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OPINION

Coming to Grips With MIPS
BY RUTH D. WILLIAMS, MD.

O

n March 26, 2015, just before a 2-week recess,
Congress eliminated the long-despised sustainable
growth rate (SGR) formula by passing H.R. 2, the
Medicare Access and CHIP Reauthorization Act (MACRA).
And as the legislators filed out of the chamber in the south
wing on the way to a vacation, I can imagine them releasing
a collective sigh of relief knowing that (finally) they had done
away with the annual SGR ritual. No more phone calls from
constituent ophthalmologists about repealing the flawed
SGR. And now we have MACRA and its Merit-Based Incentive Payment System (MIPS).
Twenty months after SGR was repealed, the Republicans
swept the 2016 elections and many physicians wondered
what that might mean for MIPS. Some asked whether MIPS
reporting would go away if Obamacare was repealed, associating MACRA/MIPS with the Affordable Care Act (ACA),
and indeed, the 2 statutes were designed to go hand in hand.
However, nearly everyone was in favor of replacing the SGR:
MACRA passed with a vote of 392-37 in the House and 92-8
in the Senate, making it perhaps the most bipartisan action
of Congress in years—something that could not be said
about the ACA.
Changes to MACRA and MIPS are much more likely to
occur on the regulatory side. Indeed, a degree of regulatory leeway was built into MIPS for the first 2 performance
years (2017 and 2018). For example, CMS revised the MIPS
requirements for 2017 by implementing a pick your pace
approach as a transition to full MIPS reporting. This year,
to avoid the 4% reimbursement penalty in 2019, physicians
only need to report on 1 quality measure or 1 improvement
activity or the advancing care information (ACI) base score
measures. If reporting a quality measure, they only need to
report it once on 1 patient to avoid the penalty; if performing an improvement activity or the ACI base score measures, they need to do so for 90 days. However, a minimalist
approach to reporting leaves no margin for error.
The Academy urges ophthalmologists to fully participate
in MIPS reporting this year because it is a great opportunity
to learn the nuances of reporting with very little risk of a
negative outcome. Furthermore, you might qualify for the
exceptional performance bonus if you report on all 3 of
this year’s performance categories: quality (which replaces
PQRS), ACI (which replaces the meaningful use program),
and improvement activities. If you don’t have an electronic

health record (EHR) system you may earn a small bonus, but
unless you are exempt from ACI, it would take a near perfect
performance to earn the exceptional performance bonus.
Some practices will choose to report MIPS as a group
instead of the individual clinicians each reporting separately.
The clinicians in the group report the same quality measures, the same ACI measures, and the same improvement
activities, and they all get a single 2017 final score. There
are some advantages to group reporting. For example, if just 1 clinician
in the group performs an
improvement activity, that
activity contributes to the
group’s final score and
everybody benefits. The
group’s 2017 final score
determines the 2019 payment adjustments for all
members of the group.
It is likely that MIPS
and MACRA will be a continuing reality for ophthalmologists. As this MIPS Manual
went to press, CMS published its
Ruth D.
proposed MIPS rules for 2018. It has
Williams, MD
asked for feedback and probably won’t
Chief Medical
finalize the rules until October or
November. Some of the proposed rules Editor, EyeNet
are a step forward (e.g., bonus points
for managing complex cases); others are a step back (e.g.,
reduced credit for quality measures that are “topped out”).
After the Academy has finished assessing how the proposals
would impact ophthalmologists and their patients, it will
make its case to CMS.
In the meantime, you should make the most of 2017.
Because of the relaxed pick your pace requirements, you have
an opportunity to refine reporting processes and assess MIPS
readiness with little risk of a negative payment adjustment.
I’ve read a lot on the internet about MIPS, and EyeNet
Magazine has the most concise, accurate, and understandable information available on MIPS for ophthalmologists.
EyeNet’s 5-part series on MIPS was terrific and this MIPS
supplement provides all the information in 1 place. Save this
booklet; it could be a valuable reference resource all year.
A SUPPLEMENT TO EYENET MAGAZINE
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GET UP TO SPEED, FAST!

MIPS—Know the Basics
BY REBECCA HANCOCK, FLORA LUM, MD, CHRIS MCDONAGH, CHERIE MCNETT,
JESSICA PETERSON, MD, MPH, MOLLY PELTZMAN, AND SUE VICCHRILLI, COT, OCS.

O

n Jan. 1, 2017, Medicare launched the Quality Pay
ment Program (QPP), which is its new system for
adjusting Medicare payments based on clinician
performance.

The Quality Payment Program provides 2 pathways: MIPS
and advanced APMs. You can participate either in the Merit-

Based Incentive Payment System (MIPS) or in an advanced
alternative payment model (APM). MIPS includes a hybrid
option—the MIPS APM—for clinicians who are in an ac
countable care organization (see “APMs in Brief,” page 45).
This EyeNet supplement focuses on MIPS. Advanced
APM options will initially be limited for ophthalmology,
so most Academy members will be MIPS participants.
Many aspects of MIPS may seem familiar. If you have par
ticipated in CMS’ previous quality reporting programs—such
as the Physician Quality Reporting System (PQRS)—then
many aspects of MIPS reporting will seem familiar to you.
Some initial wiggle room. For MIPS’ inaugural year,
CMS has eased the reporting requirements and made it easy
to avoid the payment penalty. Use this transition year to (1)
determine your best strategy for MIPS and (2) establish and
fine-tune your MIPS procedures so you’ll be ready for 2018,
when CMS is expected to start ramping up the reporting
requirements.

Scoring, Bonuses, and Penalties
Your 2017 MIPS final score (0-100 points) will be based on
3 performance scores:

Improvement activities score contributes up to 15 points.
This performance category is entirely new. You may also see
this category referred to as clinical practice improvement
activities (CPIAs), which was the term CMS used in an early
draft of the MIPS regulations. For an overview, see Table 3,
page 12.
Advancing care information (ACI) score contributes up
to 25 points. The ACI performance category replaces the
meaningful use (MU) program for electronic health records
(EHRs). For an overview, see Table 4, page 13.
Quality score contributes up to 60 points. The quality
performance category replaces the Physician Quality Report
ing System (PQRS). For an overview, see Table 5, page 14.
In 2019, CMS plans to start factoring a fourth performance category—cost—into your MIPS final score (see
Table 1). You don’t report any data for cost; CMS will deter
mine your cost score based on Medicare claims data.
Your 2017 MIPS final score (0-100 points) will impact
your 2019 payments. If your 2017 final score is:

• 0 points, your 2019 Medicare payments will suffer a pay
ment penalty of 4%;
• 3 points, you’ll get no penalty and no
bonus;
Table 1: MIPS Final Score: 2017-2019
• more than 3 points but less than 70
points, you will get a small bonus; or
Your 2017 MIPS final score is based on how CMS rates you in 3 performance
• 70-100 points, you will get a modest
categories. In 2017 and 2018, quality contributes the lion’s share of points
bonus.
to your final score, but that is slated to change, as shown below.
Performance Category

Quality
+ ACI
+ Improvement
activities
+ Cost
= MIPS final score

During the inaugural year of MIPS,
avoiding the penalty is easy. For the

Performance Year

2017 performance year, the 2 easiest
ways to avoid the payment penalty are:
• submit data on 1 quality measure 1
time on 1 patient to score 3 points, or
• report on 1 improvement activity to
score 10 or more points.

2017

2018

2019

0-60 points

0-60 points*

0-30 points

0 or 12.5-25
points

0 or 12.5-25*
points

0 or 12.5-25
points

0-15 points

0-15 points*

0-15 points

0 points

0 points*

0-30 points

0-100 points

0-100 points

0-100 points

* Scoring for 2018 won’t be finalized until CMS publishes its final rule for 2018
(expected in October 2017).

Do more than the bare minimum.

