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Introduction

The Medicare Access and CHIP* Reauthorization Act (MACRA) was enacted in April 2015. MACRA is bipartisan
legislation that was passed to alleviate some of the burden that had been placed on providers. Under MACRA,
the flawed sustainable growth rate (SGR) was repealed and the Quality Payment Program (QPP) was created. The
QPP offers two tracks for participation, the Merit-based Incentive Payment System (MIPS) or Alternative Payment
Models (APMs), each comprised of elements that implement either payment incentives or penalties based  
on performance. 

Through MIPS, effort has been made to pull together three legacy quality reporting programs: Physician Quality
Reporting System (PQRS), Medicare Electronic Health Record Incentive Program (Meaningful Use, MU) and the
Value-based Payment Modifier (VBM). MIPS has created more coordinated categories with which to assess
performance. These include: Quality, Promoting Interoperability, Improvement Activities, and Cost.

The APM route includes two groups under which participants may be categorized: MIPS APMs and Advanced
APMs. MIPS APMs do not share downside risk, whereas Advanced APMs are focused on risk sharing through care
improvement initiatives, such as Accountable Care Organizations (ACOs) or the Comprehensive Primary Care Plus
(CPC+) model. Based on these changes to how clinicians and providers will be reimbursed, focus has been
placed on reevaluating clinical workflows that support quality improvement and reporting. 

Learning Objectives 

After reviewing this guide, you will be able to:
• Develop a familiarity with programmatic requirements of MIPS and APMs.
• Determine which MIPS reporting option and submission method works for your practice.
• Identify Quality measures, Promoting Interoperability measures, and Improvement Activities to report.
• Utilize key resources to develop a program reporting plan for either MIPS or APM reporting.

*CHIP = Children’s Health Insurance Program

This guide contains information and graphics developed by the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department 
of Health and Human Services.
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Understand MIPS Program Requirements

Eligibility: Clinician Type
Eligible clinician (EC) types for the 2019 MIPS performance year are defined as:
• Physicians (including doctors of medicine, doctors of osteopathy, osteopathic practitioners, doctors of dental surgery, 

doctors of dental medicine, doctors of podiatric medicine, doctors of optometry, and chiropractors)
• Physician Assistants (PA)
• Nurse Practitioners (NP)
• Clinical Nurse Specialists (CNS)
• Certified Registered Nurse Anesthetists (CRNA)
• Occupational Therapists (OT)
• Physical Therapists (PT)
• Speech-Language Pathologists (SLP)
• Audiologists
• Clinical Psychologists
• Registered Dieticians or Nutritional Professionals

Keep in mind: Non-patient-facing clinicians are encouraged to review their Provider Enrollment, Chain,
and Ownership System (PECOS) registration for specialty designation.

Eligibility: Low-Volume Threshold
Eligible clinicians who submit more than $90,000 in Medicare Part B allowable charges for covered professional services 
under the Physician Fee Schedule (PFS) annually; care for more than 200 Medicare Part B Fee-for-Service (FFS) patients 
annually; and provide more than 200 covered professional services under the PFS are included in MIPS and expected to 
report in the 2019 performance year.

Eligible clinicians who submit $90,000 or less in Medicare Part B allowable charges for covered professional services 
under the PFS or care for fewer than 200 Medicare Part B FFS patients annually, or provide less than 200 covered 
professional services under the PFS may be excluded from reporting. 

=Care for more than 
200 Medicare  
Part B patients + +

Submit more 
than $90,000 in 
Medicare Part B 

allowable charges

Provide more 
than 200 covered 

professional 
services under 

the Physician Fee 
Schedule

MIPS 2019 
Eligible
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Dollars Beneficiaries Professional Services 
(Newly-proposed) Eligible for Opt-in?

≤90K ≤200 ≤200 No (excluded)

≤90K ≤200 >200 Yes (may also voluntarily report or not participate)

>90K ≤200 ≤200 Yes (may also voluntarily report or not participate)
≤90K >200 >200 Yes (may also voluntarily report or not participate)
>90K >200 >200 No (required to participate)

 Please note that:

Opt-in Option
In Performance Year 2019, providers can opt-in to MIPS if an eligible clinician or group exceeds one or two (but not all 
three) of the low-volume threshold criteria in the final MIPS-eligibility determination period. An eligible clinician or group 
who opts-in to MIPS will receive a feedback report, a MIPS final score, and a payment adjustment in 2021.

Opt-in Scenarios

• Once an election has been made, the decision to opt-in to MIPS would be irrevocable and cannot be changed. The 
same MIPS rules that will apply to MIPS-eligible clinicians will apply to clinicians who opt-in.

• APM Entities interested in opting-in to participate in MIPS under the APM Scoring Standard would do so at the APM 
Entity level.

• Clinicians who do not meet one or more of the Low-Volume Threshold can choose to report voluntarily. Clinicians 
reporting voluntarily will not receive a payment adjustment in 2021.

• For more information about the 2019 Opt-in Option and Voluntary Reporting document, review 2019 Merit-based 
Incentive Payment System (MIPS) Opt-In and Voluntary Reporting Policy Fact Sheet.

Eligible clinicians may check their MIPS participation status using the QPP Participation Lookup Tool. Eligible 
clinicians in their first year of submitting Medicare claims are excluded from MIPS participation in 2019. Eligible 
clinicians participating substantially in an Advanced APM are also excluded from MIPS participation in 2019.  

Review the 2019 QPP Final Rule Overview Factsheet for more information.

http://bit.ly/2F6g13e
http://bit.ly/2F6g13e
https://qpp.cms. gov/participation-lookup
https://qpp-cm-prod-content.s3.amazonaws.com/uploads/258/2019 QPP Final Rule Fact Sheet_Update_2019 01 03.pdf
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MIPS Timeline

Performance Year 2019

Performance Period

• Performance period  
begins January 1, 2019  
and closes on  
December 31, 2019.

• Clinicians collect and 
record data during  
this period.

Report Data

• Report the collected data 
for the performance year 
2019 through various 
submission mechanisms.

• Deadline for submitting 
data is March 31, 2020.

Feedback Period

• CMS provides feedback for 
the data submitted in the 
summer of 2020.

• Level of performance and 
comparison to historical 
benchmarks are available, 
if applicable.

Payment Adjustment

• MIPS payment 
adjustments applied to 
claims starting  
January 1, 2021

• Advanced APM 
participants earn 5% 
lump-sum bonus.

