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Operator: At this time, I would like to welcome everyone to today’s Medicare Learning Network® Event. All 
lines will remain in a listen-only mode until the question-and-answer session. 
 
This call is being recorded and transcribed. If anyone has any objections, you may disconnect at this time. I will 
now turn the call over to Nicole Cooney. Thank you. You may begin. 
 
Announcements & Introduction 

Nicole Cooney: Thank you. Good afternoon, everyone. I’m Nicole Cooney from the Provider Communications 
Group here at CMS, and I’ll be your moderator today. I’d like to welcome you to this Medicare Learning 
Network call on the Quality Payment Program Year 2 Final Rule. 
 
The Quality Payment Program established by the Medicare Access and CHIP Reauthorization Act of 2015, 
also known as MACRA, is a quality payment incentive program for physicians and other eligible clinicians 
which rewards value and outcomes in one of two ways: the Merit-Based Incentive Payment System and the 
alternate – and Alternative Payment Models. The Quality Payment Program allows clinicians to choose the 
best way to deliver quality care and participate based on their practice size, specialty, location, or patient 
population. During today’s call, you will learn about the Quality Payment Program Year 2 provisions in the 
final rule. 
 
Before we get started, I have a few announcements. You received a link to the presentation in your 
confirmation email for today’s call. The presentation is also available at the following URL: go.cms.gov/npc. 
That’s N as in national, P as in provider, C as in call. Again, that URL is go.cms.gov/npc. And today’s event is 
being recorded and transcribed. 
 
At this time, I’d like to introduce our presenters, Adam Richards and Molly MacHarris from the Center for 
Clinical Standards and Quality, Ben – and Ben Chin from the Center for Medicare and Medicaid Innovation. 
And to get us started, we have Arrah Tabe-Bedward, Deputy Director of our Center for Medicare and 
Medicaid Innovation Center. Arrah? 
 
Presentation 

Arrah Tabe-Bedward: Thank you, Nicole, and good afternoon to all of you. Thanks so much for participating 
in today’s call on the final rule for year 2 of the Quality Payment Program. The rule was published on 
November 2nd. And because we want to continue getting your feedback, this is a final rule with 
comment period. 
 
In developing the final rule, we considered over 1,300 comments from interested stakeholders, and we 
finalized policies for year 2 that we think will reduce – further reduce your burden and give you more ways 
to participate successfully in the Quality Payment Program. We’re continuing to take it slowly and give more 
flexibility, reduce some of the burdens and requirements, and offer new incentives for participation. 
 
You may also be aware that, through CMS’s Patients over Paperwork Initiative, we are moving the needle 
on removing regulatory obstacles that get in the way of providers spending time with patients and health care 

https://go.cms.gov/npc
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consumers. While some regulations are obviously essential to ensuring patient and provider safety and 
program integrity, we also realize that there is a fine line between being helpful and being a hindrance. 
 
CMS has set up an agency-wide process to evaluate and streamline our regulations and our operations with 
the goal of reducing unnecessary burden, increasing our efficiency, and improving overall customer 
experience. The work around this has been done and will continue to be led by an executive-level burden 
reduction steering committee, and the committee oversees and prioritizes these reform efforts to ensure that 
we have the right collaboration across the agency to drive results. 
 
We are establishing customer-centered workgroups focusing first on clinicians, beneficiaries, and institutional 
providers. And we are also continuing to use tools to capture customer perspectives, like human-centered 
design and journey-mapping the customer experience. And we will be establishing mechanisms to share 
across CMS what we learn from our customers so that we all benefit from this input. 
 
And as we undertake this work, we are going to start by addressing burden areas that we have heard the most 
about from all of you—those are payment policy quality measures, documentation requirements, Conditions of 
Participation, and health IT—and have introduced a meaningful measurement framework that you may have 
heard about as well. We are going to be doing webinars on that framework later this month and invite you to 
join. 
 
For today’s call, we have assembled our subject matter experts as Nicole introduced at the beginning of the 
call. And they are going to be walking through the specifics of the final year 2 policies. We’re going to have 
time at the end for questions and look forward to getting your feedback. 
 
Before I hand the call over to our presenters, I want to note that, although the program’s first year – 
first performance year is actually coming to an end on December 31st, it is not too late to participate so that 
you can avoid a negative payment adjustment or earn a positive adjustment. Because if you decide not to 
participate and don’t send any 2017 data, you will get a negative 4 percent payment adjustment. 
 
And participating is now easier. Previously, you had to go to multiple places to submit the data under various 
legacy programs. We have consolidated your data for submission experience in one place under the Quality 
Payment Program. So starting in January, you can go to qpp.cms.gov, log in to your authenticated account, 
and submit data to satisfy all of your MIPS reporting requirements. You just need to use the new Login button 
at the top of the pages on qpp.cms.gov in January and remember to start your data submission early. So if 
you’ve been submitting data under the legacy programs, those accounts will be the same in QPP. 
 
You can also, if you need to before January, go and set in – set up a new account or update the data in your 
existing account in the current CMS Secure Portal. And then those will be available to you on qpp.cms.gov 
in January. 
 
The new submission process should be much easier. And it was developed with direct input from clinicians 
and practice managers like yourselves. And we want to, over time, continue making improvements. So, look 
forward to receiving feedback from users to help continue improving the user experience and to build a website 
that really incorporates clinician and practice managers’ perspectives and preferences. And as you are going 
through this process, we will, of course, have for you help and support through the entire submission period 

https://qpp.cms.gov/
https://qpp.cms.gov/
https://qpp.cms.gov/


 

 

 

4 

and will be planning a number of events to also help provide additional information and guidance on this 
whole process. 
 
And so with that, I will turn the presentation over to Adam Richards to begin walking through the final year 2 
rule provisions. 
 
Adam Richards: Great. Thank you, Arrah, and hello, everyone. Thanks for joining us today to discuss the final 
rule for year 2 of the Quality Payment Program. 
 
We are excited to have the opportunity to talk about the policy, both from the Merit-Based Incentive Payment 
System and Advanced Alternative Model tracks of the program. We do have quite a bit of information that we’d 
like to share today, so we’re going to dive right in. 
 
I’m going to move quickly to slide 3, just some general administrative housekeeping. As we noted earlier, we 
will have a question-and-answer session, as time permits, following the conclusion of our discussion today. 
 
Again, this is a final rule with comment period. We also have an interim final rule with comment period. As 
always, you will hear us say this a few times today: We do need to protect elements of the rulemaking process; 
so, we will do our best to answer or to address straightforward questions. But we do ask you to submit all 
comments through the formal process as outlined in the Federal Register and within the final rule itself. We will 
review these elements within the final rule and the interim final rule that are open for comment a little later on in 
the presentation. 
 
So I’m on slide 4. Again, this is just a reminder that comments must be submitted through the formal 
submission process. There is a 60-day comment period associated with this final rule, and all comments 
are due by January 2nd, 2018, which is the first Tuesday of the new year. 
 
I’m going to move on to slide 6 just to kind of give you an overview of what we’re going to talk about today. 
We’ll start just with a general overview to build the context of the discussion and then move right into the final 
rule for year 2 with the Merit-Based Incentive Payment System. We’ll do an overview of MIPS, talk about who 
is included, address the performance period, the reporting and data submission options, talk a little bit about 
the performance categories as well as the performance threshold and payment adjustment, and then we’ll 
round out the MIPS section with a discussion on scoring. Then we’ll jump into alternative payment models 
and Advanced Alternative Payment Models. We’ll talk specifically about Advanced APMs but, certainly, the 
All-Payer Combination Option and the Other Payer Advanced APMs. And we’ll round out that portion of our 
discussion with an overview of the APM scoring standard. Then we’ll talk quickly about the resources that are 
available to you to help you get started and to certainly cover the various elements of the policy. 
 
