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What is MIPS?

What must be submitted to 
successfully participate in MIPS?

The Merit-based Incentive Payment System (MIPS) is one of the two 
tracks of the Quality Payment Program (QPP), which implements 
provisions of the Medicare Access and CHIP Reauthorization Act of 
2015 (MACRA). 

To receive the highest score possible in the Quality Payment Program 
through MIPS, you must submit a full year of Quality measures, full 
year of Cost measures, 90-days Improvement Activities measures and 
90-days of Promoting Interoperability measures. Your MIPS payment 
adjustment in 2020 will be based on your performance for the 
following MIPS categories in 2018:

Quality
50%

Promoting 
Interoperability

25%

Cost
10%

Improvement 
Activities

15%

Visit QPP.CMS.GOV to understand program basics, 
including submission timelines and how to participate. 
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Human Services. Contents presented do not necessarily reflect CMS policy. 11SOW-MPQHF-AS-D1-18-83



Quality Category - 50%
The reporting period for the Quality category is a 12-month period 
(January 1—December 31, 2018).  During this 12-month period 6 
measures must be reported on and at least one outcome measure or 
another high priority measure. 

Clinicians choose measures on which they may report from among a list. 
Some include: 
• Diagnostic Radiology 

• Quality ID-405: Recommend follow up imaging for incidental 
abdominal lesions

• Quality ID-436: Use dose lowering techniques for adult CT 
scans

• Quality ID-145: Report exposure dose or time for procedures 
using fluoroscopy 

• Quality ID-146: Avoid inappropriate use of “probably 
benign” assessment category in screening mammograms

• Quality ID-225: Use a reminder system for patients for 
mammogram screenings

• Quality ID-195: Include stenosis measurement in carotid 
imaging reports

• Quality ID-361: Report to a Radiation Dose Index Registry
• Interventional Radiology 

• Quality ID-265: Follow up with primary care physician and 
patient about patient biopsy results 

• Quality ID-344: Rate of asymptomatic patients undergoing 
CAS who are discharged no later than two days post-surgery

• Radiation Oncology 
• Quality ID-144: Provide a plan of care for pain 
• Quality ID-156: Limit radiation dose to normal tissues 
• Quality ID- 102: Avoid overuse of bone scan for staging low 

risk prostate cancer patients
• Quality ID-143: Pain Intensity Quantified

For more information on the Quality category please view the Quality 
fact sheet using the following link:
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-
Library/Quality-Performance-Category-fact-sheet.pdf

Improvement Activities 15%
The reporting period for the Improvement Activities category is a 90 
days to full calendar year period (January 1-December 31, 2018)

Clinicians choose activities they may participate in from among a 
list. Some activities include: 
• IA_CC_1: Provide specialist reports back to the referring MIPS 

eligible clinician or group 
• IA_BE_7: Participate in a Qualifying Clinical Data Registry 

(QCDR) 
• IA_PSPA_1: Participate in an AHRQ-listed patient safety 

organization 
• IA_CC_2: Identify and communicate test results in a timely 

manner 
• IA_CC_4: Participate in the CMS Transforming Clinical Practice 

Initiative 
• IA_PSPA_14: Participate in other quality improvement 

activities, such as Bridges to Excellence 
• IA_PSPA_16: Use decision support and standard treatment 

protocols to manage workflow and meet patient needs 
• IA_PSPA_19: Implement formal quality improvement methods, 

practice changes, or other practice improvement processes
• IA_BE_16: Use evidence-based decision aids to support shared 

decision-making
• IA_BE_6: Collect and follow-up on patient experience and 

satisfaction data 
• IA_EPA_1: Provide 24/7 access to eligible clinicians or groups 

who have real-time access to a patient’s medical record

For more information on the Improvement Activities Category please 
see the Improvement Activities Fact sheet using the following link: 
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-
Library/Improvement-Activities-Performance-Category-fact-sheet.pdf

https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/Quality-Performance-Category-fact-sheet.pdf
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/Improvement-Activities-Performance-Category-fact-sheet.pdf


Cost Category - 10%

Why focus on cost? 

In the 2022 Performance year the cost category is expected to become 
30% of the MIPS final score. Measuring cost is an important part of MIPS 
because cost measures show: 
• The resources clinicians use to care for patients
• The Medicare payments (for example, payments under the 

Physician Fee Schedule, IPPS, etc.) for care (items and services) 
given to a beneficiary during an episode of care

An episode of care is the basis for finding items and services from claims 
given in a specified timeframe. 

The Cost performance category uses your Medicare claims data to collect 
Medicare payment information for the care you gave to beneficiaries 
during a specific period of time. Because we use Medicare claims data, 
we’ll calculate the Cost performance category score and you don’t have 
to submit any data.

How do will they score you? 

• Assign 1-10 points to each measure
• Compare performance to other MIPS-Eligible Clinicians and groups’ 

during the performance period

Measures

• Medicare Spend per Beneficiary (35 case minimum)
• Risk-adjusted Part A and B costs per inpatient admission 
• Attributed based on service volume during hospitalization 
• Includes the period immediately prior to, during and 

following a hospital stay (“episode”)
• Includes all Part A and Part B claims 

• Total per capita cost (20 case minimum):
• Risk-adjusted per capita Part A and B costs
• Attributed based on primary care service volume
• Includes inpatient hospital, outpatient hospital, skilled 

nursing facility, home health, hospice, durable medical 
equipment, prosthetics, orthotics, supplies, and Part B 
carrier claims

If only one measure can be scored, that score will be the performance 
category score.

