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The Math of MIPS
Over my years as an ardent reader of everything published by Medicare and the Office of Inspector General, I’ve become 
extremely analytical of their claims. This passion to analyze became something most would label as an obsession as soon 
as the Merit-based Incentive Payment System (MIPS) was released for comment. During countless hours of reading, 
reviewing, and discussing directly with MIPS representatives, I was finally able to digest the purpose and meaning of the 
program. But one thing kept coming back to me, and it was the “Math of MIPS”. 

This e-book is part compendium, part resource, and a full commentary on the profitability as it relates to fully reporting 
all of the data within the MIPS program. Not only will you want to know if you even have to deal with MIPS (you may be 
exempt), but you’ll want to know if it is a financially viable process. That is the ultimate purpose of the final section of 
this e-book.

So, will fully participating in MIPS be a profitable action for your practice? Maybe. Maybe, not. My advice, you must 
know the cost to participate as it relates to the reward before making any decisions.

What IS MIPS?
The Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) repeals the Medicare Sustainable Growth Rate 
(SGR) methodology for updates to the Physician Fee Schedule (PFS) and replaces it with a new approach to payment 
called the Quality Payment Program that rewards the delivery of high-quality patient care through two avenues:  
Advanced Alternative Payment Models (Advanced APMs) and the Merit-based Incentive Payment System (MIPS) for 
eligible clinicians or groups under the PFS.

This final rule, with comment period, establishes MIPS as a consolidation of components of three existing programs, 
the Physician Quality Reporting System (PQRS), the Physician Value-based Payment Modifier (VM), and the Medicare 
Electronic Health Record (EHR) Incentive Program for Eligible Professionals (EPs), and will continue the focus on quality, 
cost, and use of certified EHR technology (CEHRT) in a cohesive program that avoids redundancies.

How is MIPS Different from Past CMS Programs?
MIPS gives clinicians the option to choose how they’ll participate. For the 2017 transition year, MIPS eligible clinicians 
have the opportunity to “pick their pace” of participation in the performance period by submitting a minimum amount of 
data, 90-days of data, or a full year of data. This means, if you’re eligible, you don’t have to submit data for the full year 
to escape a fee reduction and possibly gain a small fee bonus. This is totally different from the current PQRS and  
Meaningful Use programs that require 100% compliance to avoid fee reduction penalties.

In addition, MIPS offers a low-volume threshold that exempts many clinicians with a low volume of Medicare Part B  
payments or patients.
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Am I Exempt? How is MIPS Participation Determined?
Clinicians who need to submit data to MIPS
If you’re included in MIPS in 2017, you will need to decide whether to report as an individual or with a group. For 2017 
(Performance Year 1), these clinicians will be included in MIPS:
• 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)
• Clinicians included are those who have billed more than $30,000 in Medicare Part B allowable charges and have 

more than 100 Part B-enrolled Medicare beneficiaries

Clinicians who aren’t included in MIPS
If you’re exempt from MIPS in 2017, you will not need to do anything else for MIPS this year. For 2017  
(Performance Year 1), these clinicians will be exempt from MIPS:
• Clinicians who enroll in Medicare for the first time in 2017
• Clinicians who participate in an Advanced APM and are either a Qualifying APM Participant (QP) or Partial QP
• Clinicians who bill Medicare for $30,000 or less
• Clinicians who have provided care for 100 Medicare patients or fewer
• Clinicians who are not in a MIPS-eligible specialty

MIPS lookup tool: https://qpp.cms.gov/participation-lookup

2017 Performance Period Determinations
For the 2017 MIPS performance period and the 2019 MIPS payment year, CMS will make low-volume status  
determinations based on satisfying either low-volume threshold in either one of the following evaluation periods:
• Historical claims data: September 1, 2015 – August 31, 2016
• Performance period claims data: September 1, 2016 – August 31, 2017

2018 Performance Period Determinations
For the 2018 MIPS performance period and the 2020 MIPS payment year, CMS will make low-volume status  
determinations based on satisfying either low-volume threshold in either one of the following evaluation periods:
• Historical claims data: September 1, 2016 – August 31, 2017
• Performance period claims data: September 1, 2017 – August 31, 2018

Low-Volume Threshold in 2018 and 2019
2018 - It is currently proposed to increase the threshold to exclude individual MIPS eligible clinicians or groups with 
≤$90,000 in Part B allowed charges or ≤200 Part B beneficiaries during a low-volume threshold determination period 
that occurs during the performance period or a prior period.

2019 – It is currently proposed to let clinicians opt-in to MIPS if they exceed 1 or 2 of the low-volume threshold  
components of Medicare revenue, or number of Medicare patients.
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If You’re Eligible, When Does MIPS Start?
You get to pick your pace for the Quality Payment Program. You can choose to start anytime between January 1 and  
October 2, 2017. Whenever you choose to start, you’ll need to send in your performance data by March 31, 2018. 

Eligible physicians must submit MIPS data to Medicare beginning January 1, 2018 and no later than March 31, 2018 to 
qualify for a positive or neutral payment adjustment that will affect your 2019 Medicare Part B payments, and to avoid 
up to a 4% negative payment adjustment in 2019.

MIPS Overview
If you decide to participate in MIPS, you will earn a performance-based payment adjustment to your Medicare payment.

How Does MIPS Work?
You earn a payment adjustment based on evidence-based and practice-specific quality data. You show you provided 
high quality, efficient care supported by technology by sending in information in the following categories.