Quality Payment Program Overview 

So I’m going to move on to slide 8. So to kick things off, I just want to start by setting the context for our 
discussion today. 
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As Nicole mentioned earlier, MACRA requires CMS by law to implement an incentive program, which is the 
Quality Payment Program that does provide for two participation tracks—so again, the Merit-Based Incentive 
Payment System and Advanced Alternative Payment Models. 
 
The Quality Payment Program does take a comprehensive approach to payment. Instead of basing payment 
only on a series of billing codes, the new program adds consideration of quality through a set of 
evidence-based measures that were primarily developed by clinicians. The program recognizes and 
encourages improvements in clinical practice. And all of these efforts are and supported by advances in 
technology that allow for the easy exchange of information while protecting patient privacy. Additionally, this 
program provides special provisions for those participating in certain new models of care that provide an 
alternative for fee-for-service. My colleagues here today will walk you through the components of each track 
with an emphasis on the “what do you need to know going into year 2.” 
 
Now as Arrah mentioned earlier, we understand that this program is a big change. So, we’re continuing to take 
it slow and provide clinicians with the flexibility needed to participate and succeed in the program. 
 
One aspect that I hope each of you will notice during our discussion today is that we are continuing many of 
our 2017 transition year policies while introducing some modest changes to ensure that clinicians are ready for 
full implementation in year 3. I cannot emphasize this point enough. I’m sure you’ll hear it again a few times 
throughout our discussion today. 
 
One last thing is that we were all – we are also going to continue to offer our free direct technical assistance to 
help clinicians participate in the Quality Payment Program. And we’ll talk about this free support in just a few 
minutes. 
 
Moving on to slide 9, and I just want to touch on our strategic objectives, or our considerations, as they’re 
known, because these continue to guide our efforts in developing the Quality Payment Program. We have 
placed a significant level of emphasis on improving beneficiary outcomes; certainly on reducing burden on 
clinicians, which does fit into that Patients over Paperwork Initiative that Arrah mentioned; increasing the 
adoption of Advanced APMs; and maximizing participation in the program largely through targeted outreach 
and education and certainly with the support of our no-cost technical assistance. However, we are also very 
focused on improving data and information-sharing, ensuring operational excellence, and delivering the 
information technology systems that meet your needs. 
 
So with that, I’m going to move on to slide 10, and I’m going to turn it over to my colleague, Molly MacHarris. 
 
Merit-Based Incentive Payment System (MIPS) 

Molly MacHarris: Thanks so much, Adam. And thank you again, for everyone joining us here today. As Adam 
noted, there is a lot of information that we want to cover today. So, I’m going to go ahead and dive right into the 
MIPS side of things starting on slide 11. 
 
So what I’ll be covering today is really focusing on the year 2 requirements. But throughout this presentation, 
I will be touching on the areas that have remained the same from year 1 and then again what has changed as 
we’re moving into the second year. 
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So just as a brief reminder, as reflected on slide 11, prior to the Merit-Based Incentive Payment System, or 
MIPS program, there were three legacy programs that clinicians had to deal with. That included the Physician 
Quality Reporting System, or PQRS program, which dealt with quality; the Physician Value Modifier Program, 
which dealt with the measurement of quality and cost; and then the Medicare EHR Incentive Program for 
eligible professionals, which deal – or dealt with the usage of Certified EHR Technology. Those three programs 
have now ended and clinicians will now be assessed based off of their performance on MIPS. 
 
And if you go to slide 12, you can see that there are four performance categories that clinicians’ performance 
will be assessed on. And when you take a look at those, you can see that three of the four map to what the 
legacy programs used to measure. 
 
So the Quality performance category, in many ways, is similar to the quality side of PQRS. The Cost 
performance category, again, that is similar to the cost measurement that occurred under the Physician 
Value Modifier Program. The last performance category on the slide here, the Advancing Care Information 
performance category, that deals with the usage of Certified EHR Technology similar to what was previously 
measured under the Medicare EHR Incentive Program. But then, we also have one new performance category 
under MIPS called Improvement Activities. And Improvement Activities deals with measuring certain clinical 
practice improvement activities that a clinician may do within their office. 
 
Each of these four performance categories, you’ll note, has a specific number associated with them. That 
number is the amount of points or weight that is provided to that specific performance category. You can also 
see that all four of those categories sum up to a total of 100 points. That becomes important because, under 
MIPS, what we will do is we will assign something called a final score to each eligible clinician. And that final 
score can range from zero to 100 points. That final score, depending upon how it relates to something called 
a performance threshold, will determine whether clinicians will be receiving a positive, negative, or neutral 
payment adjustment. And that payment adjustment will directly impact your Part B reimbursement dollars. 
 
So I’ll go through all of this in more detail. But again, we just really want to make sure that people understand 
that MIPS is a program that measures performance on four performance categories and how that relates to 
your final score and then how that relates to the actual amount of money that you get paid. 
 
Who Is Included for Year 2 (2018)? 

So let’s move on to the next set of slides, so who’s included. So moving on to slide 14, so who can participate 
in the second year of MIPS? The clinician types who can participate in the second year of MIPS are the exact 
same type – types of clinicians that could have participated in the first year. So those include physicians, 
physician assistants, nurse practitioners, clinical nurse specialists, and certified registered nurse anesthetists. 
 
Also, just a brief reminder. As noted on slide 15, when we talk about physicians under Medicare, we don’t just 
mean M.D.s or D.O.s. We also include dentists, podiatrists, optometrists, and chiropractors. 
 
Moving on to slide 16, so now that we have our base population of who could participate, what are the 
additional exclusions that would potentially exclude someone from the program? So one of the main exclusions 
that we talk about a lot for the MIPS program is something called the low-volume threshold exclusion. And this 
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is an exclusion that looks at the amount of allowed charges and billings that clinicians bill annually, as well as 
the number of Medicare Part B patients that they see annually. 
 
So for the first year, the low-volume threshold exclusion was at 30,000 in billing or 100 patients. For the 
second year of the program, we’ve increased that low-volume threshold exclusion to exclude clinicians who 
see less than or equal to 90,000 in billing or see less than or equal to 200 patients. 
 
So again, we have increased the low-volume threshold. So, additional practices that were previously eligible in 
the first year could no longer be eligible in the second year. And we did that based off of the feedback we 
received that there’s still a number of challenges that solo practitioners and, specifically, small practices face 
for participating in the program. 
 
So let’s move on to slide 17 to talk about some of the additional exclusion criteria. So we have two other 
exclusions. Starting on the left-hand side of this slide here, those clinicians that become newly enrolled in 
Medicare during the performance period—they are still not required to participate for that year. So, if someone 
becomes newly enrolled in the 2018 performance period, they would not be required to participate for that 
year, but they would be potentially eligible in the second year. 
 
The second exclusion is the low-volume threshold, which I just went over, which, again, that’s for 
clinicians who bill less than or equal to 90,000 or see less than or equal to 200 Medicare Part B patients. 
 
And then, the last exclusion we have from the MIPS side of the Quality Payment Program is if clinicians 
significantly participate in an Advanced Alternative Payment Model. And so I won’t get into too much detail on 
this exclusion at this point, because my colleague Ben Chin will be going over the participation requirements 
for APMs in more detail in just a few minutes. 
 
So, let’s move on to slide 18 to talk about some additional eligibility criteria. We have a number of special 
statuses under MIPS. So a special status may be a particular status that we apply to certain sets of clinicians. 
So some of our special statuses include the status of being a non–patient-facing clinician, being a small 
practice, a practice that would be in a rural area, or a HPSA area. 
 
So as reflected on slide 18, there’s no change in the non–patient-facing criteria as we move from year 1 to 
year 2. 
 
