April 25, 2019
The Honorable Alex M. Azar II
Secretary
U.S. Department of Health and Human Services
Hubert H. Humphrey Building
200 Independence Avenue, S.W.
Washington, D.C. 20201

The Honorable Seema Verma
Administrator
Centers for Medicare & Medicaid Services
Hubert H. Humphrey Building
200 Independence Avenue, S.W.
Washington, D.C. 20201

Re: Centers for Medicare & Medicaid Services’ 2017 Quality Payment Program Experience
Report and Appendix
Dear Secretary Azar and Administrator Verma:
On behalf of the undersigned medical societies and our nearly 170,000 physician and medical student
members, we write to call your immediate attention to the serious concerns we have about the Centers for
Medicare & Medicaid Services’ (CMS’) 2017 Quality Payment Program (QPP) Experience Report 1 and
Appendix.2
In the 30-page report and appendix, we found a lack of clarity for several data elements, numerous holes
in the agency’s assessment and evaluation of the 2017 QPP, and alarming results for physician practices
in our states. Our analysis leads us to question the overall accuracy of the report. We assert that the
data used within the report may be flawed as illustrated and described in our attachment, and that the
agency may be over-representing participation in the 2017 QPP performance year. As physicians and
CMS seek to continue to improve the QPP by reducing unnecessary reporting burdens, simplifying
the program, and ensuring clinical relevance and better outcomes, it is imperative that an accurate
analysis be performed to ensure appropriate reforms are implemented in the future.
For instance, we are concerned that the inaccurate narrative in the report may be used erroneously to
validate any future decisions to modify the low-volume threshold exemption policy.3,4 We are aware that
some organizations are urging Congress, the U.S. Department of Health and Human Services (HHS), and
CMS to reduce or eliminate the low-volume threshold, which would have disastrous consequences for
small and rural practices. The fundamental flaw in the Medicare Access and CHIP Reauthorization Act of
2015 (MACRA)5 is that the bonus pool is budget neutral and funded largely by penalties imposed on
small and rural practices. The bonus pool concept must be reformed not only to protect small and rural
practices but also to provide an appropriate return on the significant investments high-performing
physicians have made in implementing QPP reporting systems. We appreciate CMS’ low-volume
threshold policy as small and rural practices do not have the resources to make such investments. It must
be maintained. However, more must be done to provide positive adjustments for all physicians to
maintain their practice infrastructure, EHR and reporting systems, and high-quality care – particularly as
Medicare physician payment rates are frozen for the next five years.
1

Quality Payment Program. (2019). Resource Library. 2017 Quality Payment Program Experience Report. Retrieved from https://qpp-cm-prodcontent.s3.amazonaws.com/uploads/491/2017%20QPP%20Experience%20Report.pdf.
2 Quality Payment Program. (2019). Resource Library. 2017 Quality Payment Program Experience Report – Appendix. Retrieved from
https://qpp-cm-prod-content.s3.amazonaws.com/uploads/492/2017%20QPP%20Experience%20Report%20Appendix.zip.
3 American Medical Association. (2018). AMA Policy. Preserving Patient Access to Small Practices Under MACRA D-390.949. Retrieved from
https://policysearch.ama-assn.org/policyfinder/detail/D-390.949?uri=%2FAMADoc%2Fdirectives-390.921.xml
4 American Medical Association. (2019). AMA Policy. MIPS and MACRA Exemption H-390.838. Retrieved from https://policysearch.amaassn.org/policyfinder/detail/H-390.838?uri=%2FAMADoc%2FHOD-390.838.xml
5 Congress.gov. (2015). H.R.2 – Medicare Access and CHIP Reauthorization Act of 2015. 114th Congress (2015-2016). Sponsor: Rep. Burgess,
Michael C. [R-TX-26]. Retrieved from www.congress.gov/bill/114th-congress/house-bill/2/text.
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For these reasons, we respectfully urge you to rescind the report; establish a transparent approach
to your analysis and reporting; and issue a revised, unbiased, and complete report that truly
captures the full breadth of the 2017 QPP with analyses of ALL physician and other clinician data
at both the national and state levels, including down to the county and ZIP code levels.

Introduction
As you know, it has been four years since the passage of MACRA, which repealed the Sustainable
Growth Rate (SGR) formula used to determine Medicare physician fee-for-service payments. In SGR’s
place, MACRA required physicians to choose between two major payment tracks that would transition
physicians to a value-based payment system: the Merit-Based Incentive Payment System (MIPS)6 and
alternative payment models (APMs).7 These two payment tracks began in 2017 under the CMS-developed
QPP framework8 containing integrated program policies it uses to implement the MIPS and APM tracks
as required by law.
On March 21, 2019, CMS published the 2017 QPP Experience Report with an accompanying appendix
purportedly to provide a full account of clinicians’ experience for the first year of the QPP, as well as to
illustrate the successes and challenges in 2017. “Based on feedback that we have received from clinicians,
stakeholders, researchers, and others, we have drafted a concise report in an effort to highlight the data
elements that you have indicated are important in understanding the entirety of the program,” CMS states
in the report’s introduction. We affirm, however, that the agency did not solicit input from professional
medical associations such as ours. To our knowledge, CMS did not request such information as part of the
annual comment and rulemaking process or other method for collection of information to inform its
reporting of overall performance and physician experience in the QPP.
Given the magnitude of this program and the goals it sets out to achieve for the Medicare patient
population, physicians deserve a report that is truly comprehensive in nature, covering every aspect
of the QPP experience, including whether the program is resulting in improvements in care quality,
efficiency, patient safety, and overall population health outcomes among our Medicare
beneficiaries. To help in this process, we highlight our major findings of CMS’ Experience Report below
and offer an attachment with additional comments and questions.

