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The Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) eliminated the flawed
Sustainable Growth Rate (SGR) act formula — a longstanding crucial issue of concern for health
care providers and Medicare beneficiaries. MACRA also included a quality improvement program
entitled, “The Merit-Based Incentive Payment System, or MIPS.” The proposed rule of MIPS sought
to streamline existing federal quality efforts and therefore linked 4 distinct programs into one.
Three existing programs, meaningful use (MU), Physician Quality Reporting System (PQRS), value-
based payment (VBP) system were merged with the addition of Clinical Improvement Activity
category. The proposed rule also changed the name of MU to Advancing Care Information, or
ACI. ACI contributes to 25% of composite score of the four programs, PQRS contributes 50%
of the composite score, while VBP system, which deals with resource use or cost, contributes
to 10% of the composite score. The newest category, Improvement Activities or 1A, contributes
15% to the composite score. The proposed rule also created what it called a design incentive that
drives movement to delivery system reform principles with the inclusion of Advanced Alternative
Payment Models (APMs).

Following the release of the proposed rule, the medical community, as well as Congress, provided
substantial input to Centers for Medicare and Medicaid Services (CMS),expressing their concern.
American Society of Interventional Pain Physicians (ASIPP) focused on 3 important aspects:
delay the implementation, provide a 3-month performance period, and provide ability to submit
meaningful quality measures in a timely and economic manner. The final rule accepted many of the
comments from various organizations, including several of those specifically emphasized by ASIPP,
with acceptance of 3-month reporting period, as well as the ability to submit non-MIPS measures
to improve real quality and make the system meaningful. CMS also provided a mechanism for
physicians to avoid penalties for non-reporting with reporting of just a single patient.

In summary, CMS has provided substantial flexibility with mechanisms to avoid penalties, reporting
for 90 continuous days, increasing the low volume threshold, changing the reporting burden and
data thresholds and, finally, coordination between performance categories. The final rule has
made MIPS more meaningful with bonuses for exceptional performance, the ability to report for
90 days, and to report on 50% of the patients in 2017 and 60% of the patients in 2018. The
final rule also reduced the quality measures to 6, including only one outcome or high priority
measure with elimination of cross cutting measure requirement. In addition, the final rule reduced
the burden of ACI, improved the coordination of performance, reduced improvement activities
burden from 60 points to 40 points, and finally improved coordination between performance
categories.

Multiple concerns remain regarding the reduction in scoring for quality improvement in future

years, increase in proportion of MIPS scoring for resource use utilizing flawed, claims based
methodology and the continuation of the disproportionate importance of ACI, an expensive
program that can be onerous for providers which in many ways has not lived up to its promise.

Key words: Medicare Access and CHIP Reauthorization Act of 2015, merit-based incentive
payment system, quality performance measures, resource use, improvement activities, advancing
care information performance category
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1.0 InTRODUCTION

On October 14, 2016, the Centers for Medicare and
Medicaid Services (CMS) released the highly anticipated,
controversial, final rule for implementation of Medi-
care Access and CHIP Reauthorization Act (MACRA) of
2015, with the inclusion of responses to numerous com-
ments from the public, Congress, and providers (1,2).
This rule changed many aspects of the proposed rule,
providing the final description in detail of the physician
payment system that Congress outlined in MACRA (3-
12). As we have described in detail in our previous man-
uscripts, MACRA and Merit-Based Incentive Payment
System (MIPS) Medicare Physician Payment System will,
starting in 2019, placemost physicians in the MIPS, a pay
for performance system that adjusts payments based on
measures derived from prior care (3-5,9-12). It is clear
that CMS paid attention to the feedback that was pro-
vided; the final rule appears to have changed to mean-
ingful, inclusive, professional solutions (3-6,13-17). The
final rule offers flexibility, expanded exemptions, and
also provides less painful “pick your pace” options.