And then, as noted on slide 19, for our small practice special statuses and our rural and HPSA special 
statuses, again, no change has been made to how those statuses are applied. 
 
Performance Period 

So let’s move on to slide 20 and then 21 to talk about the performance period. So there were a few 
modifications in the performance period from year 1 to year 2. 
 
First, to start with, for the Quality performance category, in year 1, we have the pick-your-pace approach, 
where clinicians could participate for a 90-day performance period or, depending upon the measure that’s 
selected, less than a 90-day period up to a full 12 months, a year. 
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For the second year, as we’ve mentioned a couple times here and we’ll continue to mention throughout this 
presentation, we did make some modest increases to the performance requirements in year 2 to ensure that 
folks are ready for full participation in year 3. So one of those changes is the increase in the performance 
period for the Quality performance category from 90 days to 12 months. We also will be measuring clinicians’ 
performance on cost in the second year. So that has a 12-month performance period. But we did still keep the 
90-day performance period for the Improvement Activities and Advancing Care Information performance 
category. 
 
So that has been a question we’ve received from folks as in, if they’re not–if they’re still not quite ready to 
participate for a full year, what does that mean for them? So if you’re still not ready to participate for a full year, 
you can still participate in the program in the Improvement Activities or Advancing Care Information 
performance category for less than a full year. You can just participate in those categories for a 90-day period. 
What that would mean is that your final score may be less than if you had participated in all four of the 
performance categories. 
 
So let’s move on to slide 22. So just a high-level timeline of what the second year looks like. This timeline is 
very similar to what our year 1 timeline looks like. So we have our 2018 performance period. Then, the majority 
of the data will be submitted in the first quarter following 2018. Then, we will be issuing feedback. And then, we 
will be applying the MIPS payment adjustment to claims beginning in January 1st, 2020. And that will be the 
MIPS payment adjustment that will either be positive, negative, or neutral based off of what your final score is 
and how that compares to the performance threshold. 
 
Reporting and Data Submission Options 

So let’s move on to slide 23 and then 24 to talk about the reporting and data submission options. So on 
slide 24, you’ll note that there are three options for participation. The first two are the same as what was 
available in the first year. 
 
So as a clinician, you can participate as an individual, which we define as a unique TIN, which is the tax 
identification number, and a unique NPI, which is your National Provider Identifier. 
 
You could also participate as part of a group, which includes where two or more clinicians, or two or more 
NPIs, have reassigned their billing rights over to the TIN. 
 
And then the third option, which is new for the second year, is participation as part of a virtual group. 
 
And so let’s go ahead and move on to slide 25, where I can go into more detail on what is a virtual group. So 
a virtual group is an option where clinicians that are either a solo practitioner or a group of 10 or fewer eligible 
clinicians, they can voluntarily elect to virtually form a group for purposes of participating in MIPS. 
 
So again, those that would be eligible to participate in a virtual group would be solo practitioners or groups with 
10 or fewer eligible clinicians. There aren’t any restrictions related to the number of solo practitioners or the 
number of 10 or fewer groups that can elect to form a virtual group. So we’ve tried to leave this as flexible as 
possible to really encourage participation as part of a virtual group. 
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So moving on to slide 26, a little bit more information on virtual groups. So if clinicians want to join a virtual 
group, they must participate in an election process. That election process has to be completed by no later than 
prior to the beginning of the performance period; so, no later than December 31st of this year for purposes of 
the 2018 year. 
 
As noted on slide 27, generally, we are viewing virtual groups as groups. So what that means—and I’ll go over 
this in a few coming slides—for our participation options—remember, you can participate as an individual, as 
part of a group, or as part of a virtual group—we’ve tried to have as much alignment across all of those 
reporting and submission options as possible. However, there are some flexibilities that are available for 
individuals that aren’t available for groups, and then, vice versa, some flexibilities are available for groups that 
aren’t available for individuals. And that’s just based off of the nature of how those participation options work. 
 
So, we consider virtual groups to fall under our group policies. So that means that all of the submission 
mechanisms that are available for groups are also available for virtual groups. 
 
That also means that all clinicians within a TIN that makes an election to participate to be part of a virtual group 
would be part of the virtual group. Also, virtual groups are required to aggregate their data across all of their 
clinician participants. So, they will be scored as a virtual group. 
 
And then, I did want to note that, if in an instance where a clinician is part of a virtual group, but then they also 
are part of an APM, in that instance, we would look at the APM data to apply a score to that given clinician. 
 
So let’s move on to the next slide, slide 28. And I’ll talk about slides 28 and 29 together. So this – these are the 
last slides on virtual groups. But this is the process on how you can decide to participate. 
 
So just a reminder again that, if you want to participate as part of a virtual group for the 2018 year—so 
for year 2 of MIPS, we need to receive all of those elections by no later than December 31st of this year. 
 
We do have resources available for clinicians who would be interested in forming a virtual group. That’s 
available on our Virtual Group Toolkit, which is available on our website. 
 
If you want to join to be part of a virtual group, there is a two-stage process. The first stage is optional. And that 
would consist of clinicians or interested stakeholders reaching out to their appropriate technical assistance 
resource to see if they are eligible to form a virtual group. If you don’t do this, that’s okay. You can still submit 
your application to us. 
 
The second stage is where the virtual group would directly send their application in to CMS to see if they are 
eligible to be a virtual group. 
 
And then, just a few other things I just want to call out briefly on slide 29. So again, I’ll just say this one more 
time. The virtual group election deadline is December 31st of this year. The virtual group official representative 
would need to email that election to us at the email box of mips_virtualgroups@cms.hhs.gov. 
 

mailto:mips_virtualgroups@cms.hhs.gov
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As part of that election process, the virtual group would need to have a formal written agreement in place. And 
again, for more information on how to join a virtual group, I would highly encourage you to take a look at the 
toolkit that is available on our website. 
 
So let’s move on to the next slide—I’m on slide 30 now—to talk about the submission mechanisms. So 
in short, there are no changes in the submission mechanisms that are available from year 1 to year 2. 
 
For those of you who read the proposed rule, we had made a proposed change for the second year. We did 
not end up finalizing that for year 2. We have finalized it for year 3. So, we will be talking about that in more 
detail in future sessions. 
 
Performance Categories 

So let’s move on to slide 31 and then 32 to start talking through the four performance categories. So on slide 
32, I’m going to start with the Quality performance category. Okay. So starting on the left-hand side of the 
slide, let’s start with the basics for the Quality performance category as a brief refresher. So the basics of the 
Quality performance category are there’s – first, there was a change from year 1 to year 2, which is that, in 
year 1, Quality counted for 60 percent towards the clinician’s final score. In year 2, now it counts for 50 
percent. That change in percentage is because now, in year 2, we are measuring cost at 10 percent. The rest 
of the basics for the Quality performance category have no change for the second year. 
 
We still have our Quality performance criteria that clinicians would need to select six measures, one of which 
would need to be an outcome measure or, if an outcome measure is not available, they would need to select 
another high-priority measure, which include patient experience, patient safety, care coordination, appropriate 
use, and efficiency measures. 
 
To make that selection, clinicians can do so either from our set of around 270 to 300 measures, or you could 
make that selection from our set of specialty sets of measures. And we did a finalized new specialty sets in this 
– in the year 2 final rule. 
 
So then looking at the table that’s on slide 32 here, so again, on this first row, the weight to final score, so 
again, there is that change there for the year 1: Quality counted for 60 points, now it counts for 50 points. 
 
The second change that we made for the Quality performance category is regarding the data completeness 
criteria. So when we say data completeness, what that means is that, for a given measure, there is a 
denominator which outlines who are the eligible patients that would be eligible for the measure, including 
specific diagnoses, etc. Then there is also a numerator statement, which outlines the specific quality action 
that would be associated with the measure. 
 