Questionable and Misleading Data
While CMS touts an overall 95% participation rate,9 we believe the actual rate may be smaller. For
example, the appendix includes data that show a 97% participation rate for Texas, even though numerous
clinicians in 53 disaster-designated counties 10 were effectively exempt from participating in the 2017 QPP
due to Hurricane Harvey. The appendix reports 99% participation rates in Florida, South Carolina, and
Georgia – all areas in the U.S. whose entire states were effectively exempted under the 2017 Extreme and
Uncontrollable Circumstances Policy11 due to natural disasters. Other affected areas were California,
Louisiana, Mississippi, Alabama, U.S. Virgin Islands, and Puerto Rico. While we understand many
clinicians in these areas may have submitted data, we assume some clinicians did not submit any data but
6

Quality Payment Program. (2019). MIPS Overview. Retrieved from https://qpp.cms.gov/mips/overview.
Quality Payment Program. (2019). APMs Overview. Retrieved form https://qpp.cms.gov/apms/overview.
8 Quality Payment Program. (2019). Quality Payment Program Overview. Retrieved from https://qpp.cms.gov/about/qpp-overview.
9 CMS.gov. (2018). Centers for Medicare & Medicaid Services Blog. Quality Payment Program (QPP) Year 1 Performance Results. Retrieved
from www.cms.gov/blog/quality-payment-program-qpp-year-1-performance-results.
10 Federal Emergency and Management Agency. (2017). Texas Hurricane Harvey (DR-4332). FEMA Map. Texas Disaster Declaration as of
10/11/2017. Retrieved from www.fema.gov/disaster/4332.
11 Quality Payment Program. (2017). Resource Library. 2017 Extreme and Uncontrollable Circumstances Policy. Retrieved from https://qpp-cmprod-content.s3.amazonaws.com/uploads/99/Interim%20Final%20Rule%20Fact%20Sheet_Remediated_2018%2002%2002.pdf.
7
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were covered by this policy. CMS does not provide a sufficient level of detail to be clear, but it appears
the agency counted as “participating” clinicians who actually submitted data AND clinicians who did not
submit any data but automatically received a final score of three points and neutral payment adjustment
under the Extreme and Uncontrollable Circumstances Policy. That approach may have artificially
increased the overall QPP participation rate. Because CMS was not transparent in providing the
number of clinicians who received an automatic three points under this policy, and without an
accurate accounting of true participation through meaningful submission of data, these
participation rates may not be accurate. We would like to know how many physicians in our states and
nationwide truly submitted data in the 2017 QPP. Even if the data were to show only a 1% difference, we
request to see that data.

State

California**
Florida**
Louisiana**
New York
North
Carolina
Oklahoma
South
Carolina**
Texas**
8-State
Total
National
Total

Eligible
Clinicians

Participated

2017 Quality Payment Program
Participation Participated Participated
Rate %
as
as Group
Individual
91.82%
9,964
39,415
99.65%
15,499
35,630
95.93%
2,282
6,678
94.17%
6,140
30,846
96.07%
2,914
13,367

Participated
in MIPS
APM
12,004
11,143
6,236
34,530
18,966

Did Not
Participate*

66,853
62,491
15,841
75,946
36,689

61,383
62,272
15,196
71,517
35,247

5,470
219
645
4,429
1,442

12,630
21,632

11,468
21,591

90.80%
99.81%

1,377
2,646

7,141
9,435

2,950
9,510

1,162
41

62,731
354,813

60,901
339,575

97.08%
95.71%

12,145
52,967

32,684
175,196

16,072
111,411

1,830
15,238

1,057,824

1,006,319

95.13%

122,897

542,200

341,221

51,505

*Number of MIPS-eligible clinicians who did not participate in the 2017 QPP and are receiving a 4% negative payment adjustment (penalty) in
2019. ** Entire state or certain counties eligible for the 2017 Extreme and Uncontrollable Circumstances Policy due to natural disa sters.
Source: 2017 Quality Payment Program Experience Report - Appendix

Limited State Data
Our associations are dedicated to improving the health of the people of our states. In so doing, our
member physicians provide care for a vast number of the nation’s Medicare beneficiaries. They are
committed to providing high-quality care to all patients. Since the enactment of MACRA, physician
advocacy and education surrounding the QPP and its MIPS and APM tracks have been among our top
priorities. As you can imagine, when the 2017 QPP Experience Report was first published, we were eager
to see how well physicians in our states fared, and to identify areas for continued improvements.
However, not much could be gleaned at the state level other than general participation counts and rates
noted above. Additionally, while the number of our states’ clinicians who did not participate
appears relatively low, the fact that 15,238 of our clinicians would prefer to sit out of the QPP in
2017 and suffer a 4% payment penalty this year rather than hassle with participation is significant
to us and bad for medicine. This number would have been even higher were it not for the low-volume
threshold policy, low overall performance target of three points, the “pick your pace” options, the
physician protections under the Extreme and Uncontrollable Circumstances Policy, and the MIPS Cost
category weight of 0%. We supported and advocated for all of these policies because we believed they
were fair and necessary. It is because of these policies that CMS was able to create an illusion of
exceeding expectations and having a successful first year. However, because some of these mitigating
factors no longer exist, we foresee future outcomes in our states in which potentially thousands
more receive the payment penalty. We believe there is an urgent need for CMS to prioritize QPP
improvements to ensure broad physician participation.
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Incomplete Data and Selection Bias
Incomplete data and selection bias in CMS’ reporting of 2017 QPP results are evident throughout the
report and appendix. For example, while CMS reports a 95% participation rate, it does not provide the
percentage of clinicians who met full data requirements across all MIPS categories: Quality, Advancing
Care Information (ACI), and Improvement Activities. This rate would be the true measure of success for
program participation. Other than general participation counts and other incomplete data pertaining to
data submission, it appears CMS cherry-picked the data that would make the QPP look favorable
and left unreported data that would expose some of the major shortcomings of this program. CMS
should ensure the report includes data that will allow a more complete understanding of the QPP’s
strengths and weaknesses. Given that large numbers (in some cases, a significant majority) of physicians
in our states are in solo or small group practices, we attempted to examine disparities among segments of
“participating” clinicians to identify opportunities for improvement. We found that impossible because of
the incomplete data in the report. We were unable to conduct a comparative analysis among all reporting
levels (individual, group), practice sizes (small, large), specialties, special statuses (small, rural, small and
rural, nonpatient facing, health professional shortage area, hospital-based, ambulatory surgical centerbased), MIPS APMs,12 and advanced APMs.13
Lacking full transparency in CMS’ reporting of data, we could not conduct a comprehensive and fair
accounting of both participation and performance across ALL physicians at the national and state levels,
and ideally down to the county and ZIP code levels, to identify physicians who may need our help. There
are no performance results and data to evaluate how physicians in our states performed, particularly those
in small and rural practices versus large practices, nor are there any data that show how physicians in our
states fared compared with the rest of the nation. We need this data to assess the FULL experience in the
QPP and the move to value-based care in general, as well as to identify opportunities for education and
technical assistance and to inform our ongoing advocacy. Overall, it is our impression that the data
have been distorted to minimize the reality of the adverse impact the QPP has on small and rural
practices, as well as on physician practices at large.