For several weeks after the release of proposed
rule, physicians, health system leaders, and members
of Congress were working under a tight time frame to
try to figure out how to prepare for Medicare’s new
incentive payment framework in time to report perfor-
mance data to the CMS or alter the proposed rule. CMS
was flooded with nearly 4,000 comment letters after is-
suing its draft rule. Of interest, the American Society
of Interventional Pain Physicians (ASIPP) submitted a
comment letter with 4,534 signatures, visited Capitol
Hill, and offered legislation to reduce the burden of
proposed rule for MIPS and improve the quality of pa-
tient care without hindering access (3,14). During the
Capitol visits, ASIPP offered the legislation, which was
sent to CMS by leaders of the Congress for technical as-
sessment. The proposed legislation (3) sought to “delay
the implementation of Merit-Based Incentive Payment
System (MIPS) by one year, to January 1, 2018, reporting
year, retaining 2019 as penalty/bonus year (payment
year) and change participation of MIPS to 3 months
per year, with 2017 serving as a training year to meet
criteria for meaningful use, physician quality reporting
system (PQRS), and value-based payment (14). CMS be-
lieves that the final rule preserves its commitment to
creating a flexible and streamlined program, aligning
prior quality and technology initiatives into one pro-
gram. The changes that CMS has made are thus spe-
cifically in line with the recommendations in the ASIPP
comment letter to the proposed rule. Congress, while

expressing concerns (15,16), also urged CMS to be flex-
ible by lowering patient minimum reporting threshold.
The agency wanted providers to report quality mea-
sures on 90% of their patients from all payers, and 80%
of Medicare patients. Lawmakers felt that such a high
minimum threshold would be impossible for many phy-
sicians, particularly those in small practices, to meet.
Consequently, they recommended that CMS maintain
the minimum threshold at a maximum of 50% of Medi-
care patients. Congress also requested CMS to broaden
its MIPS exclusion for providers who treat a low volume
of Medicare patients. They requested that CMS should
consider increasing the threshold to $30,000 in Medi-
care allowed charges or fewer than 100 unique Medi-
care patients which would exclude 30% of physicians,
instead of 16% under the proposed rule. The comments
from Congress mirrored multiple comments submitted
by many providers, along with ASIPP (14-17).

Overall, CMS, in the final rule, provided avoidance
of the penalty even with reporting of one patient, pro-
vided flexibility of 90 days, increased physician volume
threshold to $30,000 in Medicare revenue or 100 or
fewer Medicare patients per year, reduced the report-
ing burden with reduction of quality measures to 6 and
advancing care measures to 4 or 5 and, finally, modified
reporting requirements to 50% of patients for all re-
porting methods with reduction of data threshold. CMS
also seems to be seeking to ease physicians’ adminis-
trative burdens (17). Acting CMS Administrator, Andy
Slavitt, explained that as CMS implements the quality
payment program under MACRA, CMS cannot do it
without making a sustained, long-term commitment
to take a holistic view on the demands on the physi-
cian and clinical workforce. Essentially, the new initia-
tive will launch a nationwide effort to work with the
clinician community to improve Medicare regulations,
policies, and interaction points to address issues and to
help get physicians back to the most important thing
they do - taking care of patients (17).” This manuscript
focuses on the final rule of MIPS, financial impacts, the
timeline, advanced alternative payment models, eligi-
bility requirements and exemptions, categories of MIPS
and scoring with impact of MIPS on meaningful use,
PQRS, and value-based modifier (VBM).

2.0 MeriT-Basep IncenTive PAYMENT
SYSTEM

The Medicare Access and CHIP Reauthorization Act
(MACRA) of 2015 repealed the Medicare sustainable
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growth rate (SGR) methodology for updates to the phy-
sician fee schedule and replaced it with a new approach
to payment (4-8). MACRA also provided additional ap-
proaches to payments called the quality payment pro-
gram that rewards the delivery of high quality patient
care through either advanced alternative payment
models (APMs) or MIPS for eligible clinicians or groups
under fee-for-service (FFS) Medicare. The proposed
rule on April 27, 2016, provided details of the program
which necessitated hard choices for those in indepen-
dent practices (2,9). This final rule with comment pe-
riod established the MIPS to consolidate components
of 3 existing programs, PQRS, the physician VBM, and
the Medicare electronic health record (EHR) incentive
program for eligible professionals, with continuation
of the focus on quality, cost, and use of certified EHR
technology (CEHRT) in a cohesive program that avoids
redundancies. It also established incentives for partici-
pation in certain APMs.

The final retains 4 components of MIPS: quality,
Advancing Care Information (ACI), improvement ac-
tivities, and cost. However, cost will not be calculated
for 2017/2019, whereas proportions of quality have
changed for all years, with cost taking a far more sig-
nificant role in future years. MIPS is the pathway that
will be used for most eligible clinicians.