If you plan to avoid the penalty by
reporting only 1 quality measure just
1 time or by reporting just 1 improve
ment activity, you will have no margin
for error. The Academy urges you to
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Not all MIPS eligible clinicians must participate in MIPS.

report more than the bare minimum.
What if you don’t have an EHR system? If

you don’t have
an EHR system, your ACI score will be 0%. Unless one of
the ACI exemptions applies (see “Some Physicians May Be
Exempt From ACI,” page 27), your maximum final score will
be 75 points.

You are exempt from MIPS if at least 1 of the following 3
exclusions applies.
Exclusion 1—MIPS eligible clinicians who are new to
Medicare. If you enroll in Medicare for the first time in 2017,

For 2017, CMS has set the performance period at 90 consecutive days. If you plan to tackle more than 1 performance

and you have not previously submitted claims under Medicare, you will be exempt from the MIPS rules for the 2017
performance year. Furthermore, MIPS eligible clinicians who
enroll in Medicare toward the end of 2017 may also fall within
the low-volume exemption for the 2018 performance year.

category (e.g., quality and improvement activities), it is OK for
each category to have a different 90-day performance period.

Exclusion 2—MIPS eligible clinicians who are below the
low-volume threshold. You will be exempt from the MIPS

In 2017, you can score quality points with a performance
period shorter than 90 days. This year, CMS gives you 3

rule if, over a 12-month period (see below), you:
• receive no more than $30,000 from Medicare Part B, or
• care for no more than 100 Medicare Part B beneficiaries.

Performance Period

points—enough to avoid the payment penalty—for submitting data on a quality measure, even if you don’t satisfy the
standard submission thresholds, such as the 90-day performance period.
Consider reporting for more than 90 days. You are likely
to get a higher score for quality with a longer performance
period—ideally a full calendar year (see “The Performance
Period for Quality,” page 35).
Who Does (and Doesn’t) Take Part in MIPS
MIPS introduces a new term—the MIPS eligible clinician.

MIPS eligible clinicians are defined as physicians (which, for
this purpose, includes optometrists), physician assistants,
nurse practitioners, clinical nurse specialists, and certified
registered nurse anesthetists, as well as groups that include
such clinicians.

You have 2 12-month periods to qualify for the low-volume exclusion. To see if you are exempt for the 2017 perfor-

mance year, CMS will review your data for 2 time periods:
• Sept. 1, 2015, to Aug. 31, 2016
• Sept. 1, 2016, to Aug. 31, 2017
If you are below the low-volume threshold during either
of these time periods, you will be exempt—even if you surpass the threshold in the other time period.
Exclusion 3—MIPS eligible clinicians in advanced APMs.

If you are participating in an advanced APM (see “APMs in
Brief,” page 45), you may be exempt from the MIPS rule if
you satisfy the APM track’s reporting thresholds.
Do you need to take part in MIPS? In May, you should
have received a letter from CMS indicating whether you are
a MIPS eligible clinician and whether any of the 3 exclusions

Table 2: Select Your Reporting Mechanism(s)
Submission Mechanism

Improvement
Activities

ACI

Used
By

It Involves

No

Individuals

Real-time reporting

No

Individuals
or groups

Manual data entry

•

No

Individuals
or groups

Manual data entry

•

Yes

Individuals
or groups

Automated data
extraction

•*

Yes

Individuals
or groups

A possible fee

Quality

•

Medicare claims
Attestation via CMS
web portal*

•

•

IRIS Registry web portal

•

•

IRIS Registry/
EHR integration
EHR vendors

Need
EHR?

Performance Category

•*

•*

Four factors to consider when selecting your reporting mechanism(s):
• For each performance category, you can only use 1 reporting mechanism.
• You don’t have to use the same reporting mechanism for all performance categories.
• For a given performance category (e.g., improvement activities), everybody in the group must use the same reporting mechanism (e.g., the IRIS Registry web portal).
• The IRIS Registry offers the least burdensome and most ophthalmology-focused reporting options.
* Contact your EHR vendor to confirm which performance categories you can report through them; also ask the vendor for
its reporting deadlines.
10
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apply to you. This information is also
available online: Visit https://qpp.cms.
gov/learn/eligibility and enter your
10-digit National Provider Identifier.
Later this year, CMS will perform a
second review of clinicians—reviewing
services provided from Sept. 1, 2016,
to Aug. 31, 2017 (see “Exclusion 2,”
above)—to see if any providers should
be added to the low-volume exclusion
list.
Smaller Practices Get a Break
The MIPS program defines smaller
practices as those with fewer than 16
MIPS eligible clinicians. This year,
small practices score double for improvement activities.
Next year, CMS has proposed that
small practices would get their own
bonus points, would have their own
ACI hardship exemption, and would
continue to have a 3-point floor for
quality measures.

What Is
Pick Your Pace?

CMS has promoted 2017 as a transitional year
when you can pick your pace for MIPS participation. In its educational materials, CMS
describes 3 options for participating in MIPS during the program’s first year:
• Test pace of participation. This option involves avoiding the payment
penalty by doing the minimum needed for 1 performance category, with
quality being the easiest option. For instance, if you submit 1 quality
measure just 1 time on 1 patient, you will score 3 points, which is enough
to avoid the payment penalty. Although CMS terms this the “test pace” of
participation, reporting just 1 quality measure only 1 time won’t test your
readiness for MIPS. It is more analogous to the “Get Out of Jail Free” card
in the classic board game Monopoly—with a minimal amount of effort you
can avoid a significant penalty. To give yourself some room for error, the
Academy urges you to do much more than the bare minimum.
• Partial year participation. Participate for at least 90 days and you will be
able to score more than 3 points for each quality measure that you report,
and you also will be able to score points for the improvement activities and
ACI performance categories.
• Full year participation. Participating for a full year will help prepare you
for the 2018 performance year, when the performance period for quality
is expected to increase to 12 months, and it may boost your quality score
(see “The Performance Period for Quality,” page 35).

Use of TINs and NPIs as Identifiers
Individuals. If you are participating in MIPS as an individual,
CMS will use both your Tax Identification Number (TIN) and
National Provider Identifier (NPI) to distinguish you as a
unique MIPS participant. You must use the same TIN/NPI
combination for all performance categories. If you report
more than 1 TIN/NPI combination—because, for instance,
you practice in more than 1 location or you move to a new
practice—you will be assessed separately for each TIN. Physicians in such situations should meet the reporting requirements at all the TIN/NPI combinations where they practice
during the performance year.
MIPS groups. If you and your colleagues choose to participate jointly as a group, the group’s TIN alone will be your
identifier for all the performance categories.
APM entity group. If you and your colleagues participate

CMS Web Portal
Versus CMS
Web Interface

jointly as an APM entity group, each MIPS eligible clinician
within that group would be identified by a unique APM
participant identifier. For example, all clinicians participating
in a track 1 ACO will receive the same score.
Bonuses and penalties. Payment adjustments will be
applied at the TIN/NPI level, regardless of whether you participate in MIPS as an individual, as part of a MIPS group, or
as part of an APM entity group.
Your 2017 final score will follow you to your next practice. Your final score for the 2017 performance year will

impact your payment adjustment during the 2019 payment
year, and—unlike PQRS—this is the case even if you move
to a new practice after the 2017 performance year finishes.
In other words, when CMS determines your 2019 payment
adjustment, it will look at the 2017 final score that was
associated with the TIN you were using in 2017, not the 2017
final score that is associated with your
new practice’s TIN.

The MIPS program uses 2 similar terms for
2 very distinct reporting options—the CMS
web portal and the CMS Web Interface.
The CMS web portal can be used to report
ACI measures and improvement activities.

CMS has said that when this attestation portal goes live, you will find a link
for it at https://qpp.cms.gov. The Academy recommends that you use the
IRIS Registry web portal, which is geared exclusively toward ophthalmology.
The CMS Web Interface is used for reporting quality by some large practices that provide primary care services. It is a quality reporting option that has

its own reporting requirements, its own set of quality measures (mostly primary care–based), and a 12-month reporting period. It replaces the PQRS
program’s GPRO Web Interface and is only available to practices that have
at least 25 MIPS eligible clinicians reporting quality data.