Harm to Small and Rural Practices
Under the QPP, small practices comprise 15 or fewer clinicians, including physicians in solo practice. As
research reports continue to highlight the struggles small and rural practices face in program participation,
such as reports by the U.S. Government Accountably Office14,15 and RAND Corporation, 16 it is no
surprise to learn of the harm the QPP brings to these practices. Of the 51,505 clinicians who are receiving
the 4% MIPS payment penalty nationally in 2019, 83% (42,678) are clinicians from small practices, and
18% (9,289) are clinicians from rural practices. Although there is obviously significant overlap, CMS
does not provide the number of clinicians who are from both small and rural practices. Regardless, CMS
fails to acknowledge and report any of these results. One would have to extract raw numbers from
separate tables to calculate these figures. We can conclude that, due to budget neutrality, 2019 MIPS
incentive payments are funded mostly off the backs of clinicians in small and rural practices
nationwide. Moreover, almost one-third of the clinicians who are actively receiving the 4%
payment penalty this year are from our states and are funding the 2019 MIPS incentive payments
12

Quality Payment Program. (2017). MIPS Alternative Payment Models. Retrieved from https://qpp.cms.gov/apms/mips-apms?py=2017.
Quality Payment Program. (2017). Advanced Alternative Payment Models. Retrieved from https://qpp.cms.gov/apms/advancedapms?py=2017.
14 U.S. Government Accountability Office. (2016). Medicare value-based payment models: Participation challenges and available assistance for
small and rural practices. Retrieved from www.gao.gov/assets/690/681541.pdf.
15 U.S. Government Accountability Office. (2018). Small and Rural Practices' Experiences in Previous Programs and Expected Performance in
the Merit-based Incentive Payment System. Retrieved from www.gao.gov/assets/700/692179.pdf.
16 Mendel P, Buttorff C, Chen PG, Sieck K, Orr P, Qureshi NS, Hussey PS. (2019). Perspectives of Physicians in Small Rural Practices on the
Medicare Quality Payment Program. Santa Monica, CA: RAND Corporation. Retrieved from www.rand.org/pubs/research_reports/RR2882.html.
13
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for the rest of the country. This does not illustrate a successful first year as CMS reports, and it is
wholly unacceptable to us.

Lack of Meaningful Clinical Data
The premise of the QPP is to improve the care and population health of Medicare beneficiaries, lower
Medicare costs, and minimize burdens on practicing physicians. While several clinicians participated in
advanced APMs across the country, an overwhelming majority participated in MIPS either directly or as
part of a MIPS APM. The MIPS track was set out to be one piece of the broader health care infrastructure
needed to reform the health care system and improve health care quality, efficiency, and patient safety for
all Americans. However, nothing in the report provides any data that show whether the QPP is meeting its
aim as envisioned by MACRA and Congress. While CMS provides lists of reported measures and
activities by MIPS category, it does not provide meaningful clinical quality insights that would help
inform quality improvement efforts in our states. For example, while CMS quantifies the top five MIPS
Improvement Activities in the Experience Report, it does not have baseline data that would demonstrate
whether the activities were newly implemented because of MIPS. Therefore, it is not accurate to imply
that these activities are a direct result of MIPS as many physicians may have reported activities their
practices regularly perform regardless of the program. For these reasons, we request information on
how the 2017 QPP performance results and data throughout the report and appendix translate to
improvements in care quality, efficiency, patient safety, and overall population health outcomes, as
well as how the program minimizes the administrative burden for physicians in solo, small group,
and large group practices. Specifically, we would like detailed examples of burden reductions made
in the QPP that make a real difference in physicians’ daily clinical workflows, patient encounters,
and documentation practices.

Poor EHR Participation
Of the 1,057,824 total MIPS-eligible clinicians in 2017, only 37% (387,957) participated in the ACI
category nationwide. This category replaced CMS’ old Electronic Health Record (EHR) Incentive
Program, widely known as meaningful use. The ACI category, renamed once again to the Promoting
Interoperability category, was supposed to simplify EHR requirements and promote patient engagement
and electronic exchange of information using certified EHR technology (CEHRT). However, it appears
fewer clinicians participated in this category than the 60% of all office-based physicians who
demonstrated meaningful use of certified health information technology under meaningful use in 2016.17
This demonstrates continued challenges with EHR requirements and the need for further improvements.
Of note, the ACI category is worth 25% of the total MIPS score. Given that the overall performance target
in 202218,19 will be set at either the mean or median score from a prior performance year – which may
reach a target as high as 75 points or more on the MIPS 0-100 point scale – clinicians who do not get on
board with EHR requirements now will have almost no chance of meeting or surpassing the overall
performance threshold and avoiding the 9% payment penalty in future years. A 9% payment cut is
significant and could compromise patient access should physicians decide to discontinue Medicare
participation. Instead, we urge CMS to adopt policy whereby physicians who are using CEHRT
simply attest that they e-prescribed for at least one patient and exchanged health information on a

17

The Office of the National Coordinator for Health Information Technology. (2016). Office-based Health Care Professional Participation in the
CMS EHR Incentive Programs. Over 60% of all office-based physicians have demonstrated meaningful use of certified health IT. Retrieved from
https://dashboard.healthit.gov/quickstats/pages/FIG-Health-Care-Professionals-EHR-Incentive-Programs.php.
18 Congress.gov. (2018). H.R.1892 – Bipartisan Budget Act of 2018. 115th Congress (2017-2018). Sponsor: Rep. Larson, John B. [D-CT-1].
Retrieved from www.congress.gov/bill/115th-congress/house-bill/1892/text.
19 American Medical Association. (2018). 2018 Regulatory Relief Dashboard. Regulatory wins. Quality Payment Program (QPP) legislative wins
in the “Bipartisan Budget Act of 2018.”Retrieved from www.ama-assn.org/sites/ama-assn.org/files/corp/mediabrowser/public/government/advocacy/regulatory-relief-dashboard.pdf.
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least one patient, unless an exception applies. Interoperability measures are important, but the
other prescriptive measures are not clinically relevant.