MIPS Final Score Payment Adjustment in 2021

≥ 75 points • Positive adjustment greater than 0%
• Eligible for exceptional performance bonus—

minimum of additional 0.5%

30.01–74.99 points • Positive adjustment greater than 0%
• Not eligible for exceptional performance bonus

30 points • Neutral payment adjustment

7.51–29.99 points • Negative payment adjustment greater than -7% 
and less than 0%

0–7.50 points • Negative payment adjustment of -7%

MIPS Performance Threshold and Payment Adjustments
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Reporting Options

Performance Points Reporting Period Performance Requirements Payment Adjustment

0–29.99
Performance Points Forgo reporting entirely Choose not to report on any 

measures

Receive negative 
payment adjustment  
in 2021

At least 30
Performance Points

12 Months—Quality and Cost

Minimum consecutive 90 days—
Improvement Activities and  
Promoting Interoperability

Mix of measures or categories—
earn 30 points

Avoid negative (-7%) 
payment adjustment  
in 2021

30.01–74.99
Performance Points

12 Months—Quality and Cost 

Minimum consecutive 90 days—
Improvement Activities and  
Promoting Interoperability

• Six quality measures (including 
at least one outcome or  
high-priority measure)

• Two to four  
Improvement Activities;

• All Promoting Interoperability  
measures

Small positive payment 
adjustment in 2021

75+ 
Performance Points

12 Months—Quality and Cost

Minimum consecutive 90 days—
Improvement Activities and  
Promoting Interoperability

• Six quality measures (including 
at least one outcome or  
high-priority measure)

• Two to four  
Improvement Activities

• All the Promoting 
Interoperability measures

Moderate positive 
payment adjustment  
in 2021
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Avoid a Penalty—Submit data to achieve at least 30 MIPS performance points, which can be achieved by:

Small Practices (15 or fewer clinicians) Large Practices (more than 15 clinicians) 

Report all Promoting Interoperability 
measures and score 50% for each measure 
AND 
6 Quality measures, including at least 1 
high-priority or outcome measure.
Include small practice bonus1

Report all Promoting Interoperability measures and score 
50% for each measure 
AND
6 Quality measures, including at least 1 high-priority or 
outcome measure that meets the data completeness criteria2

Report all Promoting Interoperability 
measures and score 100% for each measure 
AND 
1 medium-weighted Improvement Activity

Report all Promoting Interoperability measures and score 
100% for each measure 
AND
2 medium-weighted or 1 high-weighted  
Improvement Activities

Report 1 high-weighted or 2 medium-
weighted Improvement Activities  
AND 
5 Quality measures, including at least 1 
high-priority or outcome measure.  
Include small-practice bonus1

Report 6 Quality measures, including at least 1 high-priority  
or outcome measure that meets the data completeness 
criteria2 

AND
2 high-weighted or 4 medium-weighted Improvement 
Activities or a combination of 1 high-weighted and 2 
medium-weighted Improvement Activities

For the examples above, when choosing the Quality measures, remember the following:
• For large practices (16+ clinicians), the Quality measures reported must meet the data completeness requirement.  

Quality measures that do not meet the data completeness criteria will earn only 1 point for Large Practices. The 
total possible Quality points for Large Practices is 70 if the all-cause hospital readmission measure applies to them. 
Otherwise it is 60 points.

• Starting in 2019, only small practices who participate in MIPS as either individual MIPS-eligible clinicians, groups, or 
virtual groups can report via claims.

1For small practices (15 or fewer clinicians), Quality measures that do not meet the data completeness criteria will earn 3 points. The 
total possible Quality points for small practices is 60 (for six measures). CMS also will be adding 6 bonus points to the numerator of 
the Quality category scores of small practices.
2Data completeness: Report for at least 60 percent of all eligible patients seen during the 2019 MIPS performance period and report 
each measure for a case minimum of 20 patients for the full performance year.  

New for 2019
• Facility-Based Scoring: CMS will automatically apply facility-based measurement to the Quality and Cost performance 

category scores if MIPS-eligible clinicians, groups, and virtual groups are determined to be facility-based. Further 
information about this scoring system is provided in the 2019 Facility-Based Measurement Fact Sheet.  

• 2019 Cross-cutting Quality Measures: CMS has identified a list of measures that are broadly applicable to all clinicians 
regardless of the clinician’s specialty for the Quality Payment Program. It is provided as a reference for clinicians who 
are looking for additional measures to report outside their specialty even though it is not required for MIPS-eligible 
clinicians. The list can be accessed at the 2019 Cross-cutting Quality Measures webpage.

https://qpp-cm-prod-content.s3.amazonaws.com/uploads/454/2019 Facility-Based Measurement Fact Sheet_Final.pdf
https://qpp-cm-prod-content.s3.amazonaws.com/uploads/341/2019 Cross-Cutting Quality Measures.pdf
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Determine MIPS Program Participation

The next step in the MIPS reporting preparation journey is to determine how you will report (individual, group, or virtual 
group), the method for data submission, the desired measures and activities for reporting, as well as identify a reporting 
period that will allow for the performance rate desired. 

Report as an Individual, Group, or Virtual Group
MIPS-eligible clinicians can choose to participate in MIPS as an Individual, Group, or Virtual Group. Depending on the 
structure of your practice, performance goals and overall MIPS plan, determining how to report MIPS data will be a 
critical step in developing a reporting plan. Eligible clinicians are not required to register with CMS unless they are 
reporting as a Virtual Group or their group is planning to use the CMS Web Interface.

Reporting as an Individual
• Individual reporting is defined as one eligible clinician, identified by National Provider Identification (NPI)  

reporting data.
• Submitting data as an individual will result in a payment adjustment that is based on the individual’s performance.
• If you are excluded due to low-volume threshold, you will not be required to report for 2019. 

Reporting as a Group
• Group reporting is defined as at least two clinicians (identified by NPIs) under a common Tax Identification  

Number (TIN).
• Group reporting aggregates performance of the group across all performance categories.
• When reporting as a group, all group participant NPIs must report as a group for all performance categories.
• Groups of at least 25 eligible clinicians may choose to submit data through the CMS Web Interface. Registration is 

required (https://portal.cms.gov).

Keep in mind: When reporting as a group, all clinicians within the TIN will be included, even those who would otherwise 
be excluded from MIPS if reporting as an individual. Those eligible clinicians who are reporting to Medicare for the first 
time in 2019 remain excluded.

Reporting as a Virtual Group
• CMS defines a Virtual Group as a combination of two or more TINs assigned to one or more solo practitioners who 

are MIPS-eligible clinicians or to one or more groups consisting of 10 or fewer clinicians (including at least 1 MIPS-
eligible clinician), or both, that elect to form a Virtual Group for a performance period for a year. 

• Virtual Groups have the flexibility to determine their own composition; there are not any requirements that restrict 
composition to classifications or factors such as locality or specialty. 