Use the IRIS Registry
As with PQRS, the Academy IRIS
Registry (aao.org/iris-registry) will
provide 2 platforms to help you tackle
MIPS—one requires EHRs (integrating
your EHR system with a clinical data
registry) and the other doesn’t (manual
data entry via a web portal). In ophthalmology, the IRIS Registry is the
MIPS tool of choice. Here’s why:
• If you use the web portal, you will
gain access to additional ophthalmology-specific measures. The Academy
A SUPPLEMENT TO EYENET MAGAZINE
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developed the so-called non-MIPS measures specifically
for ophthalmology (see “MIPS Versus Non-MIPS Quality
Measures,” page 34 and Table 16, page 41).
• If you use EHR integration, use the dashboard to monitor performance. The IRIS Registry dashboard can act as
an early warning system, alerting you to problems with your
quality reporting while you still have time to take corrective
action.
• Reduce your reporting burden. Compared with other
reporting options, the IRIS Registry involves less labor and—
thanks to its dashboard—less uncertainty.
• Rely on a reporting mechanism that is focused exclusively
on ophthalmology. The Academy developed the IRIS Registry as part of its mission to support ophthalmologists and
their patients.
• Registries will play an increasingly important role in
MIPS. The IRIS Registry will play an even more prominent
role than under earlier CMS reporting programs, particularly
in the improvement activities performance category.
CMS approves registries for MIPS reporting annually.

This year, CMS published its list of approved Qualified
Clinical Data Registries on May 25. CMS hopes to issue these
approvals much earlier next year. (The IRIS Registry appears
on the CMS’ list of approved Qualified Clinical Data Registries, not the list of Qualified Registries.)

Next Steps
Decide how you will report. You don’t have to use the same

reporting mechanism across all performance categories. For
instance, you can report quality and improvement activities
using the IRIS Registry and report ACI using your EHR vendor. However, within each performance category, you typically must use just 1 reporting mechanism—the exception is
the Consumer Assessment of Health Providers and Systems
(CAHPS) for MIPS survey, which can be used as a second
data submission mechanism for quality—but this won’t be
applicable for most ophthalmologists.
Consider group reporting. Your practice can report as a
group if it includes at least 2 MIPS participants. For the pros
and cons of reporting as part of a group, see page 17.
Make the most of Academy and AAOE resources. See
page 46.
Physician leadership will be critical. Although CMS has
made it easy to avoid the payment penalty during MIPS’ first
year, the reporting requirements—and the payment penalties—are expected to ramp up rapidly over the next 2 years.
Because so much money will ultimately be at stake, a physician ought to oversee your practice’s MIPS planning and
processes, which should be implemented by experienced staff
who are knowledgeable about MIPS’ precursors (the PQRS,
EHR meaningful use, and value-based modifier programs).

Table 3: Improvement Activities Overview
FIRST STEPS
Decide whether to participate in MIPS
as an individual or as part of a group.

You will need to participate in the
same way—as an individual or as part
of a group—for all MIPS performance
categories. There are pros and cons
to each approach. (See page 17.)
Pick your reporting mechanism.

tion of your practice (see “Scoring
Summary,” below).
If you use EHR, go for the ACI
bonus for using CEHRT for improvement activities. Certain activities not

only contribute to your improvement
activities score but also can boost
your ACI score if performed using a
certified EHR technology (CEHRT).

You can attest to your improvement
activities performance via the CMS
web portal, EHR vendor, or the IRIS
Registry web portal.

A yes/no approach to reporting improvement activities. To score points

REPORTING AT A GLANCE

In case of a future audit, document
performance of your improvement
activities. For each activity, CMS has

The minimum performance period is
90 consecutive days. In 2017, the im-

provement activities, ACI, and quality
performance categories each have a
minimum performance period of 90
days—but you don’t have to use the
same 90-day period for all 3 categories.
To get the maximum score, you
must perform and report 1 to 4 improvement activities. The number of

activities depends on how they’re
weighted, and on the size and loca12
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for an activity, affirm (yes) that you
successfully performed that activity
for at least 90 consecutive days.

published examples of acceptable
documentation (see pages 21-24).

SCORING SUMMARY
How many points do you get for an activity? It depends on how the activity

is weighted (and whether you’re able
to double the score). If the activity
weight is:
• Medium—10 points (double score:
20 points)

• High—20 points (double score: 40
points)
Who scores double? Those who are:
• in small practices (< 16 MIPS eligible
clinicians)
• in rural practices
• in practices in geographic health
professional shortage areas (HPSAs)
• non–patient-facing MIPS participants
Maximum score is 40 points. So
a small practice could max out by
reporting 1 high-weighted activity.
Calculating your improvement activities score (0%-100%): CMS divides

your total number of points by 40
and turns the resulting fraction into a
percentage. For example, if you get
30 points, your ACI score would be
75%. This is your improvement activities score.
Your improvement activities score
(0%-100%) contributes up to 15 points
to your MIPS final score. For exam-

ple, if your improvement activities
score is 75%, it would contribute 11.25
points.
For a deeper dive, see pages 18-24.
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Table 4: Advancing Care Information (ACI) Overview
FIRST STEPS

Calculating the ACI Score

Decide whether to participate in MIPS
as an individual or as part of a group.

There are pros and cons to each approach. (See page 17.)

Add 4 Scores Together

Contribution to
ACI Score

Base score

1

Mandatory or Optional?

0% or 50% Mandatory

Pick how you’ll report ACI measures.

Choose to attest through the CMS
web portal, your EHR vendor, or the
IRIS Registry web portal.
Your EHR system must be a certified EHR technology (CEHRT). There

are 2 types of certification: the 2014
edition and the 2015 edition.
An EHR system is mandatory for
ACI. If you don’t use EHRs, your ACI

score will be 0%.
Exemptions: Some clinicians are
exempt from ACI. (See page 27.)

REPORTING AT A GLANCE
AND SCORING SUMMARY
The minimum performance period is
90 consecutive days. (See page 25.)
There are 2 measure sets. If you

have a 2014-edition CEHRT, you can
use the 2017 ACI transition measure
set; if you have a 2015-edition CEHRT,
you also can use the ACI measure set.
Four scores contribute to your ACI
score: Base score, performance score,

and 2 bonus scores.
1

Base Score

Base score (0% or 50%) is mandatory. If your base score is 0%, your

+

performance score

3

+

registry bonus score

0% or 5% Optional

+

CEHRT for
improvement activities
bonus score

0% or 10% Optional

4

=

Performance Score

Performance score (0%-90%),
is based on your performance rate
for the measures that you report. For

instance, the Patient-Specific Education measure can contribute 0%-10%
to your ACI performance score. If you

measures—3 are required (score
0%-10% for each) and 6 are optional
(0%-10% for each).

report to the IRIS Registry.

If reporting the 2017 ACI transition measures set: Report on up to 7

CEHRT for improvement activities
bonus score (0% or 10%). If you use

performance score measures—2 are
required (score 0%-20% for each)
and 5 are optional (0%-10% for each).

CEHRT functionality for an improvement activity, you earn points for
your improvement activities score
and a 10% bonus for your ACI score.
For a deeper dive, see pages 25-31.

