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Part of a national network of quality 

improvement organizations; operate 

locally to improve health care by 

supporting providers, practitioners, 

patients and other stakeholders

About 

Us

We are collaborative.

We provide solutions.
To achieve better care and better 

population health and to lower 

health care costs through quality 

improvement

We are nonprofit.
Contract with Centers for Medicare 

& Medicaid Services (CMS), Office 

of Rural Health, FLEX grants, state 

departments of health and several 

other funding sources 2



• Aligning Quality Improvement (QI) Efforts

• Patient Centered Medical Home Reporting 

Alignment 

• Improving Merit-based Incentive Payment 

System (MIPS) Scores

• Other Updates

Goals for Today
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ALIGNING QUALITY 

IMPROVEMENT EFFORTS
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• Over 35 years in Information Technology 

(IT), 18 in Health IT

• Fifteen years of experience supporting 

hospital and physician practices through 

state and federal reporting programs  

• Board member of WYFI and BSCC 

(HIEs) 

• Born and raised in RURAL Nebraska

Deb Anderson



Aligning QI Efforts

Why is QI important moving 

forward?

What tools will help?

How can alignment create focus 

and reduce burden?
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• Payment methods that reflect or support 

provider /organization performance, especially 

the quality and safety of care that is delivered

• Is designed to spur efficiency and reduce 

unnecessary spending

̶ Payment/reimbursement based on improvement of 

quality outcomes

̶ Payment/reimbursement based on quality data 

submitted

What Is Pay for Performance?
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• Certified Electronic Health Record Technology (CEHRT)

– Patient lists by diagnosis

– Patient panels (risk stratification)

– Patients missing A1c

– High-risk populations and screening options

• Health Information Exchange (HIE) and Population 

Health Reports

– More complete data for population health analytics

• Electronic Clinical Quality Improvement (eCQI) 

– Help facilitate assessments of care that will lead to 

improvements in clinical care quality, patient experience and 

appropriate resource use

Tools to Assist
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Priority #1

Review required 

quality reporting 

for your 

organization

Review required 

measures to 

report

Aligning Quality 

Improvement Efforts

Priority #2

Optional 

programs like 

1815 

High-needs 

populations in 

your areas



Quality Measure Crosswalk



1815 Project Measures

Improve treatment and self-management of 

patients by:

• Engaging non-physician team members in clinical settings 

as part of the care team

• Facilitating self-measured blood pressure monitoring 

(SMBP) expansion and pilot projects

• Implementing referral tracking to the Centers for Disease 

Control and Prevention (CDC) approved programs 

• Improve performance of the following clinical quality 

measures
– CMS ID 122 - Diabetes: Hemoglobin A1c (HbA1c) Poor Control

– CMS ID 165 - Controlling High Blood Pressure

– CMS ID 347 - Statin Therapy for the Prevention and Treatment of 

Cardiovascular Disease
10



PATIENT CENTERED 

MEDICAL HOME (PCMH)
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Zach Baumann

• Accounting Specialist, Lander Medical 

Clinic

• Graduated from the University of 

Wyoming in 2018 with his B.S in 

Finance

• Wyoming resident for 14 years



Care Coordination and Chronic 

Care Management (CCM)

• We identify high-risk patients through our Athenahealth 

electronic medical record (EMR) by running reports 

monthly

– Reports are used to identify patients that need extra care within 

certain programs 

• The areas we focus on for care coordination and 

management are aligned with PCMH, MIPS and 

Wyoming Medicaid guidelines
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CCM Benefits

• CCM specifically helps address the care planning and self-care 

support of our patients

• These are questions asked by National Committee for Quality 

Assurance (NCQA) for PCMH recognition. This section met the 

requirements of PCMH in large part because of our CCM program.  

13



CCM in Our Clinic

CCM program increases communication in all aspects of 

our clinic.  

• Patient/provider/CCM/staff communication is documented 

more thoroughly and consistently - allowing PCMH reviews 

and QI projects easily accessible information.

• The workflow is visible in the charts and available when doing 

chart reviews to answer questions on PCMH worksheets 

(above example).

• Monthly reports give us data to create improvement cycles 

with data driven ideas and the ability to track our progress.  If 

we see that something isn’t working, then we change plans 

and try something new.  
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IMPROVING MIPS SCORES
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• RN, CPHIMS, Senior Account Manager 

at Mountain-Pacific Quality Health 

• MIPS Consulting Services Team Lead

• Over fifteen years of experience 

supporting hospital and physician 

practices through state and federal 

reporting programs  

Sharon Phelps



2020 MIPS Categories

Quality – 45% weight

Advancing Care Information – 15% weight

Improvement Activities – 15% weight

Cost – 15% weight
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• Minimum Score to avoid negative adjustment: 45

• Maximum Negative Payment Adjustment: 9%



Quality Category

• Six quality measures required – must have 

one Outcome or High Priority.