2.1 Quality Performance Measures

With the implementation of MIPS and a purported
shift of practice of medicine from individual authority
to societal accountability, the quality of medical practic-
es continue to be under increasing and continuous scru-
tiny, not only by policy makers, but peers, payers, and
patients (9,18-33). The strategy developed by IOM in
the early years to improve quality of care known as pay
for performance or financial incentives to transform be-
haviors to achieve greater value substantially changed
to PQRS and now quality measures as a component of
MIPS (18,33-36). MIPS substantially altered PQRS mea-
sures with the ability to provide non-PQRS or non-MIPS
measures to provide meaningful quality measurements.
The development of MIPS quality measures, previously
known as PQRS measures, continues to be associated
with a lengthy and expensive review process (18,37-40).
However, the development of non-MIPS measures pro-
vides not only an inexpensive, but also shorter review
process, allowing smaller societies to submit these mea-
sures, which would in essence reflect quality of care in
ways relevant to specific specialties.

In changing from PQRS to MIPS, the proposed

rule required reporting on 6 quality measures, includ-
ing one cross cutting measure and one outcome, or
high priority measure (Table 1). The final rule allows
physicians to report 6 quality measures including one
outcome or high priority measure with elimination of
the cross cutting measure requirement. The proposed
rule also required physicians to report on 90% of all
patients, regardless of payer, if using EHR, registry,
or QCDR submission methods and report on 80% of
all Medicare Part B patients if using claim submission
method (Table 1). However, in the final rule, in 2017
reporting year, physicians have to report a measure for
50% of patients, and in 2018 reporting year, they must
report on 60% of patients. If only avoiding a penalty
and not attempting to earn an incentive is the focus, a
practitioner is only required to report on one patient.
Thus, the final rule has removed requirement of re-
porting of one year to 90 days to one patient.

2.2 Advancing Care Information

As described in MIPS proposed rule, meaningful
use criteria have been replaced by ACI performance
category as a MIPS component system. Over the years,
this category has been described as meaningless, in-
creasing cost of doing business, and reducing patient
contact (18,40,41). Even though significant changes
have been made in ACl in the proposed and even fur-
ther changes in final rule, ACl and by default MIPS con-
tinue to increase the burden on practicing physicians.
The proposed rule required physicians to report on the
base score of 11 to 16 measures to receive credit in
the ACI performance category with ACI consisting of
8 measures with performance scoring based on 100%
of the patients (Table 1). The final rule reduced the re-
quired number of ACI measures in the base score with
an additional 9 optional measures in the performance
score, which facilitates to achieve the state of excep-
tional performance or receive additional percentage
points. The final rule also allows physicians to earn bo-
nus points in the ACI performance category by using
certified electronic health record technology (CEHRT)
to complete certain activities in the improvement ac-
tivities performance category.

2.3 Improvement Activities

Clinical Practice Improvement Activities (CPIA) that
is now known as Improvement Activity (IA) is a new per-
formance category introduced for MIPS. It emphasized
activities with a proven association of improved health
outcomes (2,9). IA performance category also focused
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Table 1. Summary of change of provisions of MIPS from proposed to final rule.

SUBJECT

PROPOSED RULE

FINAL RULE

Avoiding the QPP Penalty

Physicians must successfully report in all 4 MIPS
categories in order to avoid the MIPS penalty.

In 2019, only physicians who choose to report no

data will experience a penalty.

« Physicians who report for 1 patient on 1 quality
measure, 1 improvement activity or the 4 required
ACI base measures in 2017 will avoid a penalty in
2019.

Performance Period

Physicians must report for a full calendar year to
be eligible for a positive payment adjustment

Physicians who report for at least 90 continuous days
will be eligible for positive payment adjustments.
« Reporting revised for all components of MIPS.

Scoring Weight Quality of
Measures

e 2019 - 50%
e 2020 - 45%
e 2021 - 30%

e 2019 - 50%
e 2020 - 45%
e 2021 - 30%

Scoring Weight of Cost Measures

e 2019 - 10%
e 2020 - 15%
e 2021 - 30%

e 2019 - 0%
e 2020 - 10%
e 2021 -30%

Scoring Weight of ACI Measures 25% 25%

« No change
Scoring Weight of Improvement 15% 15%
Activities « No change

Low-Volume Threshold

Physicians with less than $10,000 in Medicare
allowed charges AND fewer than 100 Medicare
patients per year.

Low volume threshold physicians with less than
$30,000 in Medicare revenue or 100 or fewer
Medicare patients per year.

