitor client quality reporting.  
MEDDATA clients should select a designated staff member to monitor all quality reporting and send status updates to 
MEDDATA at least quarterly.  If your designated staff member determines reporting is lacking, please contact 
MEDDATA for possible review and possible assistance. 

NOTE:  Providers should have access to their 2016 annual Quality and Resource Use Report (QRUR), which describes the 
practice’s cost performance in 2016 and payment adjustment for 2018 under the PQRS/Value-Based Payment Modifier 
(VBM) program. This will be the last QRUR as the VBM program will go away in 2018 and be replaced by the Cost 
performance category of MIPS. The QRUR determines the 2018 VM based on quality and cost.  

Continue to pose questions to CMS and submit/share your responses with MEDTRON via 
adminservices@medtronsoftware.com. 

Find assistance in understanding requirements –  
• The AMA has published several tools that may potentially quality as IAs: (https://www.ama-assn.org) 

• STEPS Forward program - updated to include 42 learning modules devoted to educating physicians and their 
staffs on MACRA and other health care-related issues. 

• Payment Model Evaluator - a creative online tool that compiles a practice’s data through a questionnaire then 
makes a suggestion based on the detailed information on which MACRA payment plan would be best for that 
particular practice. 

• ReachMD series called Inside Medicare’s New Payment System - an informative podcast that explains the 
changes coming through talks with AMA elite and CMS leaders. 

 
• Select a Registry to use to report Quality measures: 

https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/2018-Qualified-Clinical-Data-Registries-
QCDRs-Qualified-Posting.zip 

 
• Review Quality, Cost, IA, and ACI measure specifications and begin reporting:  

https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/2018-Resources.html 
 
 
CMS has free resources and organizations on the ground to provide help to clinicians who are participating in the QPP.  

• MIPS small and rural practice fact sheet: https://www.cms.gov/medicare/quality-initiatives-patient-assessment-
instruments/value-based-programs/macra-mips-and-apms/small-practices-fact-sheet.pdf 

 
• For QPP help in Louisiana for small practices, contact the TMF Health Quality Institute: Bridgepoint I,  

Suite 300, 5918 West Courtyard Drive, Austin, TX 78730 1-800-725-9216; QualityReporting@tmf.org 
 

• Transforming Clinical Practice Initiative (TCPI) offers clinicians assistance and support with the transition to quality, 
pay-for-performance care under MACRA and how to adapt to these new initiatives. 
(https://innovation.cms.gov/initiatives/Transforming-Clinical-Practices/) 
 

• Quality Innovation Network (QIN)-Quality Improvement Organizations (QIOs). Review the QIN-QIOs options at: 
http://qioprogram.org/contact-zones?map=qin. 

NEXT STEPS -- REPORT IN 2018 

https://portal.cms.gov/wps/portal/unauthportal/home/
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/AnalysisAndPayment.html
mailto:adminservices@medtronsoftware.com
https://www.ama-assn.org/
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/2018-Qualified-Clinical-Data-Registries-QCDRs-Qualified-Posting.zip
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/2018-Qualified-Clinical-Data-Registries-QCDRs-Qualified-Posting.zip
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/2018-Resources.html
https://www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/value-based-programs/macra-mips-and-apms/small-practices-fact-sheet.pdf
https://www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/value-based-programs/macra-mips-and-apms/small-practices-fact-sheet.pdf
mailto:QualityReporting@tmf.org
https://innovation.cms.gov/initiatives/Transforming-Clinical-Practices/
http://qioprogram.org/contact-zones?map=qin
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RESOURCES: 

QPP website: https://qpp.cms.gov/ 
 
Final Rule: www.gpo.gov/fdsys/pkg/FR-2017-11-15/pdf/2017-23953.pdf 
 
QPP Year 2 (2018) Final Rule Overview: https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/QPP-
Year-2-Final-Rule-Fact-Sheet.pdf 
 
QPP Year 2 (2018) Final Rule Executive Summary: https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-
Library/QPP-Year-2-Executive-Summary.pdf 
 
CMS created seven short videos from a webinar for clinicians in small, rural, and underserved practices on Getting Started with 
the Quality Payment Program.   Each video is 15 minutes or less. (https://www.youtube.com/playlist?list=PLaV7m2-
zFKpigtrjB7MCKOwvlJoas8yYi) 
 
CMS published measure list suggestions for specific specialties: https://www.cms.gov/Medicare/Quality-Payment-
Program/Resource-Library/Resource-library.html 
 
ASCRS – MIPS Program: Choosing Individual vs Group Reporting:  
http://www.ascrs.org/sites/default/files/Group%20vs%20%20Individual%20Reporting%20Guide%20.pdf 
 
Contact Software Support for assistance or any questions via:  

From MEDPM or MEDEHR Sign On screens, double click on ‘support@medtronsoftware.com’ to compose an email to the 
Software Support Dept. 

-OR- 
Phone:  (985) 234-0599 (local), (800) 978-0599 (toll free) 

-OR- 
Fax:  (985) 234-0609 

 

https://qpp.cms.gov/
http://www.gpo.gov/fdsys/pkg/FR-2017-11-15/pdf/2017-23953.pdf
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/QPP-Year-2-Final-Rule-Fact-Sheet.pdf
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/QPP-Year-2-Final-Rule-Fact-Sheet.pdf
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/QPP-Year-2-Executive-Summary.pdf
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/QPP-Year-2-Executive-Summary.pdf
https://www.youtube.com/playlist?list=PLaV7m2-zFKpigtrjB7MCKOwvlJoas8yYi
https://www.youtube.com/playlist?list=PLaV7m2-zFKpigtrjB7MCKOwvlJoas8yYi
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/Resource-library.html
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/Resource-library.html
http://www.ascrs.org/sites/default/files/Group%20vs%20%20Individual%20Reporting%20Guide%20.pdf