• Approved Virtual Groups will collect and report their data at the Virtual Group level, and their performance will be 
assessed and scored at the Virtual Group level across the four performance categories. 

• Virtual Groups can use the same submission mechanisms as Groups. 
• In order to participate in MIPS as a Virtual Group for the 2019 performance period, a Virtual Group election must be 

made prior to the start of performance period and cannot change during the performance period. For the 2019 MIPS 
performance period, the election period was from October 1, 2018 to December 31, 2018.
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Submission Type Submitter Type Collection Type

Quality

• Direct
• Log in and upload
• Medicare Part B

claims (for small
practices)

• Individual
• Third-party

intermediary

• eCQMs*
• MIPS CQMs*
• QCDR* measures
• Medicare Part B claims (for

small practices)

Promoting 
Interoperability

• Direct
• Log in and upload
• Log in and attest

• Individual
• Third-party

intermediary

Improvement 
Activities

• Direct
• Log in and upload
• Log in and attest

• Individual
• Third-party

intermediary

Cost • No data submission
required • Individual

* eCQMs = electronic clinical quality measures, CQMs= Clinical Quality Measures (clinical registry measures),  QCDR = Qualified Clinical Data Registry

Source: CMS. 2019 QPP Final Rule. Table 32: 994. Accessed on March 12, 2019. Available at: http://bit.ly/2ucOyH3.

Data Submission Methods
Whether reporting as an Individual, Group, or Virtual Group, determining which submission method will be utilized can 
have a significant impact on scoring and data required. Individuals and groups may select different submission methods 
for each performance category, as appropriate.

Individual Reporting:
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Group Reporting:

Submission Type Submitter Type Collection Type

Quality

• Direct
• Log in and upload
• Medicare Part B 

claims (for small 
practices) 

• CMS Web Interface 
(for groups with 
25 or more eligible 
clinicians)

• Group
• Third-party 

intermediary 

• eCQMs
• MIPS CQMs
• QCDR measures
• Medicare Part B claims (for 

small practices)
• CAHPS®* for MIPS  

Survey Measures
• Administrative  

claims measures

Promoting 
Interoperability

• Direct
• Log in and upload
• Log in and attest

• Group
• Third-party 

intermediary

Improvement 
Activities

• Direct
• Log in and upload
• Log in and attest

• Group
• Third-party 

intermediary

Cost • No data submission 
required • Group

   
* CAHPS® = Consumer Assessment of Healthcare Providers and Systems®

Source: CMS. 2019 QPP FInal Rule. Table 33: 995. Accessed on March 12, 2019. Available at: http://bit.ly/2ucOyH3.

Performance Categories
The MIPS program includes four performance categories:
• Quality—Comprises 45 percent of the MIPS score
• Promoting Interoperability—Comprises 25 percent of the MIPS score
• Improvement Activities—Comprises 15 percent of the MIPS score
• Cost—Comprises 15 percent of the MIPS score in 2019
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Quality

• Comprises 45 percent of the MIPS final score
• To meet Quality performance category requirements, eligible clinicians need to pick at least six quality measures,

including at least one outcome measure, or a high-priority measure, or report on a complete quality measure
specialty or sub-specialty set.

• Choose from 257 available quality measures.
• More than 30 specialty measure sets are available.
• Eligible clinicians will have to submit data for a full calendar year.
• Practices with 15 or fewer eligible clinicians can report for Quality through the claims submission method.
• Groups of 25 or more eligible clinicians that choose to use the CMS Web Interface will report on 15 clinical quality

measures for a full calendar year.
• Groups of 16 or more eligible clinicians also are scored on an All-Cause Hospital Readmission rate from claims

(calculated by CMS; no data submission required).
• Quality measures will earn up to 10 points per measure based on the benchmark of the measure and performance.
• Bonus points are available for reporting on additional outcome or patient experience measures (two points),

high-priority measures (one point) and use of an electronic health record (EHR) for end-to-end reporting (one point
per measure).

• Beginning in 2019, six bonus points are added to the numerator of the Quality performance category for MIPS
eligible clinicians in small practices (practice with 15 or fewer clinicians) who submit data on at least one
quality measure.

Quality Measure Selection — Explore Measures Tool for 2019 Quality Category  
• Eligible clinicians and groups are encouraged to select the quality measures that are most appropriate for their

practice and patient population.
• Be sure to check the measure specification to see if:

— It can be reported using the chosen method (1).
— Meets the requirement for outcome or high priority (2).
— The eligible clinician or group sees patients who fall within the specified population (3).
— Specialists should review the list of available specialty measures sets for suggested measures.

Source: CMS. 2019 Quality Measures — Diabetes: Hemoglobin A1c (HbA1c) Poor Control (>9%). Accessed on March 1, 
2019. Available at: http://bit.ly/2NDycjg.

1

2

3

http://bit.ly/2IOefHR
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Quality Performance Category Data Submission
For MIPS 2019, data can be submitted through the following submission types: 
• Direct—Authorized third-party intermediaries (such as QCDRs, Qualified Registries, and EHR vendors) can perform 

a direct submission, transmitting data through a computer-to-computer interaction, such as an Application 
Programming Interface (API).

• Log-in and Upload—Individual clinicians, groups, virtual groups, and third-party intermediaries can log in and upload 
quality measure data in an approved file format on qpp.cms.gov.

• Medicare Part B Claims—Individuals, groups, and virtual groups that are small practices can submit their quality 
measures via Medicare Part B Claims throughout the performance period.

• CMS Web Interface—Registered groups and virtual groups, with 25 or more eligible clinicians, can submit their 
quality measures through the CMS Web Interface.

New for MIPS 2019: CMS will aggregate quality measures that are collected through multiple collection types for the 
2019 performance period. If the same measure is collected via multiple collection types, the one with the greatest 
number of measure achievement points will be selected for scoring. However, CMS Web Interface measures cannot be 
scored with other collection types other than the CMS-approved survey vendor measure for Consumer Assessment of 
Healthcare Providers and Systems® (CAHPS®) for MIPS and/or administrative claims measures.    