Reporting Burden of Quality

Physicians are required to report on 6 quality
measures including one cross-cutting measure
and one outcome or high priority measure.

Physicians are required to report 6 quality measures

including one outcome or high priority measure.

o CMS eliminated the cross-cutting measure
requirement.

Reporting Burden of ACI

Physicians are required to report on the Base
Score of 11-16 measures to receive credit in the
ACI performance category. The Performance
Score consists of 8 measures with performance
scoring based on 100 percent of patients.

Physicians are required to report on a reduced
number of ACI measures in the Base Score with an
additional 9 optional measures in the Performance
Score, for which physicians may receive additional
percentage points.

Data Thresholds of Quality

Data completeness requires physicians to report
on 90 percent of all patients, regardless of payer,
if using EHR, registry, or QCDR submission
methods and report on 80 percent of all Medicare
Part B patients if using claims submission
method.

In 2017, physicians have to report a measure for 50

percent of patients, and in 2018, they must report on

60 percent of patients.

« If only avoiding a penalty and not attempting to
earn an incentive, only required to report on 1
patient.

Reporting Burden of Improvement
Activities

Physicians must report three 20-point high-
weighted activities or six 10-point medium-
weighted activities (or another combination of
high and medium weighted activities equally
60 or more points) to achieve full credit in the
improvement activity performance category

Physicians must attest to two 20-point high-weighted
activities, four 10-point medium-weighted activities,
or another combination of high and medium-
weighted activities equaling 40 points or more to
achieve full credit in the improvement activity
performance category.

Coordination Between
Performance Categories

The concept of a holistic approach to health IT to
directly link health IT adoption and use to patient
outcomes, and moving EHR into a more patient-
focused health IT program with MIPS.

Physicians can earn bonus points in the ACI
performance category by using CEHRT to complete
certain activities in the Improvement Activities
performance category.

Definition of “More Than Nominal
Risk” of APMS

To qualify as a Medicare Advanced APM, the
APM must meet the requirements for marginal
risk, minimum loss rate, and total risk.

To qualify as a Medicare Advanced APM, the APM
must only meet the requirement for total risk.

Amount of Risk that is “More than
Nominal” of APMS

Physicians are required to pay up to 4 percent
of total Medicare spending to qualify as an
Advanced APM.

An APM will qualify as an Advanced APM in 2019
and 2020 if the APM Entity is either (1) at risk of
losing 8 percent of its own revenues when Medicare
expenditures are higher than expected, or (2) at risk
of repaying CMS up to 3 percent of total Medicare
expenditures, whichever is lower.
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on another MIPS strategic goal, to design incentives
that drive movement toward delivery system reform
principles and APMs. IA offered a choice of 90 activi-
ties, which included completion of various programs
offered by multiple organizations (2,9). As an anomaly
in the proposed rule |IA created a shorter reporting pe-
riod of at least 90 days during the performance period
rather than requiring a full year of reporting. This as-
pect provided support for ASIPP’s position that the rule
be modified to reduce overall reporting requirements
and also provide an option of 3 months for MIPS (9,14).

The proposed rule mandated physicians to report
3-20 point high-weighted activities or 6 10-point medi-
um-weighted activities or another combination of high
and medium weighted activities equally, 60 or more
points, to achieve full credit in the improvement activ-
ity performance category as shown in Table 1 (2,9). The
final rule modified this aspect to mandating physicians
to attest to 20-point high-weighted activities, instead
of 3; 4-10 point medium-weighted activities, instead of
6 medium-weighted activities. Further, a combination
of high and medium-weighted activities equaling 40
points or more to achieve full credit in the improve-
ment activity performance category has been provided,
with a reduction from 60 or more points. In addition,
only 11 out of more than 90 IAs in the proposed rule
were identified as high-weighted, whereas the final
rule increased the number of high-weighted activities
available to physicians.

2.4 Cost or Resource Use

The health care industry and policy makers have
always considered resource use as an integral part of
the values measurement (9). CMS felt that the mea-
sures in the MIPS resource use performance category
would provide MIPS eligible clinicians with the infor-
mation they need to provide appropriate care to their
patients and enhance health outcomes. CMS proposed
additional 40 plus episode specific measures to address
specialty concerns. However, the major point of conten-
tion among physicians and others, including Medicare
Payment Advisory Commission (MedPAC) and Congress,
has been the calculation of resource use. Essentially
CMS methodology was flawed, making practices with
the most high risk patients more susceptible to penal-
ties than other physicians (42). This aspect of the MIPS
has been the most contentious with numerous com-
ments outlining flaws in the proposed methodology, as
well as numerous conflicts of the 2 contractors develop-
ing the measures using separate, incompatible meth-

odologies (1,2,9,14-17,42-45). Finally, the major flaw
of this methodology continues to be, even in the final
rule, is that global assignment of the cost to individual
providers, irrespective of their involvement.