If reporting the ACI measure set:

Report on up to 9 performance score

3

4

Two Bonus Scores

Registry bonus score (0% or
5%). You can get a 5% bonus if you

2017 ACI Transition Measure
Set (Recommended)

ACI Measure Set

Number of
measures:

11 measures (see Table 11, page 28)

15 measures (see Table
12, page 30)

You must
report:

4 base score measures (2 of these
also are mandatory performance
score measures)

5 base score measures
(3 of these also are
mandatory performance
score measures)

You can
choose to
report:

5 optional performance score
measures, 2 registry bonus
measures

6 optional performance
score measures, 4 registry bonus measures

Can be
reported
using:

2014- or 2015-edition CEHRT or a
mixture of the 2 if using modular
approach

2015-edition CEHRT or
a mixture of 2014- and
2015- edition CEHRT
modules

Provenance:

Adapted from meaningful use pro- Adapted from meaninggram’s modified stage 2 measures ful use program’s stage
3 measures

The reporting threshold is fairly
low. For the Security Risk Analysis

2

0%-100% Capped at 100%

meet that measure’s requirements
for 33% of applicable patients, you
would score 4% for that measure.
Mandatory or optional? Some
performance score measures are also
base score measures, and are therefore required; the rest are optional.

Base score is all or nothing. To get

measure, you must report that you
performed the analysis; for the other
base score measures, report a numerator of at least 1.

ACI score

Your ACI score (0%-100%) contributes up to 25 points to your MIPS final
score. For example, an ACI score of 80% contributes 20 points.

entire ACI score is 0%.
the full 50%, successfully report all 4
base score measures from the 2017
ACI transition measure set (or all 5
from the ACI measure set); if you fall
short, you get 0%.

0%-90%

Some measures mandatory; most optional

2
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Table 5: Quality Overview
FIRST STEPS
Decide whether to participate in MIPS
as an individual or as part of a group.

You must participate in the same way
for all performance categories. There
are pros and cons to both approaches. (See page 17.)
Pick your reporting mechanism for
quality measures:

If you don’t have a certified EHR
system, you can choose to report via:
• claims or
• the IRIS Registry web portal.
If you do have a certified EHR
system, you also can report via:
• IRIS Registry/EHR integration or
• your EHR vendor.
Pick which quality measures to report. Your choice of reporting mecha-

nism will determine which measures
you can choose from. (See Table 15,
page 38).

REPORTING AT A GLANCE
For all 4 of the reporting mechanisms
listed above, your reporting requirements are as follows.
You can avoid the MIPS payment
penalty with minimal reporting. Just

report on 1 quality measure, 1 time for
1 patient.
To maximize your quality score, you
should do the following:

• Report at least 6 quality measures.
Up to 6 quality measures contribute
to your quality score; if you report
more than 6, CMS will use the 6 measures that produce the highest score.
• Include at least 1 outcome quality
measure (if no outcome measure is
available, report another high-priority
measure).
Editor’s note: Other reporting
options—such as CMS Web Interface
and MIPS APMs—involve different
reporting requirements.
Submission thresholds: For each
quality measure that you report, you
should do both of the following:
1) Meet the case minimum requirement: Report at least 20 cases.
2) Meet the data completion criteria: Submit data for at least 50% of …

• Medicare patients (if submitting by
14
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claims) or
• Medicare and non-Medicare patients (if submitting data via the IRIS
Registry or your EHR vendor)
… who were seen during a period
of at least 90 consecutive days and
for whom the measure applies. This
period of at least 90 days is known
as the performance period. For some
quality measures, you may get a
higher score with a longer performance period.*
Report at least 1 Medicare patient.

The data completion criteria include
a requirement that you include data
for at least 1 Medicare patient for at
least 1 quality measure

SCORING SUMMARY
How you are scored: If you submit

data for a quality measure, CMS
determines whether you met both of
the submission thresholds:
• If so, you get 3-10 points, based on
how you compare against a benchmark for that measure.†
• If not, you get 3 points.
High-priority bonus points: You
get no bonus points for your first
high-priority measure, but after that
you get:
• 2 points for an outcome or patient
experience measure, and
• 1 point for an appropriate use, care
coordination, efficiency, or patient
safety measure.
CEHRT bonus points: You may get
1 point for each quality measure submitted using EHR or IRIS Registry/
EHR integration.
Up to 12 (or 14) bonus points: The
high-priority and CEHRT bonuses
are each capped at 6 or—if you are
scored on the All-Cause Hospital
Readmission measure—7 points.
All-Cause Hospital Readmission

(ACR) measure: Larger groups (> 15

MIPS eligible clinicians) with at least
200 ACR cases will also be scored on
the ACR measure (up to 10 points).
You don’t need to report anything;
assessment is based on administrative claims. Most ophthalmologists
will not be evaluated on this measure.
Calculating your quality performance score (0%-100%):

1) CMS determines your numerator,
which is your total number of points
earned on as many as 6 measures
plus, if applicable, your ACR points
(if you submit data for more than 6
measures, CMS will determine which
6 would give you the highest score);
2) CMS divides that numerator by
your denominator, which is 60 (or 70
if the ACR measure applies); and
3) CMS turns the resulting fraction
into a percentage (capped at 100%).
This percentage is your quality
performance score.
Example: A large group practice reports 6 quality measures
and scores 41.5 points, based on its
performance rate for those measures.
It also scores a 3-point bonus for reporting high-priority measures and a
6-point CEHRT bonus. It adds those
together (41.5 + 3 + 6) to determine
its numerator (50.5). Because the
ACR measure applies, the denominator is 70. To determine its quality
score, it divides the numerator by the
denominator (50.5/70) and turns the
resulting fraction into a percentage
(72.14%).
Your quality score (0%-100%) contributes up to 60 points to your MIPS
final score. Example: If a physician’s

quality score is 72.14%, it would contribute 43 points (72.14% of 60) to
her final score.
For a deeper dive, see pages 33-41.

* You may need a longer performance period if you are going to satisfy the
case minimum criteria. And for some measures—e.g., “Cataracts: 20/40 or Better Visual Acuity Within 90 Days Following Cataract Surgery”—if your performance period is less than a year, you’ll be at a disadvantage when your data is
compared against a benchmark that is based on 12 months of data.
† Editor’s note: You can only score more than 3 points for a measure if a
benchmark can be established for that measure (see page 36).
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SOLVING PROBLEMS, SHARING SOLUTIONS

MIPS Tips From e-Talk
ADVICE FROM PARTICIPANTS IN THE AAOE’S E-TALK LISTSERV.

A

s ophthalmology practices work their way through
the first year of MIPS, they are sharing their strategies on e-Talk, which is a confidential, unmoderated listserv run by the Academy’s practice management
affiliate—the American Academy of Ophthalmic Executives
(AAOE).

IRIS Registry [for IRIS Registry/EHR integration].”
e-Talk: “Not all or nothing: Good news with MIPS and the
quality reporting category! Even if you don’t meet a measure,
you will still receive some points for reporting. Look for
opportunities to receive extra credit like submitting additional high-priority measures.”
e-Talk: “Our practice participates in a Medicare Shared
Savings Program Track 1 Accountable Care Organization
[ACO]. Most ACOs, like ours, are currently Track 1 and do
not bear financial risk and, therefore, are not considered
advanced alternative payment models [APMs] by CMS.
Although the ACO will report quality measures for our practice, we still plan to report our practice’s quality measures
using the IRIS Registry. In the unlikely event the ACO does
not report quality measures successfully, CMS will be able to
use the measures we report so that we can avoid any penalty
payment for our practice.”