– Bonus Points for additional Outcome or High 

Priority Measure

• Data completeness standard:

– Report at least 20 cases

– Report at least 70% of denominator eligible 

cases

– Measure must have a benchmark
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Quality Measures

Increased focus on outcome measures:
• Diabetes: Hemoglobin A1c (HbA1c) Poor Control (> 9%)

– Intermediate Outcome

• Controlling High Blood Pressure 

– Intermediate Outcome

• Closing the Referral Loop: Receipt of Specialist Report

– High Priority Measure (Process)

• Statin Therapy for the Prevention and Treatment of 

Cardiovascular Disease

– Process
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Improvement Activities (IA)

• Need 40 points

– Medium weight activity = 10 points

– High weight activity = 20 points

– Various special statuses double the points

▪ Non-patient facing

▪ Small practices

▪ Health-professional Shortage Area

▪ Rural

– In 2020, 50% of the providers in the practice 

must participate in the activity for group 

reporting 19



Reporting IA’s

• Yes/No attestation

• Audits are possible: documentation is 

critical

• IAs are flexible: documentation 

requirements are guidelines

• Go to https://qpp.cms.gov/about/resource-

library, search for Data Validation

• Book of evidence - tell the story of what 

you did for the activity
20

https://qpp.cms.gov/about/resource-library


IA_CC_1  Medium Weight 

Activity

• Implementation of Use of Specialist 

Reports Back to Referring Clinician or 

Group to Close Referral Loop
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Performance of regular practices that include providing 

specialist reports back to the referring individual MIPS 

eligible clinician or group to close the referral loop or 

where the referring individual MIPS eligible clinician or 

group initiates regular inquiries to specialist for specialist 

reports, which could be documented or noted in the 

electronic health record (EHR) technology.



IA_PM_4   High Weight Activity

• Glycemic management services

• For outpatient Medicare beneficiaries with diabetes and 

who are prescribed antidiabetic agents (e.g., insulin, 

sulfonylureas), MIPS-eligible clinicians and groups must 

attest to having:

– For the first performance year, at least 60 percent of medical records 

with documentation of an individualized glycemic treatment goal that:

▪ a) Takes into account patient-specific factors, including, at least 1) 

age, 2) comorbidities, and 3) risk for hypoglycemia, and b) Is 

reassessed at least annually.
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The performance threshold will increase to 75 percent for the second 

performance year and onward. Clinician would attest that, 60 percent for first 

year, or 75 percent for the second year, of their medical records that 

document individualized glycemic treatment represent patients who are 

being treated for at least 90 days during the performance period.



IA_PM_3  High Weight Activity

• Rural Health Clinic (RHC), Indian Health Service 

Medium Management (IHS) or Federally 

Qualified Health Center (FQHC) quality 

improvement activities
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Participating in a RHC, IHS Medium Management or FQHC in ongoing 

engagement activities that contribute to more formal quality reporting, 

and that include receiving quality data back for broader quality 

improvement and benchmarking improvement which will ultimately 

benefit patients. Participation in IHS, as an improvement activity, 

requires MIPS-eligible clinicians and groups to deliver care to federally 

recognized American Indian and Alaska Native populations in the U.S. 

and in the course of that care implement continuous clinical practice 

improvement including reporting data on quality of services being 

provided and receiving feedback to make improvements over time.







Cost Connection

• Chronic Care Management:
– Can provide the “plurality” of E&M codes to your clinic 

so the CCM patients are attributed to you for your 

Cost score

– Comprehensive interaction with patient

▪ Identification and accurate coding of chronic 

conditions for appropriate Risk Score

▪ Addressing the chronic conditions medically

– Active management to reduce unexpected and 

unnecessary costs with prevention measures
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http://www.msn.com/en-us/news/us/us-watchdog-finds-dollar67-bln-in-

questionable-medicare-payments-to-insurers/ar-AAK2T1r?ocid=ientp

http://www.msn.com/en-us/news/us/us-watchdog-finds-dollar67-bln-in-questionable-medicare-payments-to-insurers/ar-AAK2T1r?ocid=ientp


Final Thoughts

• Know if any providers in your clinic must 

report MIPS

– If you have providers who must report, learn 

more about how your clinic will be reporting

– Discuss how activities you are doing for care 

coordination and 1815 support MIPS

• Widely share your QI program and goals

– Post results on a regular basis

– Share publicly as appropriate
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UPDATE

28



QIO Work and Recruitment
New Medicare Quality Innovation Network-Quality 

Improvement (QIN-QIO) contract focuses on:

• Improving behavioral health outcomes, including opioid 

misuse

• Increasing patient safety

• Improving chronic disease self-management

• Improving quality of care transitions

• Improving nursing home quality

• Engaging and activating patients, residents, families 

and care givers as part of their health care team

29

We are recruiting quality 

improvement partners now!



Questions?
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Next Wyoming Meeting

• Date: January 16th

• Time: 2:00 PM

• Topic: Health Systems Score Card 
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CONTACT US WITH ANY QUESTIONS, 

COMMENTS OR SUGGESTIONS!

Thank You!
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Deb Anderson

danderson@mpqhf.org

307-772-1096

Brandi Wahlen

bwahlen@mpqhf.org

307-439-2369

mailto:danderson@mpqhf.org
mailto:bwahlen@mpqhf.org