Quality Performance Category Scoring
Most quality measures have a 2019 quality benchmark score, which identifies the measure’s achievement score
(performance percentage – numerator/denominator derived) and the corresponding decile score earned. Depending on 
the submission method selected, each measure may have different achievement and decile scores. For measures with no 
historical benchmark, CMS will attempt to calculate benchmarks based on 2019 MIPS performance period data. Below is 
an example of the quality measure benchmarks:

Measure 
Name

Measure 
ID

Submission 
Method

Average Decile 3 Decile 4 Decile 5 Decile 6 Decile 7 Decile 8 Decile 9 Decile 10
TOPPED 

OUT

Hemoglobin 
A1c (HbA1c) 
Poor Control
(>9%)

1 eCQM 46.3
77.14–
60.79

60.78–
48.49

48.48–
38.90

38.89–
31.60

31.59–
25.88

25.87– 
20.56

20.55–
14.72

≤14.71 No

Hemoglobin 
A1c (HbA1c) 
Poor Control 
(>9%)

1 Claims 24.6
44.44– 
29.04

29.03–
19.52

19.51– 
14.72

14.71–
11.12

11.11–
8.34

8.33–
5.57

5.56– 
2.79

≤2.78 No

Hemoglobin 
A1c (HbA1c) 
Poor Control
(>9%)

1
MIPS CQMS/ 

QCDR
36.5

68.31–
50.63

50.62–
37.51

37.50– 
28.70

28.69–
20.01

20.00–
13.60

13.59–
9.03

9.02–
2.71

≤2.70 No

Source: CMS. 2019 Quality Benchmarks. Accessed on March 1, 2019. Available at: http://bit.ly/2tHJ6vm.  
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Total 
Points Earned 
on Six Quality 

Measures

Maximum 
Number of 

Points

Quality 
Category 

Score
=

Review the MIPS Quality Measure Benchmarks for submission methods and decile scores. For more information about 
this category please review the 2019 Quality Performance Category Fact Sheet.

X 45

Quality category performance will be determined by:
• Evaluating the measure achievement score (numerator/denominator).
• Identifying the corresponding decile score based on achievement score and the chosen data submission method  

(see above).
• Adding any bonus points—additional outcome or high priority measures; end-to-end certified EHR utilization.
• Adding all measure performance deciles and bonus points and dividing them with total possible points and then 

multiplying by the category weight (45 for MIPS 2019) will give the Quality category score.

https://qpp-cm-prod-content.s3.amazonaws.com/uploads/342/2019 MIPS Quality Benchmarks.zip
https://qpp-cm-prod-content.s3.amazonaws.com/uploads/350/2019 MIPS Quality Performance Category Fact Sheet.pdf
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Promoting Interoperability  

• Comprises 25 percent of the MIPS final score
• 2015 Certified EHR technology (CEHRT) is required for Promoting Interoperability reporting for MIPS 2019.
• Eligible clinicians can earn up to 110 possible points for the Promoting Interoperability  performance category, which 

will be capped at 100 points.
• Bonus points are possible for the following:

— Query of Prescription Drug Monitoring Program (PDMP)
— Verify Opioid Treatment Agreement

Promoting Interoperability Objectives and Measures
Objective Measure Maximum Points

E-Prescribing
E-Prescribing 10 points

Query of PDMP 5-point bonus
Verify Opioid Treatment Agreement 5-point bonus

Health Information Exchange Support Electronic Referral Loops by 
Sending Health Information 20 points

Support Electronic Referral Loops by 
Receiving Health Information 20 points

Provider-to-Patient Exchange Provide Patients Electronic Access to 
their Health Information 40 points

Public Health and Clinical Data Exchange Choose two from the following:
• Immunization Registry Reporting
• Electronic Case Reporting
• Public Health Registry Reporting
• Clinical Data Registry Reporting
• Syndromic Surveillance Reporting

10 points

Review the 2019 Promoting Interoperability Measure Specifications and its requirements.

Special Considerations 
In the following circumstances, the Promoting Interoperability performance category weight will be reduced to 0 percent 
of the MIPS total score and Quality Performance category weight will be increased to 70 percent of the MIPS total score.
• Hospital-based clinicians: Those who submit more than 75 percent of their claims through place of service (POS)  

19 – off-campus-outpatient hospital, 21 – inpatient hospital, 22 – outpatient hospital, 23 – emergency department, 
or 24 – ambulatory surgical center; are not required to submit Promoting Interoperability data.

• Non-patient facing clinicians: Those that have fewer than 100 patient facing encounters, determined by encounter 
evaluation and management code, are not required to submit Promoting Interoperability data.

• Physician assistants, nurse practitioners, clinical nurse specialists, and certified registered nurse anesthetists are not 
required to submit Promoting Interoperability data.

• Newly added clinician type for MIPS 2019: Physical therapists, occupational therapists, qualified speech-language 
pathologists, qualified audiologists, clinical psychologists, registered dietitians, or nutrition professionals are not 
required to submit Promoting Interoperability data.

• Hardship Reweighting—must have an approved application:
— If you are a small practice.
— If you are using decertified EHR technology.
— If you have insufficient internet connectivity.
— If you are experiencing extreme and uncontrollable circumstances.
— If you lack of control over certified EHR technology availability.

https://qpp-cm-prod-content.s3.amazonaws.com/uploads/343/2019 Promoting Interoperability Measure Specifications.zip
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Promoting Interoperability Measure Selection   
Eligible clinicians and groups must submit collected data for certain measures from each of the four objectives measures 
(unless an exclusion is claimed) for 90 continuous days or more during 2019.
 

Source: CMS. 2019 Promoting Interoperability Measures. Accessed on March 1, 2019. Available at http://bit.ly/2C2BcRY.

Promoting Interoperability Category Scoring 
• MIPS-eligible clinicians are required to complete the Security Risk Analysis and are required to report on all of the 

measures from each of the objectives, unless an exclusion is claimed, in order to earn any points in the Promoting 
Interoperability performance category.

• Each measure is scored based on the MIPS-eligible clinician’s performance for that measure, based on the 
submission of a numerator/denominator, or a “yes” or “no” statement.

• Actions included in the numerator must occur within the performance period.
• In circumstances where there is no information available to populate one or more of the fields previously listed, 

either because the MIPS-eligible clinicians can be excluded from recording such information or because there is no 
information to record (for example, no medication allergies or laboratory tests), the MIPS-eligible clinician may have 
an indication that the information is not available and still meet the objective and its associated measure.

• When MIPS-eligible clinicians choose to report as a group, data should be aggregated for all MIPS-eligible clinicians 
under one TIN. This includes those MIPS-eligible clinicians who may qualify for reweighting such as a significant 
hardship exception, hospital, or Ambulatory Surgical Center (ASC)-based status, or in a specialty in which the 
clinician is not required to report data to the Promoting Interoperability performance category. If these MIPS-eligible 
clinicians choose to report as a part of a group practice, they will be scored on the Promoting Interoperability 
performance category like all other MIPS-eligible clinicians.

• MIPS-eligible clinicians may claim an exclusion for applicable measures. Under this circumstance, the points for the 
specific measure is reweighted to another measure in the Promoting Interoperability category. 