Planning for MIPS
In May, the AAOE organized a “MIPS week” on e-Talk. The
listserv’s participants were asked to share their strategies for
tackling MIPS, and they responded with the following posts.
e-Talk: “Pick your pace—2017 is the year of flexibility
when considering the new MIPS program. If you successfully
submit a quality measure, you will avoid the penalty in 2019.
Consider maximizing points in all the categories to use 2017
as a year to learn more about this program. What do you
have to lose?”
e-Talk: “We developed a committee and have reviewed
each performance category of MIPS and chose our measures/ MIPS in Practice
activities. The committee meets bimonthly and consists of
The e-Talk listserv has been used to share tips on implementIT, an administrator, a billing manager, a tech supervisor,
ing MIPS, such as those discussed in these posts.
and a physician representative.”
e-Talk: “Our first focus has been on the quality section.
e-Talk: “For the quality measures, with extra points I think
Since the measures have not significantly changed [from
we will be in the high 40s to 50s of the 60 points available.
what they were in PQRS], we have not had to do a great deal
For improvement activities and ACI portions of MIPS
of EHR workflow training this year. We are working on reinwe must make other efforts. For us, the ACI portion is the
forcement and making sure that doctors and scribes undermost challenging.” (Editor’s note: For ACI, you can earn
stand not only the measure definition but also the place in
the 5% registry bonus by integrating your EHR system
the record where we are capturing the information. We use
with the IRIS Registry; IRIS/EHR integration will also
drop-down lists to improve compliance. Free texting often
help you satisfy several improvement activities [see Table 7,
makes for a better reading record but not necessarily one that
page 20].)
we can successfully map to the IRIS Registry.”
e-Talk: “We identified all the measures and boxes we neede-Talk: “MIPS quality is so much easier than PQRS. For
ed to tick to go well above and beyond any threshold (we’re
ACI, we are following the same protocol we did for meaninghedging our bets in case something
ful use last year. But we have steps put
goes wrong and we miss something),
into our systems to alert us when all the
and our clinical manager monitors our
How to Access e-Talk
requirements are not met. The front
numbers at least weekly. We had in-serdesk will alert the techs to make sure it
vice meetings with the doctors, techs,
The e-Talk listserv is confidential and
gets done. Also, using IRIS Registry will
and scribes to make sure they were
be the key this year. It is easy to routineunmoderated, and it is only open to
clicking any appropriate box in our
ly check on those IRIS Registry reports
members of the American Academy
EHR; we reviewed work-up protocol;
and see how we are doing.”
of Ophthalmic Executives (aao.org/
and we discussed proper terminology
e-Talk: “Will have a 1-page form that
member-services/join). Go to aao.
and documentation to coincide with
goes with the charge ticket to have the
org/practice-management and click
the mapping between our EHR and the “Listservs.”
physician check off that he has comA SUPPLEMENT TO EYENET MAGAZINE
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pleted all the requirements We will be reporting for 90 days
through both claims-based reporting and manual data entry
into IRIS Registry.” (Editor’s note: Using 2 reporting mechanisms is a belt-and-suspenders approach: If you fail with 1
reporting mechanism, you may succeed with the other.)
e-Talk: “It is hard to rely on the fact that your provider is
capturing all of the appropriate boxes to satisfy the requirements. We have created a triple-check system to make sure
this gets done. With our EHR system, there is a final page
that will tell you if it passed CQMs or not. We have made
the scribes responsible to make sure it has ‘passed.’ Then
at checkout, we utilize a 1-sheet intake form that follows
the patient. On that form, we have a pass/fail portion. The

person at checkout will double-check that this patient indeed
passed the requirements. Then we have a billing person, who
makes sure that the pass/fail is completed on that intake
form. This is our triple check! Included in that is the fact
that they all also double-check that the HPI is complete, the
ROS is complete, and the History is complete, so that it also
assures correct billing as well. This is all part of the pass/fail
test. If one of these things or the CQMs is not passing … it
goes back to the tech immediately to be corrected. Killing
2 birds with 1 stone!” (Editor’s note: If you report quality
via IRIS Registry/EHR integration or via your EHR vendor,
you will use electronic Clinical Quality Measures [eCQMs].
These measures were originally developed for the EHR
meaningful use program and also were used for
the PQRS program.)
e-Talk: “Report as much as you can as often as
Table 6: MIPS Timeline 2017
you can! ‘Overachieve’ per my clinical manager.
Oct. 14, 2016: CMS finalizes the MIPS regulations for 2017.
We might as well get comfortable now in preparaJan. 1, 2017: First performance year starts. (Editor’s note: Because
tion for next year.”

the minimum performance period is 90 days, you can start participating later in the year.)
May, 2017: CMS notified clinicians whether they are excluded from

MIPS in 2017.
June 1, 2017: Deadline to sign agreements for IRIS Registry/EHR
automated reporting of 2017 MIPS quality data.
Aug. 1, 2017: Deadline for integrating your EHR system with the

IRIS Registry for automated reporting of 2017 MIPS quality data.
Oct. 2, 2017: CMS materials designate this as the last day to start
participating in MIPS and satisfy the 90-day minimum performance period. The Academy strongly urges you to start participating earlier.
Oct. 31, 2017: Deadline to sign agreements to use the IRIS Registry
web portal for improvement activities attestation, ACI attestation,
and manual reporting of quality measures. (If you already signed
up for IRIS Registry/EHR integration, you don’t have to sign up
separately to use the portal for attestation.)
Dec. 31, 2017: First performance year of MIPS closes.
Jan. 15, 2018: Deadline for submitting your 2017 data release

consent form to the IRIS Registry.
Jan. 15, 2018: Deadline for entering your 2017 quality data—as well

as 2017 attestation information for ACI and improvement activities—into the IRIS Registry web portal.
March 31, 2018: If you are reporting directly to CMS—rather than

the IRIS Registry—this is the deadline for submitting 2017 MIPS
data.
Dec. 1, 2018: CMS must notify MIPS participants of their 2019 pay-

ment adjustments at least 30 days before the 2019 payment year.
January 2019: Clinicians start to receive MIPS payment adjust-

ments to their Medicare payments, based on their 2017 MIPS
performance.
Are you reporting by claims? If you are reporting quality measures

by claims, you can only report on claims that (1) have a date of
service during the 2017 performance year and (2) were processed
by CMS within 60 days of that year closing.

16
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Tracking Your MIPS Performance
In these posts, e-Talk participants stress the importance of monitoring your MIPS performance
so you can identify problems early.
e-Talk: “Flag your calendar to review your IRIS
Registry dashboard monthly. Look for any changes
and make sure your doctors are on track. If you
have concerns regarding the results, promptly
contact your case manager to review workflow
changes or necessary interface adjustments.”
e-Talk: “I work closely with our clinical manager so that we have constant attention to our
numbers. Because she is monitoring our progress
weekly, it gives us the nimbleness to correct any
issue before it gets too big. We identify any problem and take corrective action quickly. What this
usually means is reviewing protocol with a scribe
or doctor and/or reviewing mapping with the IRIS
Registry.”
e-Talk: “We built a spreadsheet with all the
measures and possible points/bonus points that
we will use to keep track of our performance
throughout the year. We can get reports from our
EHR and the IRIS Registry during the year.”
e-Talk: “We are depending on the IRIS Registry
for reporting mechanism, same as last year. We anticipate watching its dashboard to view our MIPS
scores as data is received through our EHR.”
e-Talk: “I have a spreadsheet that we will use,
in conjunction with our totals from our EHR, to
determine our scoring. We will be using the IRIS
Registry.”
e-Talk: “I’m monitoring the physician totals
for the 3 performance categories. I have an Excel
spreadsheet that will give us our score. I give the
physicians a monthly update on their percentages
for each measure.”
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CONSIDER YOUR REPORTING OPTIONS

Report as an Individual or as Part of a Group?
BY REBECCA HANCOCK, FLORA LUM, MD, CHRIS MCDONAGH, CHERIE MCNETT, JESSICA PETERSON, MD, MPH,
AND SUE VICCHRILLI, COT, OCS.

M

IPS eligible clinicians can choose to participate in
MIPS as individuals or as part of a group.
What is a group? Two or more clinicians, as
identified by their National Provider Identifiers (NPIs),
would be considered a group if they have reassigned their
billing rights to a single Tax Identification Number (TIN).
Pick 1 approach for all MIPS performance categories.