For really the majority of all measures, there’s a quality action saying that you did that—either test your 
procedure that you should have done, or there are things called performance exclusions or performance not 
met, which is where you weren’t able to do the quality action either due to something outside of your control or 
due to some other reason, which could be a patient reason, system reason, medical reason, etc. 
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So data completeness looks to see, for the entire population of patients that you’re performing the measure 
on, did you actually just try to do the quality action or was there an exclusion for 60 percent of your patients. So 
again, data completeness isn’t actually looking to see how you performed on the measure. It’s just looking to 
ensure that you applied the quality measure for 60 percent of your patients. 
 
An additional change that we made related to data completeness is that, for measures that fail data 
completeness in year 1, clinicians would receive 3 points. In year 2, clinicians will receive 1 point. The 
exception to that is if you’re part of a small practice, you would still receive 3 points. 
 
Moving on to slide 33, some of the scoring elements of the Quality performance category. In short, there are 
no changes that we made here. We still will be applying a 3-point floor for quality measures that can be scored 
against the benchmark for measures that do not have a benchmark or do not meet case minimum. 
 
We also still have our two sets of bonus points available in the Quality performance category. The first is for 
additional high-priority measures. And then the second deals with usage of Certified EHR Technology in an 
end-to-end manner. 
 
Moving on to slide 34, we did finalize policies related to topped-out measures. So what is a topped-out 
measure, and why is that important? A topped-out measure could be considered topped out if it meets a 
certain performance threshold. And the measure is considered topped out when there can no longer be made 
meaningful distinctions between performance and where there is little room for improvement. So what we 
finalized related to topped-out measures is a timeline for identification and then application of a scoring cap, 
and then ultimate removal of a topped-out measure. 
 
So generally, for each quality measure, clinicians can receive between 3 to 10 points. Topped-out measures 
will receive a cap on the total number of points that can be received. That scoring cap will be 7 points. 
 
So what that means is that, if a measure is topped out, the maximum number of points that could be received 
for that measure is 7. Again, we finalized a timeline for applying the top two measures. And we did finalize just 
a small subset of measures that would be receiving the scoring cap in the first year. And those are listed on 
slide 35. 
 
Okay. So let’s move on to slide 36 to talk through the Cost performance category. So for the Cost performance 
category, again, starting on the left-hand side of the slide for the basics, the biggest change here that we made 
for cost from year 1 to year 2 is that, in year 1, we did not measure clinicians’ performance on cost. In year 2, 
we are for 10 percent. 
 
The measures that are included in the Cost performance category are the Medicare Spending per Beneficiary 
Measure and the Total per Capita Cost Measure. Both of those clinicians have experience with if you 
participated in the Physician Value Modifier Program. 
 
We also are in the process of developing new episode-based cost measures. Those aren’t ready for inclusion 
in the Cost performance category yet. But we do anticipate proposing those in a future year. There was a prior 
set of episode-based measures that we had finalized in the year 1 rule. We did not continue those in the 
second year. Those episode measures, while they touched on a handful of clinical conditions, they weren’t 
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developed in a manner that had full clinician input in the development process. So the new episode measures 
we’re developing have that front-line clinician input that we’re really looking for. 
 
Moving on to slide 37, just a few more details related to how the Cost performance category gets scored. So 
for the Cost performance category, no data submission is required. You just simply see patients. Submit your 
claims to Medicare as you normally do. And we, CMS, will calculate the Medicare Spending per Beneficiary 
and Total per Capita Cost Measure for you. 
 
We will compare those measures related to a benchmark. And if we can calculate both of those measures 
for you as a clinician or you as part of a group, the performance category will be the average of those 
two measures. If we can only calculate one of the measures, we would do that. And if in an instance where 
we can’t calculate either of the measures, what we would do then is your Cost performance category would 
be re-weighted to zero and your Quality performance category would be increased to 60. So again, remember, 
when we talk about the way that we calculate your final score, we always have to keep the performance 
categories at a place where they sum up to 100 points. 
 
Moving on to slide 38, something additional that’s new for the second year is improvement scoring for the 
Quality and Cost performance categories. This looks to see how you have performed and how you have 
improved in performance from a prior year. 
 
For the Quality performance category, we are applying improvement scoring at the category level with a rate of 
improvement such that higher improvement results in more points for those who’ve previously not performed 
as well. Under the Cost performance category, we are applying improvement at a measure level based off of 
statistically significant changes at that measure level. 
 
So let’s move on to slide 39 to talk through the Improvement Activities performance category. So again, 
starting on the left-hand side of the side – slide, first, the basics. All of these basics are the same as what 
existed for year 1. So improvement activities, again, it still contributes to 15 percent of your final score. 
 
There are a number of activities available within the improvement activities inventory. Each of the improvement 
activities has a weight associated with it. And those weights are either medium or high. Medium-weighted 
activities count for 10 points. High-weighted activities count for 20 points. And for the majority of clinicians, they 
would want to ensure that they hit 40 points. And again, all that is required of a clinician for completing the 
improvement activities is a simple “yes” confirming that the activity occurred. 
 
We did add some additional improvement activities for this year, and we did make a few changes for further 
clarity for some of the existing improvement activities. We also, under the Improvement Activities performance 
category, have a patient-centered medical home designation. 
 
We did two things at the patient-centered medical home designation. First, we finalized the term “recognized” 
is equivalent to the term “certified.” And then the second piece is that, if you’re part of a group, 50 percent of 
the practice sites within a group would need to be considered a patient-centered medical home. 
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Moving on to slide 40, just a few other pieces to touch on here. We have continued to designate certain 
activities within the Improvement Activities performance category that will qualify for an Advancing Care 
Information performance category bonus. 
 
And let’s go ahead and move on to slide 41 to talk about the Advancing Care Information performance 
category. So again, starting on the left-hand side of the slide, the basics for the Advancing Care Information 
performance category have remained as-is for year 1 to year 2. 
 
Advancing Care still counts for 25 points towards a clinician’s final score. It is based off of a base score, a 
performance score, and then bonus points that are available. Those points can, in some instances, exceed 
100 points. But if that were to occur, we would scale that to 100 points to apply it to the 25 percent of the 
final score. 
 
We also have continued to offer the two measure sets that are available based off of your edition of 
“Certified EHR Technology.” So in the second year, you can still use either 2014 edition “Certified EHR 
Technology” or 25 – or 2015 edition “Certified EHR Technology.” If you choose to use only 2015 edition 
“Certified EHR Technology,” you will be eligible to receive a 10 percent bonus. So, for those clinicians and 
stakeholders who have the ability to exclusively use 2015 edition “Certified EHR Technology,” we would 
encourage you to do so. However, if you are not able to do that, you can still use 2014 and 2015 edition in the 
second year. You just wouldn’t be eligible for that 10 percent bonus. 
 
For the base score of this performance category, no changes were made. For the performance score, we did 
make a change where clinicians can earn 10 percent for reporting to any one of the public health and clinical 
data registry reporting measures. For the bonus score, there’s a 5 percent bonus that’s available for reporting 
to an additional registry that’s not reported under the performance score. And again, as I mentioned earlier, we 
do still have our list of improvement activities where clinicians can receive a bonus under the Advancing Care 
Information performance category. 
 
Moving on to slide 42, there are a number of new exceptions for the Advancing Care Information performance 
category. These were granted to us by the 21st Century Cures Act, which passed closer to the beginning of this 
year. And so what the 21st Century Cures Act allowed us to do is it allowed a new hardship exception for 
clinicians that are ambulatory surgical center based. That hardship exception also applies to the 2017 year. 
 