• MIPS-eligible clinicians may claim the exclusions if they are reporting as a group. However, the group must meet the 
requirements of the exclusion as a group.



Health Services Advisory Group |  16

2019 Quality Payment Program Guide

Promoting Interoperability Measure Exclusion and Reweighting
Promoting Interoperability Objectives, Measures, and Exclusion Reweighting

Objective Measure Exclusion—Reweighting

E-Prescribing
E-Prescribing

Yes—Points evenly distributed 
to the Health Information 

Exchange measures
Query of PDMP N/A

Verify Opioid Treatment Agreement N/A

Health Information Exchange

Support Electronic Referral Loops by 
Sending Health Information

Yes—Reweighting information 
not available based on current 

rule making

Support Electronic Referral Loops by 
Receiving Health Information

Yes—Reweighted to Support 
Electronic Referral Loops by 
Sending Health Information

Provider-to-Patient Exchange Provide Patients Electronic Access to 
their Health Information N/A

Protect Patient Health Information Security Risk Analysis N/A

Public Health and Clinical Data Exchange

Choose two from the following:
• Immunization Registry Reporting
• Electronic Case Reporting
• Public Health Registry Reporting
• Clinical Data Registry Reporting
• Syndromic Surveillance Reporting

Yes—Reweighted to Provide 
Patients Electronic Access to 

Their Health Information

For more information about this category, please review the 2019 PI Performance Category Fact Sheet:  
http://bit.ly/2VXfPZR.

Review the 2019 Promoting Interoperability Measure Specifications for measure specification.

https://qpp-cm-prod-content.s3.amazonaws.com/uploads/343/2019 Promoting Interoperability Measure Specifications.zip
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• Practices of 15 or fewer eligible clinicians, in rural or health-provider shortage areas, or non-patient-facing clinicians   
 can report on one high-weighted or two medium-weighted Improvement Activities to earn full credit.

• Practices that are recognized as Patient-Centered Medical Home (PCMH) models earn full credit.
• Improvement Activity performance is attestation only (Yes/No).
• Ensure that there is adequate supporting documentation available in the event of an audit.

Review the 2019 MIPS Improvement Activity validation tool to identify activity requirements and  
supporting documentation.  

Improvement Activity Performance Category Measure Selection 
• Eligible clinicians and groups are encouraged to select the Improvement Activities that are most appropriate for their 

practice and patient population.
• Be sure to check the activity specification to see:

— What is required for activity implementation (1).
— Activity weight—High or medium (2).
— If interested, the subcategory the activity is part of (3).

For more information about this category, please review the 2019 Improvement Activities Performance Category  
Fact Sheet.

Improvement Activities

• Comprises 15 percent of the MIPS final score
• Eligible clinicians can choose to report on two to four Improvement Activities to earn full credit (40 points).
• Activity requirement is based on activity weight.

— Medium weight–10 points
— High weight–20 points

• Over 100 activities to choose from under the categories of:
 — Achieving Health Equity                           
 — Behavioral and Mental Health                                         
 — Beneficiary Engagement                             
 — Care Coordination     

— Emergency and Response Preparation
— Expanded Practice Access
— Patient Safety and Practice Assessment 
— Population Management

1

2
3

Source: CMS. Explore Measures Tool for 2019 Improvement Activities Category. Accessed on March 1, 2019.  
Available at: http://bit.ly/2IKSKri. 

https://qpp-cm-prod-content.s3.amazonaws.com/uploads/436/2019 MIPS Data Validation Criteria.zip
https://qpp-cm-prod-content.s3.amazonaws.com/uploads/453/2019 Improvement Activities Fact Sheet_Final.pdf
https://qpp-cm-prod-content.s3.amazonaws.com/uploads/453/2019 Improvement Activities Fact Sheet_Final.pdf
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Total Points
Scored for Completed 

Activities

Maximum 
Number of Points 

(40)

Improvement Activity 
Category ScoreX

Improvement Activity Performance Category Scoring
Improvement Activity category performance will be determined by:
• Calculating the total number of Improvement Activities that have been implemented, and their associated weights.
• Adding up the point value earned for all Improvement Activities implemented and dividing by the total number of 

activities needed to earn full credit—depending on practice size.

=15
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Cost

• Comprises 15 percent of the MIPS final score in 2019.
• A total of 10 Cost measures are used to evaluate performance in the Cost performance category in the 2019 MIPS 

performance period. 
• Cost measures cover the total cost of care during the year or during a hospital stay, along with eight episode-based 

measures which are introduced this year. Cost is measured through Medicare claims data, meaning clinicians do not 
have to submit data for this performance category. Cost measures are attributed at the individual Medicare  
TIN-NPI level.

• Cost measures are risk-adjusted to account for differences in beneficiary-level risk factors that can affect quality 
outcomes or medical costs, regardless of the care provided. The goal of risk adjustment is to enable more accurate 
comparisons across TINs regarding physicians who treat beneficiaries of varying clinical complexity by removing 
differences in health and other risk factors that impact measured outcomes, but are not under the TIN’s control.

• A total of 10 Cost measures are used to evaluate performance in the Cost performance category in 2019. The 10 
measures include:
— Total Per Capita Cost (TPCC) measure
— Medicare Spending Per Beneficiary (MSPB) measure 
— Eight episode-based measures

The TPCC measure considers all Medicare Part A and Part B costs during the MIPS performance period. TPCC requires a 
case minimum of 20 attributed patients to be scored.

The MSPB measure determines what Medicare pays for services that are performed by an individual clinician during an 
MSPB episode (i.e., the period immediately before, during, and after a patient’s hospital stay). An MSPB episode includes 
all Medicare Part A and Part B claims during the episode, specifically claims with a start date between three days before 
a hospital admission (the “index admission” for the episode) through 30 days after hospital discharge. MSPB requires a 
case minimum of 35 attributed patients to be scored.

Episode-based measures differ from the TPCC and MSPB measures because episode-based measure specifications only 
include items and services that are related to the episode of care for a clinical condition or procedure (as defined by 
procedure and diagnosis codes). Episode-based measures assess the cost of the care that is clinically related to their 
initial treatment of a patient and provided during an episode’s time frame. Episode-based measures are calculated using 
Medicare Parts A and B Fee-for-Service (FFS) claims data. There are two types of episode-based measures: Procedural, 
which requires a minimum of 10 episodes to be scored on a measure; and Acute Inpatient Medical Condition, which 
requires a minimum of 20 cases to be scored on a measure.