As described earlier, CMS proposed to use total
cost per capita and Medicare spending per beneficiary
measures to evaluate physicians’ resource use, with cost
performance category making up 10% of physicians’
composite performance score. The final rule reduced
the cost performance category to 0% of the compos-
ite performance score in 2017; however, unfortunately,
CMS continues to retain the total cost for beneficiary
and Medicare spending per beneficiary administrative
claims measures. CMS also provided a reprieve on pro-
posed 41 controversial episode-based measures with
finalizing to 10 episode-based measures in 2017. They
will also provide information to physicians on how they
did on these measures in the past; however, it is consid-
ered as irrelevant for 2017 since performance category
is reduced to 0%.

3.0 MIPS ELiGiBLE CLINICIANS

In the final rule, CMS has revised the terminology
and defined MIPS participants as, “MIPS eligible clini-
cians” rather than “MIPS eligible professionals (EPs).”
Under the statute, eligible clinicians include physicians,
physician assistants, nurse practitioners, clinical nurse
specialists, and certified registered nurse anesthetists.
They must participate in MIPS during 2017 and 2018
performance years for 2019 and 2020 payment years
unless they qualify for the advanced APM pathway or
an exclusion.

For the 2017 performance period, CMS estimates
that more than half of clinicians — approximately
738,000 to 780,000 - billing under the Medicare FFS will
be excluded from MIPS due to several factors, includ-
ing the MACRA itself. The estimates include that nearly
200,000 clinicians, or approximately 14.4%, are not one
of the eligible types of clinicians for the transition year
2017 of MIPS. The largest cohort of clinicians excluded
from MIPS is low-volume clinicians, defined as those cli-
nicians with less than or equal to $30,000 in allowed
charges or less than or equal to 100 Medicare patients
representing approximately 32.5% of all clinicians bill-
ing Medicare Part B services or over 380,000 clinicians.
Under the proposed rule with $10,000 in Medicare
charges and fewer than 100 unique Medicare patients
per year, 16% of all MIPS eligible clinicians would have
been exempt under the proposal in contrast to 32.5%
in estimated under the final rule. In addition, approxi-
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mately 70,000 to 120,000 clinicians comprising 5% to
8% of all clinicians will be excluded from MIPS due to
being qualified providers (QPs) based on participation
in advanced APMs. However, in aggregate, eligible cli-
nicians are excluded from MIPS if they are new clini-
cians in their first year of Medicare participation; these
represent only 22 to 27% of total Part B allowed charg-
es. Even though CMS expects the low volume threshold
to exclude almost one-third of the clinicians from the
MIPS, some specialties are more likely to be excluded,
such as chiropractors (84%) and dentists (73%).

Thus, the vast majority of eligible clinicians (over
90%) will participate in MIPS in the first year.

4.0 ReimBursemeEnT Unber IVIIPS

Medicare reimbursement under MIPS will be ad-
justed upward or downward based on quality perfor-
mance. While CMS is capping the Medicare payment
adjustment in 2019 to no more than 4% upward or
downward based on eligible clinicians’ 2017 perfor-
mance, it intends to increase the adjustment limit to
5% in 2020, 7% in 2021, and 9% in 2022. However, for
exceptional performance, the bonuses may reach as
high as 37%. As shown in Table 1, even though MIPS is
a budget-neutral program and incentives are funded by
penalties, there may be substantial bonuses.

CMS estimates that, based under the policies of the
final rule, approximately 592,000 to 642,000 eligible cli-
nicians will be required to participate in MIPS in its tran-
sition year. In 2019, MIPS payment adjustments will be
applied based on MIPS eligible clinicians’ performance
on specified measures and activities within 3 integrated
performance categories. However, the fourth category
of cost, as previously described, will be weighted to
zero in the transition year. CMS projects that with an
assumption that 90% of the eligible clinicians of all
practice sizes participate in the program, MIPS payment
adjustments will be approximately equally distributed
between negative MIPS payment adjustments of $199
million and positive MIPS payment adjustments of $199
million to MIPS eligible clinicians, to ensure budget
neutrality. However, positive MIPS payments to MIPS
adjustments also will include an additional $500 mil-
lion for exceptional performance payments to MIPS eli-
gible clinicians whose performance meets or exceeds a
threshold final score of 70.