We also still have our existing hardship exception for hospital-based MIPS eligible clinicians, non–patient-
facing MIPS-eligible clinicians, and then clinicians that are non-physicians: so nurse practitioners, physician 
assistants, clinical nurse specialists, and certified registered nurse anesthetists. For all of these clinician types 
that I just went over, automatic re-weighting applies. You do not have to file an application. 
 
However, for the hardship exceptions where you do have to file an application, we have a few of those. The 
first is new for the second year. And that is for small practices. So, clinicians who are part of a small practice, 
they can request that their Advancing Care Information performance category be re-weighted. And that would 
be re-weighted to the Quality performance category. 
 
We also have a hardship exception if your EHR becomes decertified. That hardship exception, again, also 
becomes effective for the 2017 year as well. 
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And then, lastly, I want to note that the deadline for these hardship exceptions is now December 31st of the 
performance period. So, if you think you or – sorry, if you think you are eligible for a hardship exception for the 
2017 year and you have not yet filed one, I would highly encourage you to do so, so you can get that in under 
the deadline of December 31st. 
 
Performance Threshold and Payment Adjustment 

So let’s move on to slides 43 and 44 to talk through the performance threshold and payment adjustment. So on 
slide 44, the performance threshold and payment adjustment. 
 
So as I’ve mentioned a couple times here, there’s a final score which can range from zero to 100 points, and 
we compare that to a performance threshold. In year 1, the performance threshold was 3 points. In the second 
year, the performance threshold is 15 points. That’s important because, if your final score is below the 15-point 
performance threshold, you would be getting a negative MIPS payment adjustment. If it is at that 15-point 
threshold, you would get a neutral adjustment. But if it is above that performance threshold, you could get a 
positive adjustment—so, again, more money. 
 
We also still continue to have our exceptional performance bonus. That threshold is still at 70 points. 
 
And then the total amount of payment that we can distribute in the second year has increased. This was a 
change written into the law. So the total amount of payments that can be distributed for the second year will 
range 5 percent. Again, we must maintain budget neutrality. So, the total distribution of percentage – 
percentages could differ from that 5 percent. 
 
Another question that we’ve received since the rule has come out is, “How can you actually achieve 15 
points?” And as noted on the bottom of slide 44, there’s a hand – there’s a number of ways. We’ve only listed a 
handful here, but there are many other ways that you can get to 15 points. Just to go over these briefly, one 
way to get there is to report all of the required improvement activities. Another option would be to report on the 
Advancing Care Information performance category base score and then submit one quality measure that 
meets data completeness. Or you could meet the Advancing Care Information performance category base 
score and submit one improvement activity. Or you could submit six quality measures that meet data 
completeness. Again, this is just a small sample of ways that you can get there. There’s multiple ways that you 
could ensure that your final score hits 15 points. 
 
And then, moving on to slide 45, again, what we are seeing here is the change from year 1 to year 2. The 
performance threshold is now at 15 points. So, that is the place where everyone who wants to avoid a negative 
payment adjustment should aim to hit. If you want to receive additional money, if you want to get a positive 
payment adjustment, we’d encourage you to try to ensure your final score is higher than that. And again, 
there’s many, many ways on how you can do that. 
 
Scoring 

Let’s move on to slide 46 and then 47 to talk about how we do our calculations. So again, the final score 
is based off of 100 points for performance categories. And that applies to what your final score is, how that 
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relates to the performance threshold of 15 points. And that will depend upon what amount of money you either 
get in 2020 or what amount of money gets reduced from your claims. 
 
So let’s move on to slide 48 to talk through some additional bonus points that we have in the second year 
because, again, we really want to try to maximize the number of clinicians that can receive that positive 
payment adjustment. For clinicians who treat the most medically complex and vulnerable patients, we did 
finalize a complex-patient bonus, which is measured based off of HCC risk scores and the percentage of dual 
eligible patients that a clinician sees. To be eligible to receive this complex-patient bonus, a clinician just needs 
to participate at one performance category. They need to do one thing. 
 
Moving on to slide 49 to talk about the small-practice bonus. We also finalized a small-practice bonus of a flat 
5 points for any small practices that, again, participate in one performance category. As long as they do 
one thing, they will be eligible to receive that small-practice bonus. 
 
Just a few more slides for me on the MIPS side of things and then I can turn it over to Ben to talk through 
the APMs. 
 
So let’s move on to slide 50 to talk through facility-based measurement. I won’t go into this in too much detail 
right now. We did make proposals, and we did finalize our proposals for facility-based measurement, which is 
an option where clinicians that are facility based and already participating in other value-based programs that 
the agency offers, such as the Hospital Value-Based Purchasing Program, that they, by virtue of their 
participation in that program, they would not have to separately participate in the Quality and Cost performance 
categories under MIPS. We did finalize our policies here. But they don’t go into effect until year 3. 
 
And, then, moving on to slides 51 and 52, just a few other pieces I want to touch on. Over the past few months, 
as everyone is aware, the country has been faced with a number of natural disasters, including Hurricanes 
Harvey, Irma, and Maria. We recognize that these disasters are very significant in nature and it has disrupted 
clinicians’ ability to participate in the Quality Payment Program. So, as we noted at the beginning of this call, as 
part of the final rule, we also have the interim final rule with comment. And the interim final rule with comment 
implemented are processes for those clinicians that are in those affected areas. 
 
So what this means is that, if you are a clinician and you are in an affected area based off of – and you were 
affected by Hurricane Harvey, Irma, or Maria and you are in one of the FEMA major designated disaster areas, 
you will receive, for the first year under MIPS, a final score equal to the neutral points. You don’t have to file an 
application. You don’t have to do anything additional. You will just automatically receive that neutral payment 
adjustment. 
 
I also did want to note that we’ve recently released guidance that has also extended for the 2017 year this 
extreme and uncontrollable policy for clinicians that have been impacted by the California wildfires. And we 
have more information on extreme and uncontrollable policy on our website. 
 
For the second year for our extreme and uncontrollable policy, we do still have these policies in effect. The 
change for the second year is that applications are required to receive relief. 
 



 

 

 

16 

Seeking Comment 

And then I just want to briefly touch on, on slide 54, the areas that we are seeking comment on for the MIPS 
side of things. As Adam noted, this is a final rule with comment. We do strongly encourage folks to give us 
feedback through the formal comment process. 
 
As you can see on the slide here, there’s a handful of areas that we’re interested in your feedback on, 
including the ways that we define groups, the ways that we have defined and implemented the low-volume 
threshold, as well as information on the way that we currently score clinicians. 
 
So at this point, I will go ahead and turn the presentation over to Ben to talk through the Alternative 
Payment Models. Ben? 
 
Alternative Payment Models (APMs) 

Ben Chin: Great. Thanks, Molly. And so let’s move on to discuss the policy changes for year 2 that will affect 
the Advanced APM track of the Quality Payment Program. 
 
Advanced APMs 

So skipping slide 56 and moving along to slide 57, as a refresher, there are general APMs and Advanced 
APMs. The MACRA statute defines what an APM is fairly broadly. And that includes all CMS Innovation Center 
models, the Medicare Shared Savings Program, demonstrations under the Health Care Quality Demonstration 
Program, and any other demonstrations required by Federal law. 
 
Moving on to slide 58, Advanced APMs, which are a subset of Advanced – of APMs, meet the following three 
criteria. First, they must require participants to use Certified EHR Technology. Second, they must provide that 
payment for covered professional services are based on quality measures comparable to those used in 
MIPS—the Quality performance category. And lastly, they’re either a Medical Home Model expanded under 
CMS Innovation Center authority—I’ll note, to date, that no such models have been expanded using that 
authority—or, alternatively, they meet the third criterion by requiring participants to bear more than a nominal 
amount of financial risk.  
 