Measure Topic Measure Type
Elective Outpatient Percutaneous Coronary Intervention (PCI) Procedural
Knee Arthroscopy Procedural
Revascularization for Lower Extremity Chronic Critical Limb Ischemia Procedural
Routine Cataract Removal with Intraocular Lens (IOL) Implantation Procedural
Screening/Surveillance Colonoscopy Procedural
Intracranial Hemorrhage or Cerebral Infarction Acute inpatient medical condition
Simple Pneumonia with Hospitalization Acute inpatient medical condition
ST-Elevation Myocardial Infarction (STEMI) with Percutaneous  
Coronary Intervention (PCI) Acute inpatient medical condition
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• If none of the 10 measures can be scored, the MIPS-eligible clinician/group will not be scored on cost and the 
performance categories would generally be reweighted as follows: Quality performance category will be reweighted 
to 60 percent of their 2019 MIPS Final Score. 

Cost Performance Category Measure Selection
• Eligible clinicians and groups are encouraged to review the cost measures that are most appropriate for their practice 

and patient population.

Source: CMS. Explore Measures Tool for 2019 Cost Category Accessed on March 1, 2019.  
Available at: http://bit.ly/2SBQ3YK.
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Quality 
Category 

Score

Promoting 
Interoperability 

Score

Cost 
Category 

Score

Improvement 
Activities 
Category 

Score
= Total MIPS Score+ + +

Calculating the Final MIPS Final Score

Total 
Points

Earned on Each 
Measure

Maximum  
Number of Points

Cost Category Score=X

• The Cost score is calculated by taking the points earned on each measure (one to 15 points are possible) and dividing 
by the total possible points available for each measure.

15

• Curious about your current performance? Consider reviewing your 2017 and 2018 Performance Feedback Report to 
determine where your practice/organization may have high costs of care and where spending is on target.

For more information about this category review 2019 Cost Performance Category Fact Sheet.

Adding all the performance category scores together will give you the MIPS total score.

https://qpp-cm-prod-content.s3.amazonaws.com/uploads/351/2019 Cost Performance Category Fact Sheet.pdf
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Alternative Payment Models (APMs)

MIPS APMs
MIPS APMs are those that do not take on a two-sided risk-sharing model, and receive a preferential MIPS score
under the APM scoring standard. These APMs include:
• Medicare Shared Saving Program Track 1
• Comprehensive End-Stage Renal Disease Care (CEC) Model (non-Large Dialysis Organization [LDO] arrangement, one-

sided Risk Arrangement)
• Oncology Model (OCM) (one-sided Risk Arrangement)

Participant Performance Scored on:
• Quality: 50 percent, reported through APM entity, clinical quality measures via the CMS Web Interface
• Promoting Interoperability: 30 percent, reported by participant TINs for a weighted score
• Improvement Activities: 20 percent, full credit given for participation in an APM

Keep in mind: Advanced APM participants who do not meet the qualifying participant thresholds may choose to report 
under the MIPS APM requirements to receive preferential MIPS scoring and a MIPS payment adjustment. Review the 
APMs Overview for more information on reporting requirements and which models qualify. 

Advanced APMs
Advanced APMs are those in which participants accept both upside and downside risk for providing coordinated,
high-quality, and efficient care. Advanced APM qualifying participants receive a 5 percent lump sum bonus and are
excluded from reporting to MIPS. These APMs include:
• Medicare Shared Saving Program Track 1+
• Medicare Shared Saving Program Track 2
• Medicare Shared Saving Program Track 3
• Next Generation ACO Model
• Comprehensive Care for Joint Replacement Model (CJR) Payment Model
• Comprehensive Primary Care Plus (CPC+)
• Comprehensive End-Stage Renal Disease Care (CEC) Model
• Bundled Payments for Care Improvement Advanced Model (BPCI Advanced)
• Comprehensive ESRD Care (CRC) — Two-Sided Risk
• Oncology Care Model (OCM)
• Vermont Medicare ACO Initiative (as part of the Vermont All-Payer ACO Model)
• Maryland All-Payer Model (Care Redesign Program)
• Maryland Total Cost of Care Model (Maryland Primary Care Program)
• Maryland Total Cost of Care Model (Care Redesign Program)

Programmatic Expectations:
• At least 50 percent of APM entity participants must use certified electronic health record technology (CEHRT).
• Provide payment for covered professional services based on quality measures.
• The APM entity must bear more than a nominal amount of financial risk for monetary losses.

https://qpp.cms.gov/apms/overview
https://go.cms.gov/2NArf2J
https://go.cms.gov/2NArf2J
https://go.cms.gov/2NArf2J
https://innovation.cms.gov/initiatives/Next-Generation-ACO-Model/
https://innovation.cms.gov/initiatives/cjr
https://innovation.cms.gov/initiatives/comprehensive-primary-care-plus/
https://innovation.cms.gov/initiatives/comprehensive-esrd-care/
https://innovation.cms.gov/initiatives/bpci-advanced
https://innovation.cms.gov/initiatives/comprehensive-esrd-care/
https://innovation.cms.gov/initiatives/oncology-care/
https://innovation.cms.gov/initiatives/vermont-all-payer-aco-model/
https://innovation.cms.gov/initiatives/maryland-all-payer-model/
https://innovation.cms.gov/initiatives/md-tccm/
https://innovation.cms.gov/initiatives/md-tccm/
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Advanced APM (non-Medicare Shared Savings Program [MSSP]) Participant Performance Scored on:
• Quality: 50 percent, reported through APM entity, clinical quality measures via the CMS Web Interface
• Promoting Interoperability: 30 percent, reported by participant TINs or individual eligible clinician

*Note: Next Generation ACOs do not report on this performance category
• Improvement Activities: 20 percent, full credit given for participation in APM

Advanced APM (MSSP) Participant Performance Scored on:
• Quality: 50 percent, reported through APM entity, clinical quality measures via the CMS Web Interface
• Promoting Interoperability: 30 percent, reported by participant TINs for a weighted score
• Improvement Activities: 20 percent, full credit given for participation in APM

Advanced APM Qualified Participant (QP) Determination
For Advanced APMs, QP determination is made at the APM entity level and includes threshold calculations of:
• Submission of at least 25 percent of Medicare Part B claims through the Advanced APM annually.
• Care for at least 20 percent of your Medicare patients through the Advanced APM annually.

APM participants lists are evaluated at four snapshot dates:
• March 31
• June 30
• August 31
• December 31 (for full TIN MIPS APMs [Medicare Shared Savings Program])

Source: CMS. 2019 APMs. Accessed on March 5, 2019.  
Available at: https://qpp.cms.gov/apms/advanced-apms?py=2019.