This is in contrast to the proposed rule, wherein
penalties and bonuses equaled almost $900 billion col-
lected from and distributed to providers.

CMS also estimated that approximately 70,000 to

120,000 clinicians will participate in 2017 and 125,000
to 250,000 clinicians will participate in 2008 through
advanced APMs receiving approximately $333 million
to $571 million in APM incentive payments for 2019.

5.0 ParTiciPATION PACE

CMS has devised a philosophy of pick-your-pace,
based on numerous comments and called the first year
the transitional year instead of delaying the implemen-
tation. Under the flexible rules, eligible clinicians can
avoid value-based penalties and potentially earn incen-
tive payments without submitting data on all required
MIPS measures. CMS has provided multiple options for
2017 performance year, varying from no participation
to 3 options as shown in Fig. 1.

e No participation: Clinicians not exempt from MIPS
that do not submit any data in 2017 will receive a
-4% payment adjustment.

e Submit something: A clinician may report one measure
for a minimum of 90-day period to avoid a penalty.
Reporting only one quality, ACl, or Improvement
Measure (IA) will earn enough MIPS points to avoid
a penalty and possibly earn a small incentive.

e Partial submission: A clinician may report more than
one measure for a minimum of 90-day period in
any or all of the quality, ACl, or IA categories, thus
avoiding penalty, and may maximize the MIPS score
and potentially earn the highest possible incentive,
which may be small.

6.0 MIIPS PerrorRMANCE PARAMETERS

CMS determines Medicare payment adjustments
based on a MIPS composite score. The score is made
up of 4 performance categories: Quality, ACl, 1A, and
health care costs.

The first performance year or transitional year, the
quality performance component will represent 60% of
MIPS composite score with ACI representing 25% and
improvement activities representing 15% with 0% for
cost. Unless eligible clinicians are participating in a flex-
ible attestation track, clinicians must report data on 6
quality measures, including an outcome-based mea-
sure, for a minimum of 90 days (Fig. 2).

The ACI category will account for 25% of the MIPS
composite score. Eligible clinicians will need to fulfill
required measures similar to those in the EHR incentive
programs for at least 90 days. The required measures
include the very detailed security risk analysis, e-pre-
scribing, patient access to health data, summary of care
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Fig. 1. MIPS participation options.

Source: Department of Health and Human Services, Centers for Medicare & Medicaid Services. 42 CFR Parts 414 and 495. Medicare Pro-
gram; Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model (APM) Incentive under the Physician Fee Schedule,
and Criteria for Physician-Focused Payment Models. Final Rule. Federal Register, October 14, 2016 (1)

B Quality 50% (POQRS)

B Advancing Care Information 25% (meaningful use)

B Clinical Practice Improvement Activities 15%

B Cost 10% (Resource used or value-based payment)
A. Proposed Rule

B Quality 60% (PQRS)
B Advancing Care Information 25%
B Climcal Practice Improvement Activities

15%

B. Final rule

Fig. 2. Comparison of 2017 MIPS performance — proposed rule vs. final rule.

submissions, and summary of care requests and accep-
tance. Physicians are required to report on a reduced
number of ACI measures in the base score, 4 in 2017,
and 5 thereafter, with an additional 9 optional mea-
sures in the performance score, for which physicians

may receiving additional percentage points.

CMS also will award additional credits to eligible
clinicians who submit data on up to 9 ACI measures,
report to public health and clinical data registries, and
demonstrate certified EHR.

www.painphysicianjournal.com
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The third category captures 15% of the MIPS com-
posite score for 2017 performance period (2019 pay-
ment period) for quality improvement activities. Eli-
gible clinicians need to attest that they completed up
to 4 approved improvement activities for at least 90
days. To earn maximum credit in this category, eligible
clinicians can report on 4 medium weighted or 2 high
weighted improvement activities. The quality payment
program’s website currently lists 93 approved activities.
As part of the quality payment program transition year,
CMS eliminated the health care cost component of the
MIPS composite score for the first performance year.
The weight of this claims-based category; however, the
weight of this claims-based category appears to gradu-
ally increase from 0 to 30% of the total score by 2021.