Moving on to slide 59, in last year’s final rule, we updated the generally applicable financial risk standard and 
nominal amount standard requirement for Advanced APMs so that it could be defined in terms of either total 
expected expenditures or a participating organization’s revenue. 
 
Specifically, we finalized that the total potential risk under the APM must be equal to at least 3 percent of 
expected expenditures an APM is responsible for under the terms of an APM. And we finalized that nominal 
amount standard for all performance years or 8 percent of the average Parts A and B revenues of the 
participating APM entities. And we’d only finalized that for the 2017 and 2018 performance periods. In addition 
to the general nominal risk standard, we also finalized a special financial risk and nominal amount standard for 
Medical Home Models. 
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Moving on to slide 60, in this year’s rule, we are extending the 8 percent revenue-based nominal standard 
for an additional 2 years through performance period 2020. So this standard, as I just mentioned, was only 
available in 2017 and 2018. We’re extending that for an additional 2 performance years in addition to the 3 
percent expected expenditure standard, which will be – still be in place for all performance years. 
 
Moving on to slide 61, in addition to the general nominal risk standard, like I said, we also finalized a separate 
definition of a Medical Home Model that only applies to the Quality Payment Program and separate financial 
risk criterion specifically for Medical Home Models. 
 
This year, we finalized a couple of changes related to the special Medical Home Model financial risk criterion, 
which I’m going to discuss over the next couple of slides. 
 
So now on slide 62, it was finalized last year that, starting in performance year 2018 and thereafter, the 
Medical Home Model financial risk standard would only apply to APM entities in Advanced APMs with fewer 
than 50 clinicians in their parent organization. This year, we finalized to maintain that standard with a 
limited exception. 
 
Specifically, we’re proposing to exempt Round 1 or current participants in the Comprehensive Primary Care 
Plus Model from the requirement that the Medical Home Model financial risk standard applies only to APM 
entities with fewer than 50 clinicians in their parent organization. All future participants in CPC Plus—so that 
is any 2018 starters in that Advanced APM—will be subject to the 50-clinician cap. 
 
Moving along to slide 63, we are also finalizing one additional change to the Medical Home Model nominal 
amount standard. In last year’s rule, we finalized that the total potential risk for an APM entity must be equal to 
at least 3 percent in 2018 and gradually ramp up to 5 percent in 2020 thereafter. 
 
But we are changing the nominal amount standard for Medical Home Models so that the minimum required 
amount of total risk will increase more gradually. So, we are maintaining the standard at 2.5 percent in 2018 
and then ramping it up to 5 percent in 2021 and thereafter. We really believe this approach may allow for 
greater flexibility and encourage more participation in Medicaid—on Medical Home Models and be more 
sustainable for the types of APM entities that would participate in Medical Home Models.  
 
All-Payer Combination Option & Other Payer Advanced APMs 

So moving along to the All-Payer Combination Option and Other Payer Advanced APMs, we can move on to 
slide 65. The All-Payer Combination Option, along with the Medicare Option, is one of two pathways through 
which eligible clinicians be – can become a QP or a partial QP. 
 
Beginning in performance year 2019, QP determinations under the All-Payer Combination Option are based 
on an eligible clinician’s participation in a combination of both Advanced APMs, that is, Advanced APMs in 
Medicare and Other Payer Advanced APMs. 
 
It’s important to note that QP determinations are conducted sequentially so that the Medicare Option is 
applied before the All-Payer Combination Option and only clinicians who do not become QPs under the 
Medicare Option will have the opportunity to participate in the All-Payer Combination Option. 
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Moving along to slide 67, there are different payer types that may have payment arrangements that will qualify 
as Other Payer Advanced APMs. These payer types include Medicaid; Medicare health plans, which includes 
Medicare Advantage; CMS multi-payer models; and then other commercial and private payers. 
 
Next slide, on slide 68. So moving along to the Other Payer Advanced APM criteria, we finalized last year that 
the criteria for determining whether a payment arrangement qualifies as an Other Payer Advanced APM are 
similar, but not identical, to the criteria used in Medicare: they require at least 50 percent of eligible clinicians 
to use Certified EHR Technology, the base payments for covered professional services on quality measures 
comparable to those used in MIPS, and they require participants to bear more than nominal amount of 
financial risk. 
 
I’m going to skip to slide – we’re going to skip slide 69. 
 
So moving along to slide 70 on how we will make Other Payer Advanced APM determinations. Last year, we 
finalized that eligible clinicians or APM entities on their behalf would report information about the payment 
arrangements from other payers they participate in after the 2019 QP performance period. 
 
This year, we established a process for payers to submit information to CMS regarding non-Medicare payment 
arrangements prior to a given QP performance period. And this was so that CMS can determine whether the 
payment arrangement meets the criteria to be an Other Payer Advanced APM prior to the given performance 
year. This payer-initiated process would be available to Medicaid, Medicare health plans, and CMMI multi-
payer models for performance year 2019. And we do intend to add the remaining payer types in future years. 
 
Moving along to slide 71, and just to reiterate here, the payer-initiated process would be voluntary. And so, 
payers would be able to request review of multiple other-payer arrangements through the payer-initiated 
process, though CMS would make a separate determination as to each payment arrangement. 
 
Like the payer-initiated process, APM entities and eligible clinicians would also have an opportunity to request 
determinations of other-payer arrangements they participate in. But that process would take place after each 
QP performance period. 
 
Guidance forms for both payers and clinicians is going – are going to be made available for each payer type 
early in the calendar year prior to each QP performance period. And the specific deadlines and processes for 
submitting payment arrangement information will vary by payer type in order to align with some pre-existing 
processes and meet statutory requirements. 
 
Moving along to slide 72, for the Other Payer Advanced APM criteria, we finalized last year that the nominal 
amount of risk must meet – must be a marginal risk of at least 30 percent, a minimum loss rate of no more than 
4 percent, and a total risk of at least 3 percent of expected expenditures the APM entity is responsible for 
under the APM. So the Other Payer Advanced APM financial risk criterion has a couple of additional elements 
of nominal risk. 
 
This year, we are maintaining the marginal risk and minimum loss rate and requirements. But we are also 
adding an 8 percent revenue-based nominal amount standard that would apply to models in which risk is 
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defined in terms of revenue. This would be an additional option. It would not replace the expenditure-based 
standard previously finalized for Other Payer Advanced APMs. 
 
Moving along to slide 73, we’re going to talk about QP determinations under the All-Payer Combination Option. 
And last year, we finalized that QP determinations under this option would be made at either the APM entity – 
would be made at the APM entity level, as we make them under the Medicare Option. 
 
We finalized this year that QP determinations will be made at the individual clinician level or the APM entity 
level. Also, like in the Medicare Option, the QP performance period would run from January 1st to August 31st 
of each performance year. 
 
Going to skip slides 74 and 75. 
 
And so, now we’ll be on slide 76. And over the next two slides, we’re going to provide a high-level overview of 
the timeline for Other Payer Advanced APM determinations. 
 
Again, guidance and submission forms for both payers and clinicians are going to be made available for each 
payer type prior to the relevant QP performance period. So looking in at that first timeline at the top of the slide, 
for Medicaid, both the payer- and eligible clinician–initiated processes will take place in 2018. And this is an 
important point because Medicaid is different here than the remaining payer types. 
 
For the payer-initiated process, the submission form will be available in January with a submission deadline 
in April. For the clinician-initiated process, the submission form will be available in June with a submission 
deadline of November. Again, for Medicaid, prior to the start of the relevant QP performance period, we intend 
to post the Other Payer Advanced APMs that we determined through the payer-initiated and clinician-initiated 
process are Other Payer Advanced APMs in Medicaid. 
 