A practice that opts to report as a group will be scored as a
group for all MIPS performance categories.
Most groups won’t need to register with CMS. You
generally can report as a group without first registering as a
group. The exceptions are if you plan to report via the CMS
Web Interface (see page 11) or the Consumer Assessment of
Healthcare Providers (CAHPS) survey. (In both cases, you
should have registered with CMS by June 30, 2017.)
Why Report as a Group?
If a practice opts for group reporting, its clinicians pool
their MIPS data and the group is scored at the TIN level.
All clinicians get the same 2017 MIPS final score and the
same 2019 payment adjustment. There are some advantages
to this approach.
Improvement activities: Score points with a little help
from your colleagues. When you are reporting as part of a

group, if at least 1 of your colleagues satisfies the require
ments for a particular improvement activity, then the group
as a whole scores points for that activity.
ACI: Satisfy the mandatory base score measures as a
group. Base score measures are mandatory for ACI. If you

a pediatric ophthalmologist. The pediatric ophthalmologist
might find it a challenge to choose 6 measures to report for
herself, but it wouldn’t be a problem for the group as a whole.
Performance rates are calculated for the group as a
whole. For a measure that is scored based on your perform

ance rate—such as a quality measure or an ACI performance
score measure—the group would aggregate the performance
data for all of its clinicians and then just report 1 performance
rate.
Group reporting is the default option for IRIS Registry/
EHR integration. Because of the advantages of group report

ing, practices that integrate their EHR system with the IRIS
Registry are automatically set up for MIPS group reporting;
they can, however, ask to be set up to report as individuals.
Caveats to Group Reporting
There are some potential downsides to reporting as a group.
Watch the low-volume threshold. Both individuals and
groups have the same low-volume threshold for being excluded
from MIPS (see “Exclusion 2,” page 10). A clinician who fell
below that threshold (e.g, she received less than $30,000 from
Medicare over a 12-month period) would be exempt from
MIPS if reporting as an individual, but she would lose that
exemption if reporting as part of a group (assuming that the
group exceeds the low-volume threshold).
Clinicians may lose their ACI exemption. Certain types
of clinicians, if reporting as individuals, may be exempt
from the ACI performance category and would have their
ACI score reweighted (see “Some Clinicians May Be Exempt
From ACI,” page 27). However, if those types of clinicians are
reporting as part of a group, they would only retain their ACI
exemption if everybody in their group was also exempt.

are participating in MIPS as an individual, your ACI score
will be 0% unless you successfully meet the requirements of
all the base score measures. But when you participate as part
of a group, if 1 of your col
leagues fulfills a base score
measure, then everybody in
Download the CMS Guide
the group is considered to
have fulfilled that measure.
On June 15, CMS published a 43-page guide to particiQuality: If any subspecialists in your practice
struggle to find 6 quality
measures, reporting as a
group might help. Suppose

a practice consists of 4
cataract subspecialists and

pating in MIPS as a group. It describes how groups are
assessed and scored under MIPS and how the payment
adjustments will be applied; it discusses quality, ACI, and
improvement activities from a group’s perspective; and it
provides data submission checklists.
Go to https://qpp.cms.gov/about/resource-library and
download “Group Participation in MIPS 2017.”

Claims reporting is not
an option for groups. You

would need to choose from
the other reporting mecha
nisms (see Table 2, page 10).
However, this should not de
ter you from group report
ing, since reporting via IRIS
Registry/EHR integration
and via the IRIS Registry
web portal are both superior
options.
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MIPS INTRODUCES AN ALL-NEW PERFORMANCE CATEGORY

How to Report Improvement Activities
BY REBECCA HANCOCK, FLORA LUM, MD, CHRIS MCDONAGH, CHERIE MCNETT, JESSICA PETERSON, MD, MPH,
AND SUE VICCHRILLI, COT, OCS.

W

ill you score full marks for the improvement activities performance category? To do so, you will
need to successfully perform 1 to 4 performance
activities—the amount depends on how those activities are
weighted, as well as the size and location of your practice.
You need to perform each activity for at least 90 consecutive
days. Your score for improvement activities contributes up to
15 points to your 2017 MIPS final score.
How You’ll Be Scored
How many points do you get for an improvement activity?

This depends on (1) how the activity is weighted and (2)
whether you’re able to double the score.
If an activity’s weight is:
• medium—it scores 10 points (double score is 20 points)
• high—it scores 20 points (double score is 40 points)
Who scores double? MIPS participants can score double
for an improvement activity if they are:
• in a small practice (fewer than 16 MIPS eligible clinicians),
• in a rural practice,
• in a practice that is in a geographic health professional
shortage area (HPSA), or
• non–patient-facing MIPS clinicians.
Are you a non–patient-facing clinician? Few ophthalmol
ogists are likely to fall within this category. You are designated a non–patient-facing MIPS clinician if you bill Medicare
for no more than 100
patient-facing encounter
codes in a designated
MIPS Tip
period.
from E-Talk
For group reporting,
if more than 75% of the
The 24/7 access to medNPIs who bill under the
ical records activity. “RE:
group’s TIN during are
non–patient-facing, then
Provide 24/7 access to
the group as a whole
eligible clinicians or groups
is considered non–
who have real-time access
patient-facing.
to patient’s medical record.
If practices have EHR
systems that are not in the
cloud, create remote access to their server to meet
this measure.”
—e-Talk participant
18
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Maximum score is
capped at 40 points. If

you don’t score double,
you can accrue the maximum score of 40 points
by performing either:

• 4 medium-weighted activities (4 × 10 points)
• 2 medium-weighted activities (2 × 10 points) and 1 highweighted activity (1 × 20 points), or
• 2 high-weighted activities (2 × 20 points).
If you are eligible to score double, you can accrue 40
points by performing:
• 2 medium-weighted activities (2 × 20 points) or
• 1 high-weighted activity (1 × 40 points).
Each improvement activity is all or nothing. You won’t
score points for an improvement activity unless it is performed for 90 days and you satisfy all of its requirements.
You do not score partial credit for partially reporting an
activity.
Some MIPS participants will automatically get credit.

MIPS eligible clinicians (and groups) who are practicing as
part of an accredited patient-centered medical home will
automatically score 40 points (the maximum score); those
who are participating as part of an alternative payment
model (APM) will automatically score a minimum of 20
points (half the maximum score). Few ophthalmologists are
expected to fall within these 2 categories in 2017.
Your improvement activities score (0-40) points is turned
into a percentage, which contributes up to 15 points to your
MIPS final score. CMS divides your total number of points

by 40 and turns the resulting fraction into a percentage (e.g.,
a score of 20 points would be 50%). This contributes up
to 15 points to your MIPS final score (e.g., a score of 50%
would contribute 7.5 points).
Decide How You Will Report
Select a reporting mechanism. You can attest to your improvement activities performance via the IRIS Registry, the
CMS web portal, or possibly your electronic health record
(EHR) vendor (ask your vendor if it offers this option).
Attest that you successfully completed improvement
activities. Whichever reporting mechanism you choose,

it is your responsibility to attest that you appropriately
completed the improvement activities that you choose to
perform. If that mechanism is run by a third party (e.g., the
IRIS Registry), the third party simply reports CMS what you
attested—the third party is not confirming that you did in
fact complete those improvement activities. You also should
document your performance of those activities so you’ll be
prepared for a possible audit in the future.
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Consider reporting as a group. You report improvement
activities either as an individual or as a group. When you
report as a group, all MIPS eligible clinicians who participate
in that group will receive the same score for improvement
activities. And if at least 1 of those clinicians satisfies the
requirements for a particular improvement activity, then the
whole group can score points for that activity. Keep in mind
that you must participate in MIPS in the same way—either
as an individual or as a group—for all MIPS performance
categories.

Select, Perform, and Document Your
Improvement Activities
The MIPS regulations lists more than 90 improvement activities, but many of them aren’t suitable for ophthalmologists.
Which improvement activities are most relevant to
ophthalmology? The IRIS Registry supports reporting of

the 18 improvement activities that are most meaningful for
ophthalmology practices. These include 5 high-weighted
activities and 13 medium-weighted activities (see Table 7,
next page).
Select which improvement activities you will perform.