7.0 SummAary OF CHAnGES From
Prorosep RuLE To FinaL RuLE

As described, there have been multiple changes
in the final rule which improve the quality of the pro-
gram with increased flexibility and, finally, improve the
health care quality without impacting the access. With
the establishment of Qualified Clinical Data Registry
(QCDR), organizations such as ASIPP will be able to de-
velop outcome parameters in various categories which
will certainly improve the care and provide satisfaction
for participation. The summary of changes of provision
of MIPS from proposed to final rule are shown in Table
1. Key issues related to the proposed rule are avoidance
of the penalty with reporting for at least one patient on
one quality measure, one improvement activity, or the
4 required ACl base measures, performance period re-
duced to 90 days, increase in the low volume threshold
from $10,000 to $30,000 and, finally, with no change in
the definition of virtual groups.

Quality reporting still requires 6 quality measures;
however, the final rule eliminates cross-cutting mea-
sure requirement and only includes one outcome or
high priority measure. There also have been significant
changes in data thresholds with reporting requirement
of 50% of the patients in 2017 and 60% in 2018 instead
of 90% of all patients.

In the category of ACI, the changes include chang-
es in final rule of physician requirement to report on a
reduced number of ACI measures in the base score of 4
in 2017 and 5 thereafter, with an additional 9 optional
measures in the performance score. In addition, report-
ing period also has been reduced for a minimum of 90
days and physicians can earn bonus points on the ACI
performance.

Improvement activities also have reduced report-
ing burden, availability of increasing number of highly
weighted activities, and accommodations to various
types of practices.

In the cost or resource use category, there is no cost
reporting in 2017. Unfortunately, the final rule contin-
ues to retain the total cost per beneficiary and Medi-
care spending per beneficiary administrative claims
measures despite extensive advocacy efforts. CMS has
committed that they will consider ways to eliminate
and streamline the process. This is an area of major
concern for interventional pain physicians and ASIPP.
We will continue our efforts to significantly change or
revise the resource use parameters and also focusing on
allocated performances under MIPS categories in the
future with focus on improving the quality and less at-
tention paid to ACL.

7.1 Impact of Final Rule on Meaningful Use
MIPS impacts clinicians eligible for Medicare mean-
ingful use (MU) in multiple ways.

1. The MIPS sunsets Medicare Part B payment adjust-
ments and replaces them with MIPS payment ad-
justments where 25% of the MIPS final score is
determined by ACI performance category, which
is based upon MU modified stage Il measures (for
2014 addition CEHRT) and MU stage Ill measures
(for 2015 addition CEHRT).

2. Eliminates all or nothing MU compliance based on
measure thresholds to a hybrid scoring system for
ACl where clinicians earn an all or nothing base
score for reporting required measures, but a con-
tinuous performance score for measure rate per-
formance relative to a decile scale and a 5% point
bonus for reporting to more than one public health
registry.

3. MIPS removes all measures exclusions defined un-
der MU program as the hybrid scoring system for
ACl is deemed to serve the same goal of provid-
ing clinicians flexibility and how to achieve high
performance.

4. MIPS removes the requirement to report electronic
clinical quality measures as quality reporting is al-
ready addressed by the MIPS quality category.

5. Enables ACI to be reported either to individual clini-
cians or to a group of clinicians and through ad-
ditional data submission methods beyond attesta-
tion such as registry and EHR methods. These were
previously available only for PQRS reporting.

E8
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6. MIPS also requires clinicians agreed to cooperate
with surveillance CEHRT by the Office of the Na-
tional Coordinator for Health Information Technol-
ogy (ONC) and to implement CEHRT in good faith
such that no inhibition of health information ex-
change, nor information blocking occurs.

MIPS performance category quality measures are
shown in Table 2.

7.2 Impact of Final Rule on PQRS and the
Value-Based Modifier

MIPS essentially sunsets the standalone PQRS and
value-based modifier programs. Instead, MIPS qual-
ity performance category inherits aspects of the PQRS
quality measures and reporting infrastructure created
by the PQRS program and leveraged by the value-based
modifier quality measurement system. A wide array
of PQRS reporting methods, including registry, EHR,
and web interface are largely preserved for purposes
of reporting quality performance under MIPS. Further,
the MIPS resource use performance category largely
mirrors the VBM resource use measurement system in
terms of measures, patient attribution methodology
and benchmarking.

Some of the changes, which are rather significant,
include the reporting of quality and rating under MIPS.
The MIPS quality performance category deviates from
PQRS and VBM as follows for measure selection and re-
porting methods as shown in Table 3.