If you do not meet either of the case minimums for either measure of the 
Cost Category, it will be reweighted to the Quality Category. This will 
then result in the Quality Category worth 60% of your MIPS final score 
instead of 50%.

Measure
Measure achievement 

points earned by the group
Total Possible Measure 

Achievement Points

TPCC 8.2 10

MSPB 6.4 10

Total 14.6 20

COST PERFORMANCE = 

Total Points Scored on 
Each Measure

Total Possible Points 
Available

For more information on the Cost category please view the Cost Fact Sheet sing the following link: https://www.cms.gov/Medicare/Quality-Payment-
Program/Resource-Library/2018-Cost-Performance-Category-Fact-Sheet.pdf

https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/2018-Cost-Performance-Category-Fact-Sheet.pdf


Promoting Interoperability (formerly known as 
Advancing Care Information) Category - 25%

The Promoting Interoperability (PI) performance category score is composed of a base score, performance 
score and bonus score. Additionally, in 2018, there are two measure set options for reporting:

• PI Objectives and Measures 
• Technology certified to the 2015 edition; or
• A combination of technologies certified to the 2014 and 2015 editions that support these 

measures
• 2018 PI Transition Objectives and Measures 

• Technology certified to the 2015 edition; or 
• Technology certified to the 2014 edition; or 
• A combination of technologies certified to the 2014 and 2015 editions

How is PI Scored? 

The final PI Score is weighted by 25% of a Eligible Clinician’s final MIPS score. It is possible to earn up to 165%, 
but anything above 100% is capped at 100. They designed the scoring process, for PI, this way in order to 
promote flexibility, making it easier to focus on measures relevant to a provider or practice. 

PI is the sum of three difference scores: 
50% - Required Base Score
90% - Performance Score
25% - Bonus Score 
EX: Base Score = 50%, Performance Score = 20%, Bonus Score = 30%. This would equal a 100% PI Score.
The 100% is then weighted by 25% and 25 the points added to the overall MIPS Score. (100x.25=25)

For more information on the Promoting Interoperability Category please see the PI Fact Sheet  using the following link: 
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/2018-Promoting-Interoperability-Fact-Sheet.pdf

https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/2018-Promoting-Interoperability-Fact-Sheet.pdf


Promoting Interoperability Category (continued)- 25%

PI Measures - Required for 50% Base score

Measure # Measure Name 

ACI_PPHI_1 Security Risk Analysis
ACI_EP_1 E-Prescribing
ACI_PEA_1 Provide Patient Access
ACI_HIE_1 Send a Summary of Care
ACI_HIE_2 Request/Accept Summary of Care

2018 PI Transition Measures – Required or 50% 
Base Score

Measure # Measure Name 

ACI_PPHI_1 Security Risk Analysis

ACI_EP_1 E-Prescribing

ACI_PEA_1 Provide Patient Access

ACI_TRANS_HIE_1 Health Information Exchange

PI Measures for Performance Score 

Measure # Measure Name % Points

ACI_PEA_1 Provide Patient Access* Up to 10%

ACI_HIE_1 Send a Summary of Care* Up to 10%

ACI_HIE_2 Request/Accept Summary Care* Up to 10%

ACI_PEA_2 Patient-Specific Education Up to 10%

ACI_CCTPE_1 View, Download or Transmit (VDT) Up to 10%

ACI_CCTPE_2 Secure Messaging Up to 10%

ACI_CCTPE_3 Patient-Generated Health Data Up to 10%

ACI_HIE_3 Clinical Information Reconciliation Up to 10%

ACI_PHCDRR_5
&
ACI_PHCDRR_4

One of the Public Health and Clinical Data Registry 
Reporting Measures

0 or 10%

2018 PI Transition Measures for Performance Score 

Measure # Measure Name % Points

ACI_PEA_1 Provide Patient Access* Up to 20%

ACI_TRANS_HIE_1 Health Information Exchange* Up to 20%

ACI_CCTPE_1 View, Download, or Transmit (VDT) Up to 10%

ACI_PEA_2 Patient Specific Education Up to 10%

ACI_CCTPE_2 Secure Messaging Up to 10%

ACI_TRANS_MR_1 Medication Reconciliation Up to 10%

ACI_PHCDRR_4 1 Public Health Reporting Measures 0 or 10%

Bonus Score
Bonus score points may be earned by doing the 
following: 
• 5% Bonus = Reporting “yes” for 1 or more 

additional public health agencies or clinical data 
registries beyond one identified for performance 
score measure. 

• 10% Bonus = Reporting “yes” to completion of 1 
or more specified Improvement Activities using 
CEHRT. 

• 10% Bonus = Reporting only PI Objective 
Measures and using 2015 edition of CEHRT. 

Base Score Measures Performance Score Measures
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