Keep in mind: If an eligible clinician is not included in the APM participant list on the final snapshot date of August 
31 (December 31 for full TIN MIPS APMs), the eligible clinician will not be included in the APMs reporting and will be 
expected to report under MIPS for 2019.

Source: CMS. Medicare Program. CY 2018 Updates to the Quality Payment Program. Accessed on March 1, 2019. 
Available at: http://bit.ly/2Vv9VyM. 
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MIPS Reporting Plan

Get the Process Started
1. Educate your team! Make sure that everyone has a general understanding of the MIPS program requirements.

a. Not sure how? Let Health Services Advisory Group (HSAG) help. Contact us for customized technical assistance.

2. Determine the method for reporting.
a. Did you report to the QPP/MIPS in 2017 and 2018? How well did you do? Were there any barriers?
b. If planning to use EHR or registry, ensure that system is certified and check to see if updates are required.
c. What are the capabilities of your EHR? What measures have they certified for submission?
d. Don’t have a 2015 certified EHR? Consider claims-based or registry reporting for quality measures.
e. Are you part of a specialty society that offers a registry?

3. Choose quality measures that align with the clinical practices that actually take place in your office.
a. Did you previously report to MIPS in 2017 and 2018? What measures did you report on?
b. Can all data necessary for submission be reported on?
c. Do all practice eligible clinicians and staff know how to appropriately document data for reporting?

Evaluate the Available Data
1. What is your current process for monitoring quality measures and practice improvement?

2. Enter data and target performance into the MIPS Reporting Plan (next page) to track progress and goals.

3. Evaluate reporting systems. Is all data necessary for submission able to be reported on?
a. Who has access?
b. How often are reports run?
c. How is the data analyzed?
d. How are improvements implemented?

Assemble Data for Reporting
1. Monitor MIPS program participation by performance category and have data reports prepared for reporting.

a. Ensure reporting period aligns with the data included on the reports.
b. Have supporting documentation packet available for all Improvement Activities and Security Risk Analysis.

Documents should be retained for at least 6 years.

2. Submit data to CMS via chosen method prior to March 31, 2020 deadline.

3. Ensure data submission was successful.

Visit the HSAG website to access the latest Audit toolkit.

https://www.hsag.com/en/medicare-providers/quality-payment-program/qpp-quest-digest/
https://www.hsag.com/en/medicare-providers/quality-payment-program/
https://www.hsag.com/contentassets/948d082fa9ed4d3cbf5d68b96276a75f/qnd1qppdocsaudit2019508.pdf
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MIPS Reporting Plan Tool
General
Practice name: _________________________________
Name and role of individual completing assessment:
_____________________________________________
Contact email: _________________________________
Contact phone: ________________________________

☐     I am a solo practitioner
☐     I am part of a group* (# of clinicians): _______
*Please note all eligible clinician name(s) and NPI(s) on
separate sheet.
Practice TIN: ______________________________
Practice specialty: __________________________
Patient panel size: __________________________
☐     I see >200 Medicare Part B beneficiaries annually.
☐     I submit >$90,000 in Medicare claims annually.
☐     Submit >200 covered professional services under the   
         Physician Fee Schedule (PFS).
☐     This is my first year to submit Medicare claims
☐     I have reviewed my eligibility using the CMS NPI  
        Participation Status lookup - https://qpp.cms.gov/.
        ☐  Eligible  ☐  Excluded from reporting in 2019

Reporting Systems
I plan to report as a(n):

☐  Individual    ☐  Group   ☐  Virtual Group   ☐  Unsure
I plan to submit data via:

☐  Claims (quality)   ☐  EHR direct   ☐  QCDR/registry
☐  Attestation            ☐  CMS web interface (>25 ECs)  

MIPS, Quality, and Improvement Activities
Reporting participation level:
☐ Minimum Reporting — Avoid Negative Payment Adjustment      
Incentive
☐ Full Reporting — Maximize Incentive

I have determined the 6 quality measures I plan to report:
1._________________________________________________
2. _________________________________________________
3. _________________________________________________
4. _________________________________________________
5. _________________________________________________

Outcome/high-priority measure:
6. _________________________________________________
I am seeking to earn quality measure bonus points through
☐ Additional outcome  ☐ Additional high-  ☐ Use EHR for end-

 measures                        priority measures       to-end reporting 

Improvement Activities I plan to implement (1 to 4)
1. ________________________________________________
2. ________________________________________________
3. ________________________________________________
4. ________________________________________________

2018 Merit-Based Incentive Payment System (MIPS)
☐  I participated as an individual for program year 2018.
☐  I participated as part of a group for program year 2018.
☐  I did not report for MIPS 2018.

Reporting and Practice Improvement
I belong to an Accountable Care Organization (ACO)
ACO name: _________________________________

☐     Medicare Shared Savings Program — Track 1
☐     Medicare Shared Savings Program — Track 1+
☐     Medicare Shared Savings Program — Track 2
☐     Medicare Shared Savings Program — Track 3
☐     Next Generation
☐     Other: ________________________________

☐ I joined the Transforming Clinical Practice Initiative (TCPi).
☐ I am recognized as a Patient-Centered Medical Home    
    (PCMH). 
☐ I practice in a rural/under-served area.

Reporting Systems
☐ I am a member of a specialty society and participate in    
    the registry. 

Society: ____________________________________
Registry: ___________________________________

Population Health
I am involved in chronic disease management activities:
☐ I offer diabetes self-management training to my patients. 
☐ I utilize a care coordination program to monitor patients.
☐ I participate in an antibiotic stewardship program.
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2015 Certified Electronic Health Record Technology (CEHRT) Information
I use electronic health record vendor, version:

________________________________________________________
EHR certification year:

           ☐ 2015          ☐ Unsure         ☐  I do not have an EHR

Promoting Interoperability (PI) Objectives and Measures 

PI Measures Numerator Denominator
E-Prescribing
Support Electronic Referral Loops by Sending Health Information
Support Electronic Referral Loops by Receiving Health Information
Provide Patients Electronic Access to their Health Information
Choose 2 from the following:
• Immunization Registry Reporting
• Electronic Case Reporting
• Public Health Registry Reporting
• Clinical Data Registry Reporting
• Syndromic Surveillance Reporting

Promoting Interoperability Bonus Measures: Up to 5 points each 

PI Objectives PI Measures
E-Prescribing Query of Prescription Drug Monitoring Program (PDMP)
E-Prescribing Verify Opioid Treatment Agreement

Date of completion of Security Risk Analysis in 2019: 

_________________________________________________________________________________________________
Measures for which my practice applied for exclusion: 

_________________________________________________________________________________________________

Available Bonuses
☐ I see complex/dual-eligible patients (Up to 5 points to MIPS final score)
☐ I am part of a small practice (6 points to numerator of Quality category score)



Health Services Advisory Group |  27

2019 Quality Payment Program Guide

MIPS APM and Advanced APM Reporting Plan

Determine Submission Requirements
Check with the APM administrator to ensure that your practice TIN and all affiliated NPIs are included on the
participation list by the August 31 deadline.