7.2.1 Measure Selection

e Under the final rule, PQRS measures are reduced to 6
measures which can span any combination of qual-
ity domains, with inclusion of one outcome mea-
sure. In contrast, previously, it required 9 measures
and 3 quality domains.

e Based on the final rule, a clinician may select 6 mea-
sures from a list of predefined specialty measure
sets from the list of the individual measures and/or
in addition, a specialty measure set may be utilized.

e MIPS also broadens and revamps the measure-ap-
plicability validation (MAV) process which allows
another means for clinicians to report fewer than
the required 6 measures for the registry, EHR, and
QCDR reporting methods.

7.2.2 Reporting Methods

e For the registry and QCDR reporting methods, the
data completeness standard, which defines the
minimum subset of patients within a measure
denominator that must be reported, is 50% of
Medicare patients for 2017 and increases to 60%
in 2018.

e Physicians using group practice reporting option
(GPRO) will only need to declare their specific re-
porting method by June 30 of the performance
year.

e The PQRS registry measures group method requiring
reporting a minimum of 20 patients per measure
has been eliminated in MIPS.

Table 2. MIPS advancing care information: Performance category.

For those using EHR certified to the 2015 Edition:

For those using 2014 Certified EHR Technology

Option 1 Option 2

Option 1 Option 2

Combination of the 2 measure
sets

Advancing Care Information
objectives and measures

2017 Advancing Care Information
transition objectives and measures

Combination of the 2 measure
sets

mance categories to offset difference in the MIPS final score.

25% If objectives and measures are not applicable to a clinician, CMS will reweight the category to zero and assign the 25% to the other perfor-

Table 3. MIPS Quality performance category.

« Category Requirements
« Replaces PQRS and quality portion of the value modifier
« “So what?” - provides for an easier transition due to familiarity

60% of final score

o Outcome measure OR

efficiency measures, or care coordination

Select 6 of about 300 quality measures (minimum of 90 days to be
eligible for maximum payment adjustment);1 must be:

« High priority measure —defined as outcome measure,
appropriate use measure, patient experience, patient safety,

Different requirements for groups reporting CMS
Web Interface or those in MIPS APMS

May also select specialty-specific set of measures
as developed by NIPMDR

www.painphysicianjournal.com
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Table 4. MIPS Improvement activities: Performance category.

« Attest to participation in activities that improve clinical practice

« Clinicians choose from 90+ activities under 9 subcategories:

- Examples: Shared decision-making, patient safety, coordinating care, increasing access

1. Expanded Practice Access

2. Population Management

3. Care Coordination

4. Beneficiary Engagement

5. Patient Safety and Practice Assessment

6. Participation in an APM

7. Achieving Health Equity

8. Integrating Behavioral and Mental Health

9. Emergency Preparedness and Response

7.3 Improvement Activities

Improvement activities are a newer category with
some changes from the proposed rule as shown in Ta-
bles 1 and 4. Essential changes of clinical improvement
activates is described in Section 2.3 and 7.0.

8.0 ConcLusion

As we enter the final phase of initial MIPS imple-
mentation, CMS has modified the proposed rule sub-
stantially bringing cautious optimism of the opportu-
nity to improve the quality of medical services through
payment policy. In the final rule, CMS has made many
significant changes in large part based on public com-
ments; including ASIPP’s. ASIPP focused its efforts on
changing to a 3 month reporting period and provid-
ing reprieve from penalty with reporting of at least one
patient during 2017. They have also provided a differ-
ent participation phase which can be variable based on
provider abilities.

CMS has changed performance parameters signifi-
cantly, increasing the quality component to 60% during
the first year; however, reducing it to 30% in the final
years. Unfortunately, CMS has not made any changes in
scoring weight of ACI. Scoring weight for improvement
activities remained the same at 15% with no change in
future years, which, in our opinion, should be changed.
Finally, the most onerous issue related to is the cost,
which has been reduced to 0% for 2017 reporting year,

but jumping to 30% in 2019 and beyond from 10% in
2018.

The reporting requirements of MIPS continues to
be a source of concern for many practicing physicians.
CMS took many steps in the right direction in the fi-
nal rule. ASIPP is optimistic that the establishment of a
QCDR focused on interventional pain and our ability to
develop high quality, practical, non-MIPS measures, IPM
specialists will be well positioned to succeed.
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