Medicare Payment Shift
Nationwide, clinicians who reported at the individual level (including physicians in solo practice) scored,
on average, 20-30 points lower than groups (two or more clinicians) and MIPS APM participants, and as
noted in the table below, clinicians from small (one to 15 clinicians) and rural practices scored, on
average, 10-44 points lower than large practices (16 or more clinicians) and MIPS APM participants, per
the CMS Experience Report and separate 2017 Quality Payment Program Performance Year Data20
published in November 2018. While there are insufficient data to calculate the exact financial impact, it
would be reasonable to conclude that this led to lower incentive payments for small and rural clinicians
and larger incentives and additional bonus payments for large practices. These results, along with the
fact that the majority of clinicians who received the penalty are in small and rural practices,
validate our longstanding concerns that the budget neutrality requirement under MACRA would
shift Medicare payments away from small, often rural, physician practices to large, mostly urban,
physician organizations and health care systems. This creates financial incentives for a massive
restructuring of ambulatory care delivery systems, potentially eliminating small and rural physician
practices nationally and in our states and significantly harming access to care. To identify where this is
occurring, we urge CMS to provide interactive maps that illustrate the national and state
geographic distribution of MIPS payment adjustments across all reporting levels (individual,
group), practice sizes (small, large), specialties, special statuses (small, rural, small and rural,
nonpatient facing, health professional shortage area, hospital-based, ambulatory surgical centerbased), and MIPS APMs, down to the county and ZIP code levels.
Practice
Designation
Mean*
Median*

2017 MIPS Mean and Median Final Scores (0-100 point scale)
2017 MIPS
MIPS APMs
Large Practices
Rural
Small and
Overall
(e.g. ACOs)
(16 or more
Practices
Rural
National Total
clinicians)
Practices
74.01
87.64
74.37
63.08
44.66
88.97
91.76
90.29
75.29
42.00

Small Practices
(1-15
clinicians)
43.46
37.67

*For the 2022 QPP performance year and future years, CMS will set the overall performance target (number of points needed to a void a 9%
payment penalty) at either the national mean or median of the final scores for all MIPS-eligible clinicians from a prior performance period.
Sources: 2017 Quality Payment Program Experience Report and 2017 Quality Payment Program Performance Year Data At A Glance.

No Return on Investment
After CMS published its first proposed MACRA implementation rule and revealed the associated data
requirements, we referred to studies such as the work conducted by researchers at Weill Cornell Medical
College and the Medical Group Management Association,21 and concluded that high compliance costs of
quality reporting likely would exceed any return on investment through incentives and avoided penalties.
The 2019 payment adjustments revealed in the report proved us right. Negligible MIPS incentives and
bonuses for exceptional performance – up to a mere 1.88% – indicate that even a perfect MIPS score of
100 may not have justified the costs of participation. The ongoing 2% Medicare sequestration effectively
erases this bump in payment, and for the next five years, Medicare physician payment rates are frozen at
current levels. We acknowledge this low percentage is partly due to CMS’ low-volume threshold policy.
However, we maintain that even if the threshold criteria were reduced or eliminated, which would require
more clinicians to participate and also boost incentive payments under budget neutrality, many physician
20

Quality Payment Program. (2018). Resource Library. 2017 Quality Payment Program Performance Year Data At A Glance. Retrieved from
https://qpp-cm-prod-content.s3.amazonaws.com/uploads/276/2017%20QPP%20Performance%20Data%20Infographic%20Final.pdf.
21 Casalino LP, Gans D, Weber R., et al. (2016). US physician practices spend more than $15.4 billion annually to report quality measures. Health
Affairs, 35, 3. Retrieved from https://doi.org/10.1377/hlthaff.2015.1258.
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practices would continue to see no return on investment. We do not agree with some organizations that
are urging Congress, HHS, and CMS to reduce or eliminate the low-volume threshold policy as a solution
to this problem. We support the current opt-in and voluntary participation options for practices that want
to participate in the QPP, but we strongly oppose reducing or eliminating the low-volume threshold. The
solution is not to further harm small and rural practices but to make the program more clinically relevant
and administratively easier to participate in. In the 2019 QPP rule, CMS made almost no reductions in the
program’s administrative burdens. In fact, because CMS has implemented such a complex program
full of flawed performance measurement methodologies that do not account for factors out of
physician control, we continue to advocate that participation in the QPP be completely voluntary.

No Data Insights on Third-Party Vendors
CMS refers to QPP-related vendors as third-party intermediaries. These are entities the agency has
approved to submit data on behalf of physicians: qualified clinical data registry, qualified registry, health
information technology/EHR vendor, or CMS-approved survey vendor. While CMS “approves” these
vendor types for the QPP, it does not evaluate any specific entity’s capabilities, quality, features, or
products. CMS directs physicians to conduct their own due diligence when it comes to the very entities
the agency approves as being “qualified” to submit data for the QPP. Of note, the agency does not hold
physicians harmless from payment penalties when such entities commit errors that negatively affect their
data and performance scores, even when the issues are clearly out of physician control. While there are
numerous QPP-related vendors on the market and they continue to commit data errors that adversely
affect physicians’ ability to participate successfully in the QPP, the Experience Report includes no data
insights at all on the vendors. Past experience reports for the CMS Physician Quality Reporting System22
included a list of most-used vendors along with a description of the most common challenges experienced
by vendor type. Given that historical precedent and the critical role vendors play, we urge CMS to
include data on vendors, to expand its reporting by publicly disclosing vendors’ error rates
annually, and to provide additional insights on performance across all vendor types that would help
physicians choose appropriate vendors for their practices.

Inaccurate Definition of “Physician”
Lastly, we inform HHS and CMS that the definition of physician in the Experience Report does not
conform with the American Medical Association’s (AMA’s). 23,24 AMA prohibits the use of the term
“physician” as a descriptor other than in the context of a medical doctor (MD) or doctor of osteopathy
(DO). However, the Experience Report includes doctors of dental medicine, dental surgery, podiatric
medicine, optometry, and chiropractors in its definition of physician. The report also includes these
nonphysician clinicians in its reporting of participation rates for physicians versus other clinicians types.
While we respect the role nonphysicians play in the U.S. health care delivery system, we urge CMS
to clearly delineate results and data by MD/DO physicians, nonphysician clinicians, and other
clinician types.