In order to score full marks, the number of improvement
activities that you need to perform can range from 1 to 4,
depending on the activities’ weights and whether you score
double (see “How You’ll Be Scored,” previous page).
Consider the ACI bonus for using CEHRT. When selecting
improvement activities, you should note that some of them
can earn you a bonus for your ACI score if you use a certified EHR technology (CEHRT) to help you perform those

activities (see Table 7). For example, suppose you decide
to perform the “Provide 24/7 access” improvement activity
(see first activity in Table 7); if you use your CEHRT’s secure
messaging functionality to provide 24/7 access for advice
about urgent and emergent care (e.g., sending or responding to secure messages outside business hours), this would
qualify you for the 10% CEHRT for improvement activities
bonus. You only need to use CEHRT for 1 improvement activity to score the full 10% bonus. This bonus accrues to your
ACI score, not your improvement activities score.
Some improvement activities involve integrating your
EHR system with the IRIS Registry. If you fully integrate your

EHR system with the IRIS Registry and utilize its dashboard,
you could qualify for activities that involve or include the use
of a registry (see Table 7).
CMS has stated that “If you choose to participate in MIPS
via a QCDR [such as the IRIS Registry], you must select and
achieve each improvement activity separately. You will not
receive credit for multiple acitivities just by selecting one
activity that includes participation in a QCDR.”
The MOC Part IV improvement activity shows promise. If
you integrate your EHR with the IRIS Registry, you may be
able to meet the requirements of this activity while working
on your maintenance of certification. At time of press, the
American Board of Ophthalmology was running a pilot
program in which its diplomates would analyze their IRIS
Registry data to identify areas for improvement, set specific
goals, and specify what steps would be taken to achieve those
goals. After implementing those steps, diplomates would
review their IRIS Registry data to see if quality of care had
improved. (See this activity’s listing
on page 24.)
You must perform improvement
activities for at least 90 consecutive
days. In order to score points for an

5 Key Steps
for Improvement Activities and ACI
1. New users, sign up as soon as possible—and no later than Oct. 31—to use the
IRIS Registry web portal for manual MIPS reporting. Improvement activities and
ACI measures can only be reported manually. Go to aao.org/iris-registry and
click “Sign Up.”
2. Start performing improvement activities and ACI measures. Don’t wait until the last possible day—Oct. 2, 2017—before starting your 90-day performance
periods for these 2 performance categories.
3. Document your performance so that you’ll be ready for a future audit. See
Table 8 on page 21 for CMS’ suggestions for how you should document the 18 improvement activities that can be reported via the IRIS Registry web portal. CMS
also plans to publish documentation suggestions for ACI measures and has said
that it will post them at https://qpp.cms.gov/about/resource-library.
4. Report your improvement activities and ACI measures via the IRIS Registry web portal. You must finish entering your data for improvement activities and
ACI into the IRIS Registry web portal no later than Jan. 15, 2018.
5. Submit a signed data-release consent form. Do this no later than Jan. 15,
2018. Each MIPS participant in your practice must submit a new consent form
each year. One release form covers all 3 performance categories. Your consent
form allows the Academy to send your attestation information to CMS.
For more information on the IRIS Registry, visit aao.org/iris-registry and

talk to Academy staff at AAO 2017 (see page 40).

improvement activity, you—or another
clinician within your group, if you are
reporting as a group—must perform
that activity for at least 90 consecutive
days.
The MIPS regulations state:
“Activities, where applicable, may be
continuing (that is, could have started
prior to the performance period and
are continuing) or be adopted in the
performance period as long as an activity is being performed for at least 90
days during the performance period.”
Document your improvement
activities. To make sure you’re ready

for a future audit, you should maintain documentation that shows you
performed the improvement activities
that you are claiming credit for. CMS
has suggested appropriate documentation for each activity (see Table 8,
page 21).
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18 Improvement Activities That
You Can Report via the IRIS Registry
You can use the web portal of the IRIS Registry (aao.org/
iris-registry) to manually attest that you performed any of
the 18 improvement activities listed below. (To review all
activities, visit https://qpp.cms.gov/measures/ia.)
Will you max out with 4, 3, 2, or 1 activities? Your im-
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provement activities score is capped at 40 points, with
medium- and high-weighted activities each contributing
10 and 20 points, respectively (20 and 40 points, if you
score double; see “How You’ll Be Scored,” page 18).
Select your improvement activities. Start by reviewing
the “At a Glance” summary (Table 7), and use “Detailed
Listings” (Table 8) for activity descriptions, suggestions
for documenting your performance of improvement activities (so you’ll be ready for an audit), and more.

Table 7: 18 Improvement Activities—At a Glance
Weighting

Eligible for
ACI Bonus?

Provide 24/7 access to eligible clinicians or groups who have
real-time access to patient’s medical record. (IA_EPA_1)

High

Yes

Engagement of new Medicaid patients and follow-up. (IA_AHE_1)

High

Use of QCDR [Qualified Clinical Data Registry] for feedback reports that incorporate population health. (IA_PM_7)

High

Collection and follow-up on patient experience and satisfaction
data on beneficiary engagement. (IA_BE_6)

High

Participation in CAHPS [Consumer Assessment of Healthcare
Providers and Systems] or other supplemental questionnaire.
(IA_PSPA_11)

High

See page 24

See page 23

See page 22

See page 21

Improvement Activity (Activity ID)

Credit for IRIS/
EHR Integration?

Yes

Regularly assess the patient experience of care through surveys,
advisory councils, and/or other mechanisms. (IA_BE_13)

Medium

Measurement and improvement at the practice and panel level.
(IA_PSPA_18)

Medium

Yes

Use of QCDR data for ongoing practice assessment and improvements. (IA_PSPA_7)

Medium

Yes

Implementation of an antibiotic stewardship program. (IA_
PSPA_15)

Medium

Collection and use of patient experience and satisfaction data on
access. (IA_EPA_3)

Medium

Use of QCDR data for quality improvement such as comparative
analysis reports across patient populations. (IA_PM_10)

Medium

Implementation of use of specialist reports back to referring clinician or group to close referral loop. (IA_CC_1)

Medium

Implementation of improvements that contribute to more timely
communication of test results. (IA_CC_2)

Medium

Implementation of documentation improvements for practice/
process improvements. (IA_CC_8)

Medium

Yes

Practice improvements for bilateral exchange of patient information. (IA_CC_13)

Medium

Yes*

Use of tools to assist patient self-management. (IA_BE_17)

Medium

Use of QCDR to promote standard practices, tools, and processes
in practice for improvement in care coordination. (IA_CC_6)

Medium

Yes

Participation in MOC Part IV. (IA_PSPA_2)

Medium

Yes

Yes
Yes*

* In the regulations, the list of ACI measures related to this improvement activity includes measures from the ACI measures
set but none from the 2017 ACI transition measures set.
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Earn an ACI bonus for using CEHRT. Four of the improvement activities listed in Table 7 boost your ACI score
if you use CEHRT in carrying them out (see page 19).
Table 7 flags those 4 activities. See their detailed listings
in Table 8 for lists of related 2017 ACI transition measures
and ACI measures that can help you complete those 4
activities. (If you don’t have CEHRT, you can still do those
4 activities, but you won’t get the ACI bonus.)
Get credit for IRIS Registry/EHR integration. There are 5

activities for which you can get credit by integrating your
EHR system with the IRIS Registry and then using the IRIS
Registry’s dashboard. A sixth—the MOC Part IV activity—
also requires you to participate in an ABO pilot program.
How CMS suggests you document activities. The documentation suggestions in Table 8 were published by CMS
in April. CMS states that the documentation should be
inclusive of dates during the selected continuous 90-day
(or longer) performance period.