Now, moving on to that second timeline here for CMS multi-payer models, the payer-initiated process will take 
place in 2018. Submission forms will be available in January with a submission deadline in June. We will post 
an initial list of Other Payer Advanced APMs determined through this pathway in September. 
 
For the eligible—for the clinician-initiated process for CMS multi-payer models, submission forms will be 
available in August of 2019 and are due at the beginning of December 2019. Again, that is after the QP 
performance period in question. An updated list of Other Payer Advanced APMs will be posted by the end 
of 2019 before we make all-payer QP determinations. 
 
So moving along to slide 77 and looking at that top timeline for Medicare health plans, including 
Medicare Advantage. The payer-initiated process will first take place in 2018 for this payer type. It will be run in 
conjunction with Medicare Advantage bidding process and leveraging the use of HPMS. Submission forms will 
be available in April as part of the HPMS bid packages with a submission deadline in June. Again, we will post 
the list of Other Payer Advanced APMs determined through this process in September like we’re doing for the 
CMS multi-payers. For the clinician-initiated process for the Medicare health plan pathway, submission forms 
will be available in August of 2019 and are due at the beginning of December 2019. 
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And again, we’ll post an updated list of all of the Other Payer Advanced APMs we determined through the 
clinician-initiated process by the end of 2019 before we make the all-payer QP determinations. 
 
Moving along to that bottom timeline on this slide, for the remaining other-payer arrangements—and this 
would be for the commercial payers—Other Payer Advanced APM determinations will not be made prior to 
the performance year in 2019. We intend to add this option in future years. However, there will be a 
clinician-initiated process for the remaining other-payer payment arrangements from commercial payers. And 
submission forms will be available in August of 2019 and due in December 2019 like they are for both the CMS 
multi-payer and the Medicare health plan clinician-initiated processes. 
 
Again, we’ll post an updated list of all the Other Payer Advanced APMs we determined through the 
clinician-initiated process by the end of December of 2019 and before we make those all-payer QP 
determinations. 
 
APM Scoring Standard 

All righty, moving along to slide 79, and we’re going to switch gears here a little bit and talk about the APM 
scoring standard in MIPS APMs. As a reminder, the APM scoring standard which we finalized last year offers a 
special minimally burdensome way of participating in MIPS for eligible clinicians in APMs who do not meet the 
requirements to become a QP and are therefore subject to MIPS. The APM scoring standard applies to APMs 
that meet the three criteria on this slide is that they have APM entities that participate in the APM under an 
agreement with CMS, they have APM entities that include one or more MIPS-eligible clinicians on a 
participation list, and they base payment incentives on performance on cost/utilization and quality measures. 
 
Moving along to slide 80, so last year, we finalized the different scoring weights for the Quality performance 
category for ACOs, including the Medicare Shared Savings Program and the Next-Generation ACO Model, 
compared to other MIPS APMs, which had Quality weighted to zero under the APM scoring standard. 
 
So for performance year 2018, we are aligning all of the performance category weighting across MIPS APMs 
and will assess all MIPS APMs on quality. So, in that rightmost column, you’ll see the Quality performance 
category is weighted to 50 percent, the Cost performance category is zero, the Improvement Activities 
performance category is 20 percent, and the Advancing Care Information category is 30 percent. And those 
are the performance category weights for the APM scoring standard for all MIPS APMs in 2018. 
 
Moving along to slide 90, we – like I just mentioned, we finalized additional details on how the Quality 
performance category will be scored under the APM scoring standard for non-ACO models. In 2018, 
participants in these models will be scored under MIPS using the quality measures that they are already 
required to report on as a condition of their participation in the APM. So, participants in those models would not 
be required to separately report any quality information as part of MIPS. 
 
We also finalized another significant change under the APM scoring standard. And that is adding a fourth 
snapshot date of December 31st for full TIN APMs for the purpose of determining which eligible clinicians are 
participating in a MIPS APM. This would allow participants who joined certain APMs—and for now, it’s only the 
Medicare Shared Savings Program—between September 1st and December 31st of the performance year to 
benefit from the APM scoring standard. 
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So, that concludes the discussion of proposed policy changes for the Advanced APM track of the 
Quality Payment Program. And, now, I’ll turn it back over to Adam to talk about resources and technical 
assistance. Adam? 
 
Help & Support 

Adam Richards: Great. Thanks. And thanks to you, Ben and Molly, for covering a lot of information today on 
year 2 of the Quality Payment Program. 
 
So I’m on slide 83. I won’t spend too much time on this slide. But I do want to reiterate that none of our support 
options are changing for year 2. We still have a variety of options available at absolutely no cost to help you 
through the program. That includes our qpp.cms.gov—our website, our Quality Payment Program Service 
Center, our APM Learning Systems for those of you who are in various alternative payment models. 
 
And then, of course, we have the on-the-ground branches of technical assistance. So we have the Small, 
Underserved, and Rural Support Initiative for those clinicians who are in small practices, those with 15 or 
fewer clinicians. 
 
We have the Quality Innovation Networks and Quality Improvement Organizations for – to provide free support 
for larger practices, those with more than 15 clinicians. 
 
And then we have the Transforming Clinical Practice Initiative, or TCPI, and our Practice Transformation 
Networks. We have 29 Practice Transformation Networks that are also available to provide support on the 
Quality Payment Program for those clinicians and practices who are interested in large-scale practice 
transformation and kind of making their way into an alternative payment model and an Advanced 
Alternative Payment Model. 
 
So again, all of this support is at no cost. These branches and forms of support are comprised of professional 
and experienced organizations who do have history with CMS. They are available immediately to help you. So 
please take advantage of this support and definitely spread the word to your peers. So at this time, I’m going to 
hand it back over to Nicole for the question-and-answer session. 
 
Question & Answer Session 

Nicole Cooney: Thanks, Adam. All right. We do have some time to take a few questions. We have a lot of folks 
on the line with us today. So, in an effort to get to as many questions as possible, we ask that you limit your 
question to just one. And as a reminder, this event is being recorded and transcribed. Dorothy, we’re ready to 
take questions. 
 
Operator: To ask a question, press star followed by the number 1 on your touchtone phone. To remove 
yourself from the queue, press the pound key. Remember to pick up your handset before asking your question 
to ensure clarity. Once your line is open, state your name and organization. Please note your line will remain 
open during the time you’re asking your question, so anything you say or any background noise will be heard 
in the conference. If you have more than one question, press star 1 to get back into the queue, and we will 
address additional questions as time permits. Please hold while we compile the Q&A roster. 

https://qpp.cms.gov/
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Please hold while we compile the Q&A roster. 
 
Your first question comes from the line of Sherry Reeves. 
 
Sherry Reeves: Yes. Good afternoon. I had a question regarding—back at the beginning of the presentation, 
you indicated that you—that legacy logins we had from prior years would carry over when we are going to 
attest on the QPP site. So by that, does that mean that the logins that we had on the EHR Incentive Program 
website will carry over to the QPP site? 
 
Molly MacHarris: Yes. Hi. This is Molly. Thank you for the question. So, what I mentioned earlier on slide 11 
was that there are three legacy programs: the PQRS, the Value Modifier, the Medicare EHR Incentive 
Program. Those are ending, and, of course, now we have the MIPS program. 
 
For your logins that you used under the legacy programs for PQRS, VM, and the EHR Incentive Program, if 
you had a login for the PQRS program, I believe that will continue because we are continuing to leverage the 
EIDM system for the Quality Payment Program. But for the EHR program, I believe that leveraged an I&A 
login, which will not be usable for QPP. But ... 
 
Elizabeth Holland: And you’d need to go to the QPP website. So there’s no longer any reason to go to the 
EHR Incentive Program unless you’re still eligible for an incentive under Medicaid and then you’d attest to 
your state. 
 
Nicole Cooney: Thank you. 
 