22

Centers for Medicare & Medicaid Services. (2018). Physician Quality Reporting System. 2016 Reporting Experience, Including Trends (20072016). Retrieved from www.cms.gov/Medicare/Quality-Initiatives-Patient-AssessmentInstruments/PQRS/Downloads/2016_PQRS_Experience_Report.pdf.
23 American Medical Association. (2013). AMA Policy. Definition of a physician H-405.976. Retrieved from https://policysearch.amaassn.org/policyfinder/detail/H-405.976?uri=%2FAMADoc%2FHOD.xml-0-3596.xml.
24 American Medical Association. (2018). AMA Policy. Definition of a physician D-405.989. Retrieved from https://policysearch.amaassn.org/policyfinder/detail/D-405.989?uri=%2FAMADoc%2Fdirectives.xml-0-1397.xml.
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Conclusion and Recommendations
In summary, the findings in the 2017 QPP Experience Report likely will be used to inform future
Medicare payment changes, and serve as a point of reference for future comparisons as the QPP evolves
over time. We believe the report is a vital federal document that gauges whether the QPP under MACRA
is designed fairly and properly as an effective program to incentivize physicians to improve outcomes and
reduce costs among Medicare beneficiaries. Ensuring a balanced and comprehensive representation of the
overall clinician experience of ALL physicians is thus of the utmost importance to our organizations and
our member physicians. Therefore, we believe the selection of data, analysis of performance, and
evaluation of the QPP experience should not be conducted solely by CMS. To improve the integrity
of the report, the process should include input from practicing physicians who actively participate
in the QPP and other stakeholders with expertise in the program.
For all these reasons, we recommend that HHS and CMS:
1. Rescind the 2017 QPP Experience Report and Appendix published on March 21, 2019;
2. Not use this incomplete report as a basis for which to determine whether to reduce or eliminate
the low-volume threshold now or in future years;
3. With physician and stakeholder input, establish a clear set of principles and guidelines, and a
comprehensive and transparent framework for CMS to use in its analysis and evaluation of the
2017 QPP and future years of the program;
4. Create an open and transparent process that allows physicians and stakeholders to weigh in on
the results and the report’s completeness before finalizing it;
5. Issue a revised, unbiased, and complete report that truly captures the full breadth of the 2017
QPP with analyses of ALL data at the national and state levels, including down to the county
and ZIP code levels; and
6. Convene an expert workgroup of practicing physicians and other clinicians in all practice sizes,
specialties, special statuses, MIPS APMs, and advanced APMs, and other stakeholders to study
the report to recommend improvements that result in a fair and ethical pay-for-performance
program25,26 and value-based payment system for ALL physicians.
Thank you for your time and consideration of our request for a thorough evaluation of the 2017 QPP. If
you should have any questions or need any additional information, please do not hesitate to contact us
directly or these staff members at the Texas Medical Association: Darren Whitehurst, vice president,
Advocacy, or Karen Batory, vice president, Population Health and Medical Education, at (512) 370-1300.
Sincerely,
California Medical Association
Louisiana State Medical Society
North Carolina Medical Association
South Carolina Medical Association
Cc:

Florida Medical Association
Medical Society of the State of New York
Oklahoma Medical Association
Texas Medical Association

Barbara L. McAneny, MD, president, American Medical Association

Enclosure

25

American Medical Association. (2018). AMA Policy. Quality of Care. Pay-for-Performance Principles and Guidelines H-450.947. Retrieved
from https://policysearch.ama-assn.org/policyfinder/detail/H-450.947?uri=%2FAMADoc%2FHOD.xml-0-4071.xml.
26 American Medical Association. (2018). AMA Policy. Reducing MIPS Reporting Burden D-395.999. Retrieved from https://policysearch.amaassn.org/policyfinder/detail/D-395.999?uri=%2FAMADoc%2Fdirectives.xml-D-395.999.xml
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Analysis of 2017 Quality Payment Program (QPP) Experience Report and Appendix
April 2019
2017 QPP EXPERIENCE REPORT
The Centers for Medicare & Medicaid Services (CMS) published its 2017 Quality Payment Program
(QPP) Experience Report and appendix on March 21, 2019. Our analysis of the report and appendix
resulted in more questions than answers. In addition to the comments made in our letter, we provide
examples of the agency’s incomplete data, selection bias, and lack of transparency, as well as additional
comments and questions.
COMMENT NO. 1
It is important to note that prior to the release of the Experience Report, the targeted review period for
2017 Merit-Based Incentive Payment System (MIPS) Performance Feedback occurred between July 2,
2018, and Oct. 15, 2018. On Sept. 13, 2018, CMS sent an email (noted below) informing clinicians that
the agency had identified errors and the data had been corrected. According to the email, CMS failed to
account for the following information in clinicians’ 2017 MIPS Performance Feedback:




Award improvement activity credit to clinicians who successfully participated in the Improvement
Activities Burden Reduction Study,
Apply the addition of the 30-Day All-Cause Hospital Readmission measure for the quality category to
the MIPS final score, and
Apply certain exemptions or reweighting of categories for clinicians who qualified for 2017
Advancing Care Information and Extreme and Uncontrollable Circumstances hardship exceptions.

These issues resulted in changes to 2017 QPP MIPS final scores and 2019 MIPS payment adjustments.
However, CMS does not mention these errors or their correction in the 2017 QPP Experience Report.

CMS Updates 2017 MIPS Performance Feedback (CMS email Sept. 13, 2018)
Recently, CMS released performance feedback for clinicians included in the Merit-based Incentive Payment System (MIPS) during the 2017
performance year. As we’ve previously announced, we saw a very high 91 percent participation rate for the first performance year (2017) of
MIPS. Over the last several weeks, individual clinicians, groups, and eligible clinicians in certain Alternative Payment Models (APMs) have had
access to this feedback on the Quality Payment Program website, which provides a comprehensive overview of their MIPS final score,
performance category details, and 2019 MIPS payment adjustment.
Along with releasing performance feedback, we launched a process known as targeted review. A targeted review provides the opportunity for
clinicians, groups, or those participating in certain APMs to request that we review their MIPS payment adjustment factor(s), if they believe there
is an error with the 2019 MIPS payment adjustment calculation.
The requests that we received through targeted review caused us to take a closer look at a few prevailing concerns. Those concerns included the
application of the 2017 Advancing Care Information (ACI) and Extreme and Uncontrollable Circumstances hardship exceptions, the awarding of
Improvement Activity credit for successful participation in the Improvement Activities (IA) Burden Reduction Study, and the addition of the AllCause Readmission (ACR) measure to the MIPS final score. Based on these requests, we reviewed the concerns, identified a few errors in the
scoring logic, and implemented solutions. The targeted review process worked exactly as intended, as the incoming requests quickly alerted us to
these issues and allowed us to take immediate action.
Addressing and correcting for the above elements resulted in changes to the 2017 MIPS final score and associated 2019 MIPS payment
adjustment for the clinicians who were impacted by the identified issues. Additionally, in order to ensure that we maintain the budget neutrality
that is required by law under the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA), some clinicians will see slight changes in
their payment adjustment as a result of the reapplication of budget neutrality. These revisions were made to the performance feedback on the
Quality Payment Program website on September 13, 2018. We encourage you to sign-in to the Quality Payment Program website as soon as
possible to review your performance feedback. If you believe an error still exists with your 2019 MIPS payment adjustment cal culation, the
targeted review process is available for you.
To offer additional time for clinicians, groups, and APM entities and their participants to access and review their performance feedback, we are
extending the targeted review deadline to October 15, 2018 at 8:00pm (EDT). We also have a number of resources available on our Quality
Payment Program Resource Library to help you understand your performance feedback and the targeted review process. If you are in-need of
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additional assistance, please reach out to the Quality Payment Program Service Center by phone at 1 -866-288-8292, (TTY) 1-877-715-6222 or by
email at QPP@cms.hhs.gov, or contact your local technical assistance organization for no-cost support.
From the onset of the Quality Payment Program, our goals have included creating a program that is fully transparent and provi des accurate
information. We believe that the above steps are essential to achieving that goal for the first performance year (2017), also referred to as the
“transition” year. We will continue to work closely with the clinician community to learn from one another and ensure operati onal excellence in
implementation.