*Note: Full TIN MIPS APMs have a fourth snapshot date to December 31.

• Practices in a MIPS APM or Advanced APM will have quality data reported for them by the APM entity using the CMS
Web Interface.

• Medicare Shared Savings Program participant practices will report on the Promoting Interoperability performance
category data as a TIN and have their score weighted and added to the APM aggregate score.
*Note: Next Generation ACOs do not have to report on the Promoting Interoperability performance category.

• All APM participants will receive full credit for the Improvement Activities performance category based on their
participation in the APM and the associated requirements on performance improvement and care coordination.

Evaluate Available Data
If quality data is reported by the APM entity, does the practice (TIN) need to do anything?
• Be sure that the APM can access the necessary quality measure data for any patients who are attributed to

the practice.
— Are there workflows, processes, or tools that need to be addressed to improve quality reporting?

PI data submission requirements:
• Each APM participant TIN (with the exception of TINs in a Next Generation ACO) must report on the required base

measures, depending on EHR certification year, and may select any performance and bonus measures applicable to
their practice.

• Data may be submitted via any of the available methods (attestation, EHR direct, QCDR/registry, or CMS Web
Interface for groups of 25 ECs or more) and must be submitted for at least 90 days.

Assemble Data for Reporting
• Monitor performance in the Quality and Promoting Interoperability categories and have data reports prepared

for reporting.
• Ensure reporting period aligns with the data included on the reports.
• Have the supporting documentation packet available for the Security Risk Analysis. Documents should be retained 

for at least six years. Visit the HSAG website to access the latest Audit toolkit. 
• Submit data to CMS via the chosen method prior to March 31, 2020 deadline.
• Ensure data submission was successful.

https://www.hsag.com/en/medicare-providers/quality-payment-program/
https://www.hsag.com/contentassets/948d082fa9ed4d3cbf5d68b96276a75f/qnd1qppdocsaudit2019508.pdf
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Quality Payment Program Frequently Asked Questions

MIPS Questions
• Eligible clinicians in my practice are interested in submitting an application for the MIPS Promoting Interoperability 

hardship. Is this available for the 2019 program year as well? 
— For 2019, the hardship exception will available at qpp.cms.gov website. The application must be submitted to CMS  
     by no later than December 31, 2019.  

• Will all MIPS scores be publicly reported on Physician Compare? 
— All MIPS performance information submitted to CMS, including performance under each of the four MIPS  
     performance categories (Quality, Cost, Improvement Activities, and Promoting Interoperability), is available for  
     public reporting on Physician Compare if the data meet the established public reporting standards.
— Physician Compare will be publicly reporting measure-level star ratings for QPP data and more. This will be an  
     item-level benchmark and will be available at https://www.medicare.gov/physiciancompare/. 

• My practice is planning to report to MIPS as a group. Do we need to register with CMS and declare our  
reporting plans?
— No, there is no registration requirement for MIPS unless you are planning to opt-in or are reporting as a virtual  
     group. In order to participate in MIPS as a virtual group for the 2019 performance period, virtual groups are  
     required to submit an election to CMS by December 31, 2018. Eligible clinicians and groups may adjust their plans  
     for reporting through the year without notifying CMS of such changes prior to submission in 2019. 

• Keep in mind: If a group of 25 or more eligible clinicians chooses to report via the CMS Web Interface and they did 
not use the CMS Web Interface for reporting their 2018 performance, they must register with CMS by no later than 
June 30, 2019.

APM Questions
• If the preferred provider is part of an ACO by August 31, 2019, would they be eligible for the advanced APM 5 

percent lump sum incentive and MIPS exemption?
— A preferred provider is not typically a participant in an APM. Be sure to check with your APM administrator  
     to ensure you are part of the APM’s participant list by August 31, 2019, in order to be eligible for the lump sum  
     incentive and MIPS exclusion. 

• Within our APM there are several practices that do not meet the low-volume threshold. Does that mean they do not 
have to report any data?
— For APMs, the low-volume threshold is determined at the APM entity level, as they are considered to be a group.  
     Hence, any practices that come under an APM TIN will have to report data. 

• I am part of two different APM entities. Do I have to report data for both?
— Yes, an eligible clinician must report data at all APM organizations and practices he/she is eligible to report.  
     Data must be reported separately at all organizations.

https://qpp.cms.gov/
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Tools and Resources

Quality Payment Program Resources
There is a tremendous amount of resources available on the Quality Payment Program, which can make finding
accurate resources challenging. The HSAG QIN-QIO team has identified the following as helpful tools to
have in your toolbox for reference.

Helpful Resources
• FAQs for QPP Year 3
• Comparison of MIPS Year 2 (2018) and Year 3 (2019)
• Impact of MIPS Participation on Medicare Reimbursements
• 2019 MIPS Tips for Successful Participation
• 2019 Quality Fact Sheet
• 2019 Improvement Activities Fact Sheet
• 2019 Promoting Interoperability Fact Sheet
• 2019 Cost Fact Sheet

Helpful Tools
• CMS Quality Payment Program website
• CMS Webinar Library
• CMS Resource Library
• HARP User Guide (ZIP file)

(HARP = Health Care Quality Information Systems [HCQIS] Access Roles and Profile)
• HSAG Quality Payment Program Service Center
• HSAG Learning Forum Friday
• HSAG Quality Payment Program Quest Newsletter

Still Need Additional Help?

http://bit.ly/2Vnf3on
http://bit.ly/2BQY1YE
bit.ly/2T13ruB
http://bit.ly/2T2hyQg
http://bit.ly/2VfrTVU
https://www.hsag.com/contentassets/948d082fa9ed4d3cbf5d68b96276a75f/qnd1iafactsheet2019v3508.pdf
https://www.hsag.com/contentassets/948d082fa9ed4d3cbf5d68b96276a75f/qnd1pifactsheet2019508.pdf
https://www.hsag.com/contentassets/948d082fa9ed4d3cbf5d68b96276a75f/qnd1costfactsheet508v2.pdf
https://qpp.cms.gov/
https://qpp.cms.gov/about/webinars
https://qpp.cms.gov/about/resource-library
http://bit.ly/2EwT9tf
https://www.hsag.com/qpp/
https://www.hsag.com/en/lff/
http://bit.ly/2GK4Pvb
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