Operator: Your next question comes from the line of Lisa Gall. 
 
Lisa Gall: Hi. Thank you for taking my call. I have a question on the bonuses for both complex and small 
practices. And the small-practice bonuses – is that only for small practice? Is that for rural? And then, how is 
that 10 percent of what? Of – how do those bonus points get calculated into the final score? Ten percent of 
what and 5 percent of what? 
 
Molly MacHarris: Sure. This is Molly again. Great question. So those bonuses—just for folks who have the 
slides, that those are reflected on slides 48 and 49 of the presentation. So first, to talk about the small-practice 
bonus, which is on slide 49, this only applies to your practice if you are a small practice. And so a small 
practice is defined as a practice that has 15 or fewer clinicians. So, the small-practice bonus does not apply 
to a practice that is in a rural area if you are also not considered to be a small practice. So, these—for the 
small-practice bonus, it’s 5 points that goes towards your final score. 
 
So it can get a little confusing because we do have bonuses that are within some of the performance 
categories, such as we have bonuses in the Quality performance category and the Advancing Care Information 
performance category. And those are a certain percentage of your total potential points in those performance 
categories. But the small-practice bonus and then also the complex-patient bonus, those are applied at the 
level of your final score. 
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So, what that means is that let’s say you are in a practice of five people. As long as you participate in 
one performance category, regardless of what that performance category is, you would get 5 points toward 
your final score as well as any other points that you get based off of your performance on how you participated. 
The same for the complex-patient bonus. 
 
The piece I do want to clarify, though, for the complex-patient bonus, is that it won’t be a flat 5 points. We will 
do calculations based off of the total eligible clinician population, based off of their patients, and determine 
what the total number of points is. So, it could range from 1 point up to 5 points based off of your patient mix. 
Thank you. 
 
Operator: Your next question comes from the line of Melissa Blom. 
 
Melissa Blom: Yes. Hi. Good afternoon. I wanted to follow up on the provider’s individual NPI. And it’s my 
understanding that, unlike the old PQRS program, which was based on NPI/tax ID combination, that under 
MIPS, the NPI – the individual NPI follows the provider regardless of their tax ID. 
 
And so, I wanted to clarify, one, how does that affect a provider—if that’s correct—that moves into an 
organization that previously reported as a GPRO? Does that adversely affect, you know, their satisfactorily 
reporting MIPS? 
 
And secondly, if that individual provider has multiple tax ID numbers and, say, they report one tax ID 
successfully and—or their individual and that one tax ID successfully and their individual NPI and the other tax 
ID unsuccessfully. How does that work if it’s based solely on the individual NPI? 
 
Or am I totally wrong on that? And how is that going to continue moving forward is basically what I am wanting 
to know as well. 
 
Molly MacHarris: Sure. This is Molly again. Another great question. So one, you are correct in, you know, kind 
of the question that you stated. And so, this will continue to apply as we move into year 2. 
 
So the way that it worked under PQRS is that we assessed clinicians based off of their TIN/NPI or their TIN 
if they were participating as an individual or as a group and, then, we applied the payment adjustment at the 
TIN/NPI level. But if in an instance where your TIN changes—so if you are currently practicing at – we’re – I 
think folks know Medicare—we’re located in Baltimore, Maryland. So if, for example, you are working at 
Hopkins and then if you switch to University of Maryland, you would still have the same NPI, but you would 
now have a separate TIN. Under the PQRS program, your payment adjustment would not follow you. However, 
under the MIPS program, based off of the statutory rules that we must maintain budget neutrality, we do have 
a process in place to have the payment adjustment that is associated with your NPI follow you to the new TIN.  
 
So, what that looks like is, if during the performance period—again, picking on my Baltimore example—if 
you’re working at Hopkins and then at some point before the payment adjustment goes into effect you switch 
practices and now work for the University of Maryland, we would apply the payment adjustment that you had 
associated with your unique TIN/NPI combination to you at your new practice. 
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So I hope that helps address your question. If there was another element of the question that I missed, I 
would encourage you to reach out to our help desk. And they’re available at qpp@cms.hhs.gov. Thanks. 
 
Operator: Your next question comes from the line of Rashla Sadri. 
 
Rashla Sadri: Hi. I was curious about the avoiding a penalty. I saw you have the data completeness as a 
requirement for submitting six measures to just avoid the penalty. However, if you’re a small practice of 
15 providers or less, can you just submit five measures at least one time to simply avoid the penalty? 
 
Molly MacHarris: Yes. Hi. This is Molly again. So I think you’re talking about some of the language we have on 
slide—let me just go to it—slide 44, so how you can achieve 15 points. And again, remember, 15 points is a 
performance threshold, which is where you could avoid the negative payment adjustment. 
 
So if you’re a small practice and if you participate in one performance category, you would get 5 points towards 
your final score. You would also, potentially, get at least 1 point as a complex-patient bonus. So—sorry I was 
trying to do some math in my head, which will probably set me up for failure. But I think—yes, if you do either 
five or six measures for the Quality performance category and meet data completeness for each of those, that 
should result in a final score that is either at or above 15 points. 
 
I do want to note that we are currently working on issuing additional guidance specifically for small practices 
on how they can hit that 15 points. So just stay tuned for more information on that. That will be coming to our 
website shortly. Thank you. 
 
Elizabeth Holland: And that’s specifically for 2018. 
 
Molly MacHarris: Correct. 
 
Elizabeth Holland: Because in 2017 that’s a test option. 
 
Molly MacHarris: Correct. Thank you. 
 
Nicole Cooney: And, Dorothy, I’m going to take my final question. 
 
Operator: And your final question comes from the line of David Friedenson. 
 
David Friedenson: Hi. Thank you for taking my question. So if a doc moves from one practice to another and 
did that in January of, say, 2017 or ’18 and then they move to the new practice and spend 11 months at the 
new practice and they pass or avoid an adjustment at the second practice but had a negative adjustment in the 
first practice because they only practiced there for 1 month, will their penalty carry over to the new practice? 
 
Molly MacHarris: Sure. This is Molly again. So that’s another great question. It’s – I’m glad to hear that you 
guys are diving into some of our more detailed scoring questions.    
 
So the way that—so we also have policies in place that, if in any instance for a given clinician we have multiple 
final scores or multiple payment adjustments that would apply to them, we always will apply the higher of the 

mailto:qpp@cms.hhs.gov


 

 

 

25 

final scores or the higher of the payment adjustments. So in the example you have where someone is part of 
a practice for 1 month, maybe they don’t do anything for MIPS. So, for that TIN/NPI, they may be getting a 
negative adjustment. But then for the remainder of the year—for the remaining 11 months—they do participate 
in MIPS and, let’s say, just for conversation, they have a 2 percent positive payment adjustment. 
 
What we would do when we look to see which payment adjustment would be applied, we would look to see 
which is the higher of the two. And in this example, a positive adjustment is, of course, more beneficial than 
the negative adjustment. So, that’s the adjustment we would apply to your TIN/NPI combination. Thank you. 
 
Additional Information 

Nicole Cooney: Unfortunately, that’s all the time that we have for today. If we did not get to your question, you 
can email it to qpp@cms.hhs.gov. And that email address is also listed on slide 83 of today’s presentation. 
 
All registrants for today’s call will receive an email to evaluate your experience. Evaluations are anonymous, 
confidential, and voluntary. We hope you will take a few minutes to evaluate your MLN call experience. 
 
Again, my name’s Nicole Cooney, and I’d like to thank our presenters and also thank you for participating in 
today’s Medicare Learning Network Event on the Quality Payment Program Year 2 Final Rule. Have a great 
day, everyone. 
 
Operator: Thank you for participating in today’s conference call. You may now disconnect. Presenters, 
please hold. 
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