QUESTIONS: How many clinicians were affected by these errors? Do the results and data in the
Experience Report and appendix reflect the revisions that CMS announced on Sept. 13, 2018?

COMMENT NO. 2
On Nov. 8, 2018, CMS published a blog article by CMS Administrator Seema Verma about the 2017
QPP results along with the 2017 Quality Payment Program Performance Year Data. This two-page
document displayed final scores that show small and rural practices scored significantly lower than large
practices, among other details. Mean and median scores for large practices, however, were not included in
the Experience Report. We also note that CMS did not include a data breakout for payment adjustments
by large practice size in the document below or in the Experience Report. Given that QPP data
requirements, special scoring, and flexibilities are based on practice size, special status, and/or MIPS
alternative payment model (APM) entity, and because overall performance may be affected by these
factors and many other considerations, we would like to see ALL results down to each MIPS category,
data requirement, and submission method to determine whether CMS policies support a fair program.

QUESTIONS: What is CMS’ rationale for not providing results in the Experience Report and appendix
across all practice sizes, special statuses, and MIPS APM entities? Where is the transparency of data that
demonstrates how large practices and MIPS APM participants fared compared with small and rural
practices?
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COMMENT NO. 3
On March 21, 2019, CMS published its 2017 Quality Payment Program Experience Report and appendix.
While CMS touts an overall 95% participation rate, we believe this percentage may be inflated because
the agency did not distinguish clinicians who actually submitted data from those who did not submit any
data but automatically received a final score of three points and neutral payment adjustment under the
2017 Extreme and Uncontrollable Circumstances Policy. In the Experience Report, CMS does not
mention this policy as it pertained to the natural disasters that occurred in 2017 (the California wildfires
and hurricanes Harvey, Irma, Maria, and Nate.)
Under this policy, clinicians whose practices were located in counties affected by natural disasters in 2017
and placed on the Federal Emergency Management Agency (FEMA) list were effectively exempt from
MIPS participation. For clinicians in these areas who did not submit any data, CMS automatically applied
a score equal to the performance threshold (three points) and a neutral payment adjustment. This was an
appropriate decision and one that many of us advocated.
Eight states and two U.S. territories were eligible for this policy: Texas, Georgia, South Carolina,
California, Florida, Louisiana, Alabama, Mississippi, Puerto Rico, and the U.S. Virgin Islands (see
screenshots on the next page). For Texas alone, the conservative estimate made by the Texas Medical
Association in 2017 for the 53 disaster-designated counties in Texas was approximately 20,000
physicians, plus more when considering other clinician types.
However, Table 17 displays 21,257 as the total number of clinicians who received a neutral payment
adjustment nationwide. This appears very low relative to the number of clinicians who were eligible for
this policy across the affected states and U.S. territories as illustrated in the next page. We realize many
clinicians may have submitted data resulting in more than three points, but we assume some clinicians did
not submit any data at all but were covered by this policy, which would have resulted in a higher number
of clinicians who received a neutral payment adjustment. Because CMS does not report the number of
clinicians who received an automatic three points and neutral payment adjustment due to natural disasters,
and when considering the errors identified during the targeted review period that resulted in changes to
2017 QPP MIPS final scores and 2019 MIPS payment adjustments, we believe the data in Table 17 is
questionable. The only other table that provides payment adjustment counts is in the appendix, and we
find that table questionable as well (see comment No. 10).

As background information for the FEMA maps that follow: In December 2017, the Medicare Region VI
office in Dallas verified that clinicians whose practices were located in counties shaded in red or yellow
within FEMA maps were eligible for the Extreme and Uncontrollable Circumstances Policy in 2017.
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Texas (Hurricane)

California (Wildfires)

Total MIPS-eligible clinicians in TX: 62,731

Total MIPS-eligible clinicians in CA: 66,613

South Carolina (Hurricane)

Georgia (Hurricane)

Total MIPS-eligible clinicians in SC: 21,632

Total MIPS-eligible clinicians in GA: 32,387

Mississippi (Hurricane)

Louisiana (Tropical Storm)

Total MIPS-eligible clinicians in MI: 39,576

Total MIPS-eligible clinicians in LA: 15,791
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Alabama (Hurricane)
No FEMA map available.

---

Total MIPS-eligible clinicians in FL: 62,491

Total MIPS-eligible clinicians in AL: 14,445

Puerto Rico (Hurricane)

U.S. Virgin Islands (Hurricane)

Total MIPS-eligible clinicians in PR: 730

Total MIPS-eligible clinicians in VI: 89

QUESTION: How many clinicians in these states and U.S. territories did not submit any data but
received an automatic score of three points and neutral payment adjustment? We believe this number is
important to evaluating the true overall participation rate for the 2017 QPP performance year: clinicians
who truly submitted data versus clinicians who did not submit any data but received a score of three
points and neutral payment adjustment.
COMMENT NO. 4
The entire state of Florida is an example of one state that was eligible for the 2017 Extreme and
Uncontrollable Circumstances Policy, primarily due to hurricanes Irma and Maria. When filtering by state
using data from the appendix, it appears that CMS may have included clinicians who received an
automatic three points under the policy as part of the participant count. This is evidenced by the majority
of clinicians by specialty in Florida that have a 100% participation rate (table on next page). Many
clinicians from several of our states also fell under this policy, and data for these states show high
participation rates as well.
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QUESTIONS: Did CMS count as “participating” those clinicians who did not submit any data but
received an automatic three points under the Extreme and Uncontrollable Circumstances Policy? Such a
decision would inflate the 2017 QPP participation rate. Is this a correct assumption?
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COMMENT NO. 5
On March 21, 2019, almost five months after the close of the targeted review period, CMS finally
published its Experience Report. It is important to observe that Tables 17 and 18 include a note that states
data is “prior to targeted reviews,” but the other tables throughout the Experience Report do not include
that note. Also of note, Table 18 provides data for small and rural practices but not for large group
practices or MIPS APMs.