New Category    Replaces   Start Date of Calculation
Quality     PQRS    2017 for 2019 Reimbursement
Advancing Care Information  Meaningful Use   2017 for 2019 Reimbursement
Cost     Value Based Modifier  2018 for 2020 Reimbursement
Improvement Activities (IA)  *New Category   2017 for 2019 Reimbursement

Eligible providers will submit data in 2017 (reported by March 2018). The data will be reviewed in 2018 and will have  
a 4% maximum bonus impact on your 2019 Medicare fee schedule.

Breakdown of Categories:
QUALITY – 2017 for 2019 = 60% of MIPS Bonus
• Most participants: Report up to 6 quality measures, including an outcome measure, for a minimum of 90 days.
• Groups using the web interface: Report 15 quality measures for a full year. To submit data as a group through the 

CMS Web Interface, you had to register your group between April 1, 2017 and June 30, 2017.

List of Quality Measures: https://qpp.cms.gov/mips/quality-measures
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ADVANCING CARE INFORMATION – 2017 for 2019 = 25% of MIPS Bonus
• Fulfill the required measures for a minimum of 90 days: Security Risk Analysis, e-Prescribing, Provide Patient Access, 

Send Summary of Care, Request/Accept Summary of Care
• Choose to submit up to 9 measures for a minimum of 90 days for additional credit.
• For bonus credit, you can: Report Public Health and Clinical Data Registry Reporting measures, Use certified EHR 

technology to complete certain improvement activities in the improvement activities performance category
OR
• You may not need to submit advancing care information if these measures do not apply to you.

List of Advancing Care Information: https://qpp.cms.gov/mips/advancing-care-information

COST – 2017 for 2019 = 0% of MIPS Bonus
• No data submission required. Calculated from adjudicated claims.

IMPROVEMENT ACTIVITIES – 2017 for 2019 = 15% of MIPS Bonus
• Most participants: Attest that you completed up to 4 improvement activities for a minimum of 90 days.
• Groups with fewer than 15 participants or if you are in a rural or health professional shortage area: Attest that you 

completed up to 2 activities for a minimum of 90 days.

List of Improvement Activities: https://qpp.cms.gov/mips/improvement-activities

Additional issues to consider as it relates to Improvement Activities (formerly Meaningful Use)
There is an additional meaningful use objective pertaining to Risk Analysis and attestation. There are three points: 
1. perform a security risk analysis, 
2. apply security updates as needed, 
3. remediate any problems that the risk analysis discovers.

EHR vendors do NOT play a role in this measure. This is the only core measure that cannot be provided by the EHR 
system; as such, it is entirely up to the practice to perform.

Because this is an “attestation only” measure, the practice doesn’t submit any “proof of compliance” to CMS. But, the 
documentation of security measures taken should be kept on file in case of an audit. You should retain the risk analysis 
report, a review history, and the agreed-upon corrective actions that you’ll take.

There is no way to mitigate this requirement, it’s a yes/no attestation – either you’ve done this or you haven’t.



6

The Math
Minimum to Become MIPS Eligible:
Using Florida’s fee schedule* as the example

$30,000 of allowed charges ÷ $40.85* = 735 adjustments submitted with AT modifier and allowed
735 AT Adjustments ÷ 52 weeks = 15 AT Adjustments per week

Per 98941: 
Allowed amount:   $40.85
80% reimbursed:   $32.68
2019 bonus 4%:   $  1.31
Meaningful Use 15% of 4% $    .20

735 AT Adjustments X $.20 = $147/year Improvement Activities (Meaningful Use) bonus
This means the average bonus of twenty cents for each 98941 delivered only creates a bonus payment of $147 per year. 

The hard and soft cost of obtaining the Improvement Activities (Meaningful Use) bonus:
Drug Interaction subscription (one year):      $   480
Staff cost 100 patients X 5 mins @ $12/hour ($1)     $   100
HIPAA Security & Risk Assessment @ $350/mo     $4,200
Total cost per year to attest to Improvement Activities (Meaningful Use) bonus: $4,780

Cost to make up for the IA (MU) 15% of 4% 2019 MIPS Bonus
Cost of $4,780 ÷ 2019 IA (MU) Bonus $.20 = 23,900 AT adjustments given per year to break even
23,900 X $40.85 = $976,315 needed to perform in Medicare services per year to break even

Cost to make up for the total 4% MIPS Bonus:
Cost of $4,780 ÷ total 2019 bonus $1.31 = 3,649 AT adjustments given per year to break even
3,649 X $40.85 = $149,062 needed to perform in Medicare services per year to break even
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Conclusion:
The intention of MIPS is to move from a fee-for-service based payment system to a quality-based value system. While 
it is commendable to try this, the program also has to be reviewed in the light of what is best for your practice. Yes, the 
bonus will increase from 4% in 2019 up to a possible 9% in the future. But remember, this entire program is meant to 
be budget neutral, meaning if everyone does just enough to avoid the penalties there is no money for a bonus.

That is where you must look at where the cost of obtaining the MIPS bonus crosses what the actual bonus for your office 
is. If you are part of a large group practice that processes $300,000+ dollars a year in Medicare active care visits, this may 
be a workable situation. On the other hand, if you are just over the $30,000 threshold to become MIPS eligible it will 
probably be cost prohibitive (as demonstrated above) to attempt to get the full bonus.

The only person who can decide if you should try to get it all or report just enough to stay out of all the additional work 
and expense is you. But, before you do, make sure you know your numbers in order to figure out The Math of MIPS.
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https://qpp.cms.gov/about/resource-library
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