QUESTIONS: Where are the final scores by payment adjustment type for large practices and MIPS
APMs? Why is Table 18 titled “final score” if the data represents “prior to targeted reviews” and errors
were detected during the targeted review period? What timeframe constitutes “prior to targeted reviews”?
Is it prior to the release of 2017 MIPS Performance Feedback on July 2, 2018? Is it prior to when CMS
identified errors and announced the revised data on Sept. 13, 2018? Is it prior to the close of the targeted
review period on Oct.15, 2018? How much of an impact did targeted reviews have on the overall results?
Do Tables 17 and 18 reflect the revisions CMS announced on Sept. 13, 2018? What are the final scores
by payment adjustment type for all clinicians “after targeted reviews”? Are targeted reviews still
ongoing? How can we ensure the data are accurate?
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COMMENT NO. 6
On page 8 of the Experience Report, CMS describes the number of exclusions without providing data.
There are a number of exclusions available to MIPS-eligible clinicians. In 2017, clinicians were
excluded from MIPS if they met any one of the following:





Not a MIPS-eligible clinician type
Enrolled in Medicare for the first time in 2017
Did not exceed the low-volume threshold
Significantly participated in an Advanced APM and were either a Qualifying APM
Participant (QP) or Partial QP (and did not elect to participate in MIPS)

The 2017 MACRA final rule estimated that approximately 750,000 clinicians would be ineligible or
excluded in the first year of the QPP. While CMS states its goal is to provide comprehensive
representation of the overall clinician experience and is committed to being fully transparent, the data in
the Experience Report and appendix do not quantify all the categories above. The data provided in the
Experience Report for advanced APMs is limited to national figures, and while some state data for MIPS
APMs are included in the appendix, the data presented do not include the number of clinicians who
participated in each MIPS APM by entity name and specialty. We understand the Center for Medicare &
Medicaid Innovation website provides some state data, but it does not include QPP results. These kinds of
insights should be part of the Experience Report. We would like state data beyond the limited data
provided in the report and appendix.
QUESTIONS: How many clinicians from our states were enrolled in Medicare for the first time and
excluded from MIPS in 2017? How many clinicians from our states did not exceed the low-volume
threshold but may be required to participate if the low-volume threshold is reduced in future years? By
entity, how many clinicians from our states participated in each MIPS APM or advanced APM and
achieved QP or partial QP status? We would like this data broken down by all practice sizes, clinician
types, special statuses, and specialties.
COMMENT NO. 7
On page 8 of the Experience Report, CMS also describes participation options.
In 2017, MIPS-eligible clinicians required to participate in MIPS could either report as an
individual, as a group, or through an APM. It’s important to understand that certain APMs, called
MIPS APMs, include MIPS-eligible clinicians as participants and hold them accountable for the
cost and quality of care provided to Medicare beneficiaries. MIPS-eligible clinicians participating
in a MIPS APM receive special MIPS scoring to help account for the activities already required
by the model.
Aside from eligibility and reporting, it is beneficial to review the basic participation options
available to MIPS-eligible clinicians. In 2017, MIPS-eligible clinicians had flexible participation
options under the “pick your pace” approach to help ease their transition into the program and
encourage robust participation. “Pick your pace” also allowed for MIPS-eligible clinicians to
reach the MIPS performance threshold (i.e., the minimum number of points needed to avoid a
negative payment adjustment, which, in 2017, was 3 points) in various ways. This meant that
MIPS-eligible clinicians could:


Submit a small amount of data, including one quality measure, one Improvement Activity, or
the base measures for the Advancing Care Information performance category
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Submit data for a 90-day period
Submit a full year of data

This section of the report describes the different ways clinicians could “participate” in 2017 MIPS and
MIPS APMs. Generally, CMS is very precise with the words and definitions it uses to describe QPP
participation requirements. We believe the key word used to describe MIPS participation is “submit.”
However, in the “exciting” data displayed in Table 1, CMS defines “participated” quite differently.

QUESTIONS: Is this definition in the Code of Federal Regulations? Did CMS create this definition
specifically for this report in order to add to the overall QPP participation rate those clinicians who did
not actually submit any data but received a score of three points under the Extreme and Uncontrollable
Circumstances Policy?
COMMENT NO. 8
On page 13 of the Experience Report, CMS lists the six different methods by which clinicians could
report their data:
In 2017, there were six different methods based on the MIPS performance categories by which MIPSeligible clinicians reporting either individually or as a part of a group could submit data to CMS:







Claims (only available to individual reporters under the Quality performance category)
Qualified Registry
Qualified Clinical Data Registry (QCDR)
Electronic Health Record (EHR)
CMS Web Interface (only available to registered groups of 25 or more clinicians)
Consumer Assessment of Healthcare Providers and Systems (CAHPS) for MIPS Survey
(available for registered groups with two or more clinicians)

In addition to the methods listed above, individual and group reporters also had the option of
“attesting” for the Improvement Activities and Advancing Care Information performance categories
through the Quality Payment Program website (qpp.cms.gov).

Attachment - Page 10

April 25, 2019

In Table 10, CMS provides the percentage of clinicians reporting by some of the submission methods, but
fails to provide separate percentages for qualified registries and QCDRs, and fails to include any data for
clinicians who submitted CAHPS for MIPS Survey data for the Quality category.

There are distinct differences between qualified registries and QCDRs. MACRA requires HHS and CMS
to encourage clinicians to report data on measures in the Quality category through QCDRs and certified
EHR technology. However, rather than report raw numbers so we can compare the number of QCDR
participants in 2017 with the numbers found in the 2016 Physician Quality Reporting System Experience
Report, data for the qualified registry and QCDR methods are instead combined and reported as a single
percentage. One could presume CMS did this for the purposes of demonstrating a marked increase in the
use of QCDRs, when the actual data may not have supported that conclusion, but without the raw
numbers for each method, we are not certain.
Further, the percentage of clinicians submitting CAHPS for MIPS Survey data is not included in Table 10
or anywhere in the Experience Report and appendix. We understand there are two survey types: CAHPS
for Accountable Care Organizations (ACOs) Survey that is required for ACO participants, and the
CAHPS for MIPS Survey that is optional for MIPS-eligible clinicians in group practices with two or
more clinicians. The note below Table 10 does not address the survey method. The note states, “[T]hese
are the submission methods that were used for final scoring.” Does that mean CAHPS for MIPS Survey
data were not used for MIPS final scores?
In MIPS, costs for contracting with a CMS-approved vendor to collect and submit CAHPS for MIPS
Survey data range from approximately $4,000 to $7,000, depending on services requested, per group
practice per year. Already the QPP has shown that program participants have no return on investment.
Given that these fees would impose significant cost burdens for physician practices in our states, and for
various other reasons, we continue to advocate that the survey remain optional for the physicians who
find it meaningful to their practice, specialty, and patient population. For these reasons, we have actively
monitored QPP information for any proposal that would require ALL clinicians to submit CAHPS for
MIPS Survey data. For example, the recent FY 2020 President’s Budget for HHS which generally
recommends simplification of the “burdensome and overly complex” MIPS, also refers to “beneficiary
surveys.”
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If CMS were to propose that the CAHPS for MIPS Survey become a requirement for MIPS in 2020 or
future years of the program, we would like to see the data now and annually thereafter. To inform our
ongoing advocacy for our member physicians, we would like to see utilization rates of the survey method
across the country and in our states. We would like these data broken down across all practice sizes,
special statuses, specialties, MIPS APMs, and advanced APM entities.
QUESTIONS: Why did CMS combine qualified registries and QCDRs when they are two different types
of registries? How many clinicians submitted data through the qualified registry and QCDR methods in
2017? Why did CMS exclude data on the survey method? How many clinicians submitted CAHPS for
ACO Survey data and CAHPS for MIPS Survey data in 2017? How many clinicians submitted survey
data as part of program requirements, and how many clinicians submitted survey data voluntarily? Were
any CAHPS for MIPS Survey data used for MIPS final scores?
COMMENT NO. 9
Table 9 provides reporting timeframes by small and rural practice, but none by reporting level, large
practice size, or MIPS APM entity. Tables 19 and 20 provide mean and median final scores by reporting
level and by small versus rural practice, but there are no scores or data in the Experience Report that show
how large practices performed.
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QUESTION: What were the mean and median final scores when broken down by ALL clinicians by
reporting level, practice size, specialty, special status, and MIPS APM entity?
COMMENT NO. 10
We would like an explanation of the data in the Payment Adjustment by MIPS Group Size table in the
appendix (see line No. 17 in the table of contents). These numbers do not align with the data in Table 17
of the report. While the number provided for the neutral payment adjustment count is similar to the
number in Table 17, the rest of the counts are very different. We are unable to reconcile the numbers in
this table with what is reported in the Experience Report because we are not clear which APM
participants it excludes (MIPS APM or advanced APM) and how many clinicians were exempt under the
Extreme and Uncontrollable Circumstances Policy. There is no note that describes this table as being
from “prior to targeted reviews.” This table leads us to question the results and data in the Experience
Report. We request that CMS provide detailed descriptions for each table it presents in the Experience
Report’s appendix.

QUESTIONS: Why is CMS not being transparent about the exact number of “APM participants” and
“clinicians receiving an Extreme and Uncontrollable Circumstances Policy exemption”? We assume it
refers to MIPS APM participants, but we are not certain. Is it advanced APMs or MIPS APMs? How
many total APM participants are not included in this table? How many total clinicians who received the
Extreme and Uncontrollable Circumstances Policy exemption are not included in this table? We would
like to know the exact number by payment adjustment and group size.
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COMMENT NO. 11
While the appendix that accompanies the Experience Report provides many details, it does not provide
comprehensive information about participation and performance across ALL clinicians, practices, and
entities: small practice, rural practice, small and rural practice, large practice, individual reporting, group
grouping, specialty, special status, MIPS APM, and advanced APM. We request additional information,
as well as meaningful clinical quality data at the national and state levels, including down to the county
and ZIP code levels.

QUESTIONS: As opposed to the data found in the 2016 Physician Quality Reporting System Experience
Report and 2018 Value-Based Payment Modifier Program Experience Report (based on 2016
performance), what is the agency’s rationale for providing less information for the QPP than previously
reported for past CMS quality programs? Where is the transparency and complete data throughout the
2017 QPP Experience Report and appendix?
COMMENT NO. 12
We note that the Experience Report and appendix contain no data that show the number or percentage of
clinicians who accessed their MIPS Performance Feedback to see their 2017 MIPS final scores and
payment adjustment determinations for the 2019 payment year. We believe performance feedback is the
most critical component of the QPP. What is the program for if not for providing actionable feedback to
inform clinicians’ quality improvement efforts to improve individual and population health outcomes and
reduce health care costs among their Medicare beneficiaries?
MACRA requires that CMS at a minimum provide MIPS-eligible clinicians with timely (such as
quarterly) confidential feedback on their performance under the quality and cost performance categories.
CMS also lists among its QPP strategic objectives that it will “improve data and information sharing on
program performance to provide accurate, timely, and actionable feedback to clinicians and other
stakeholders.” However, the current timeframe for final performance feedback is seven months after the
close of the performance year.
Additionally, the release of MIPS Performance Feedback initiates the targeted review period, which is
another critical component of the QPP. We believe clinicians deserve an open and transparent process to
appeal errors in their data, before performance scores are reported publicly on Physician Compare. For
this reason, in addition to the data errors CMS announced as corrected on Sept. 13, 2018, we also would
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like to know how many clinicians filed requests for targeted reviews for issues identified in their MIPS
Performance Feedback and/or payment adjustment determinations.
QUESTIONS: How many clinicians accessed their final 2017 MIPS Performance Feedback? How many
clinicians filed requests for targeted reviews due to errors by issue type (CMS error, vendor error,
clinician error, and the like)? What were the outcomes of the targeted reviews? Most importantly, how
many clinicians understood their MIPS Performance Feedback? If CMS is not collecting data on this last
question at the time clinicians access their performance feedback, we recommend the agency ask
clinicians this question via the QPP portal to better understand whether the current format and CMS
guides and fact sheets are effective.

---