Table 8: 18 Improvement Activities—Detailed Listings
Provide 24/7 access to eligible clinicians or groups who have real-time access to patient’s medical record
(IA_EPA_1).
Scoring: High weight; eligible for ACI bonus.
Description: Provide 24/7 access to MIPS eligible clini-

cians, groups, or care teams for advice about urgent
and emergent care (e.g., eligible clinician and care team
access to medical record, cross-coverage with access to
medical record, or protocol-driven nurse line with access
to medical record) that could include 1 or more of the
following:
• Expanded hours in evenings and weekends with access
to the patient medical record (e.g., coordinate with small
practices to provide alternate hour office visits and urgent care);
• Use of alternatives to increase access to care team
by MIPS eligible clinicians and groups, such as e-visits,
phone visits, group visits, home visits, and alternate locations (e.g., senior centers and assisted living centers);
and/or
• Provision of same-day or next-day access to a consistent MIPS eligible clinician, group, or care team when
needed for urgent care or transition management
Validation: Functionality of 24/7 or expanded practice hours with access to medical records or ability to
increase access through alternative access methods or

same-day or next-day visits.
Suggested documentation: 1) Patient Record from EHR—
A patient record from a certified EHR with date and time
stamp indicating services provided outside of normal
business hours for that clinician; or
2) Patient Encounter/Medical Record/Claim—Patient
encounter/medical record claims indicating patient was
seen or services provided outside of normal business
hours for that clinician including use of alternative visits;
or
3) Same or Next Day Patient Encounter/Medical Record/Claim—Patient encounter/medical record claims
indicating patient was seen same-day or next-day to
a consistent clinician for urgent or transitional care.
[Editor’s note: This is the wording that CMS supplied in
its guidance on data validation criteria, which it posted
online on April 26, 2017.]
Related 2017 ACI transition measures: Provide Patient
Access; Secure Messaging.
Related ACI measures: Provide Patient Access; Send a
Summary of Care; Request/Accept Summary of Care;
Secure Messaging.

Engagement of new Medicaid patients and follow-up (IA_AHE_1).
Scoring: High weight.
Description: Seeing new and follow-up Medicaid patients

in a timely manner, including individuals dually eligible
for Medicaid and Medicare.
Validation: Functionality of practice in seeing new and
follow-up Medicaid patients in a timely manner including
patients dually eligible.
Suggested documentation: 1) Timely Appointments for

Medicaid and Dually Eligible Medicaid/Medicare Patients
—Statistics from certified EHR or scheduling system
(may be manual) on time from request for appointment
to first appointment offered or appointment made by
type of visit for Medicaid and dual eligible patients; and
2) Appointment Improvement Activities—Assessment of
new and follow-up visit appointment statistics to identify
and implement improvement activities.

Use of QCDR for feedback reports that incorporate population health (IA_PM_7).
Scoring: High weight; credit for IRIS Registry/EHR inte-

lations.

gration.

Validation: Involvement with a QCDR to generate local

Description: Use of a Qualified Clinical Data Registry

practice patterns and outcomes reports including vulnerable populations.
Suggested documentation: Participation in QCDR for population health, e.g., regular feedback reports provid-

(QCDR) [e.g., the IRIS Registry] to generate regular
feedback reports that summarize local practice patterns
and treatment outcomes, including for vulnerable popu-

Table continued on next page.
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Use of QCDR for feedback reports that incorporate population health (IA_PM_7).
ed by QCDR that summarize local practice patterns and
treatment outcomes, including vulnerable populations.
[Editor’s note: This may include use of IRIS Registry

dashboard data to evaluate local practice patterns or
treatment outcomes, including vulnerable populations.]

Collection and follow-up on patient experience and satisfaction data on beneficiary engagement
(IA_BE_6).
Scoring: High weight.
Description: Collection and follow-up on patient experi-

ence and satisfaction data on beneficiary engagement,
including development of improvement plan.
Validation: Patient experience and satisfaction data on
beneficiary engagement is collected and follow-up occurs through an improvement plan.

Suggested documentation: 1) Follow-Up on Patient Ex-

perience and Satisfaction—Documentation of collection
and follow-up on patient experience and satisfaction
(e.g., survey results); and
2) Patient Experience and Satisfaction Improvement
Plan—Documented patient experience and satisfaction
improvement plan.

Participation in CAHPS or other supplemental questionnaire (IA_PSPA_11).
Scoring: High weight.
Description: Participation in the Consumer Assessment

Validation: Participation in CAHPS or other supplemental

of Healthcare Providers and Systems Survey or other
supplemental questionnaire items (e.g., Cultural Competence or Health Information Technology supplemental
item sets). [Editor’s note: Because it can be burdensome
to implement, the CAHPS survey is most often utilized
by large practices and medical centers.]

Suggested documentation: 1) CAHPS—CAHPS participa-

questionnaire.
tion report; or
2) Other Patient Supplemental Questionnaire Items—
Other supplemental patient safety questionnaire items,
e.g., cultural competence or health information technology item sets.

Regularly assess the patient experience of care through surveys, advisory councils and/or other mechanisms (IA_BE_13).
Scoring: Medium weight.
Description: Regularly assess the patient experience of

Suggested documentation: Documentation (e.g., survey

care through surveys, advisory councils, and/or other
mechanisms.
Validation: Conduct of regular assessments of patient

results, advisory council notes and/or other methods)
showing regular assessments of the patient care experience to improve the experience.

care experience.

Measurement and improvement at the practice and panel level (IA_PSPA_18).
Scoring: Medium weight; credit for IRIS Registry/EHR

and panel level.

integration.

Suggested documentation: 1) Quality Improvement Pro-

Description: Measure and improve quality at the prac-

gram/Plan at Practice and Panel Level—Copy of a quality
improvement program/plan or review of quality, utilization, patient satisfaction, and other measures to improve
1 or more elements of this activity; or
2) Review of and Progress on Measures—Report showing
progress on selected measures, including benchmarks
and goals for performance using relevant data sources
at the practice and panel level [Editor’s note: The IRIS
Registry dashboard provides a convenient way to review
your performance for quality measures.]

tice and panel level that could include 1 or more of the
following:
• Regularly review measures of quality, utilization, patient satisfaction, and other measures that may be useful
at the practice level and at the level of the care team or
MIPS eligible clinician or group (panel); and/or
• Use relevant data sources to create benchmarks and
goals for performance at the practice level and panel level.
Validation: Measure and improve quality at the practice

Use of QCDR data for ongoing practice assessment and improvements (IA_PSPA_7).
Scoring: Medium weight; credit for IRIS Registry/EHR

integration.
Description: Use of QCDR data [e.g., IRIS Registry data],

for ongoing practice assessment and improvements in
patient safety.
Validation: Use of QCDR data for ongoing practice assessment and improvements in patient safety.
Suggested documentation: Participation in QCDR that
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promotes ongoing improvements in patient safety, e.g.,
regular feedback reports provided by the QCDR that
promote ongoing practice assessment and improvements in patient safety. [Editor’s note: The IRIS Registry
dashboard provides a convenient way to review your
performance for quality measures, including ones related
to patient safety.]
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Implementation of an antibiotic stewardship program (IA_PSPA_15).
program.

Scoring: Medium weight.
Description: Implementation of an antibiotic stewardship

Suggested documentation: Documentation of imple-

program that measures the appropriate use of antibiotics for several different conditions (URI Rx in children,
diagnosis of pharyingitis, bronchitis Rx in adults) according to clinical guidelines for diagnostics and therapeutics.
Validation: Functionality of an antibiotic stewardship

mentation of an antibiotic stewardship program that
measures the appropriate use of antibiotics for several
different conditions according to clinical guidelines for
diagnostics and therapeutics and identifies improvement
actions.

Collection and use of patient experience and satisfaction data on access (IA_EPA_3).
Scoring: Medium weight.
Description: Collection of patient experience and satis-

faction data on access to care and development of an
improvement plan, such as outlining steps for improving
communications with patients to help understanding of
urgent access needs.
Validation: Development and use of access to care im-

provement plan based on collected patient experience
and satisfaction data.
Suggested documentation: 1) Access to Care Patient
Experience and Satisfaction Data—Patient experience
and satisfaction data on access to care; and
2) Improvement plan—Access to care improvement plan.

Use of QCDR data for quality improvement such as comparative analysis reports across patient populations
(IA_PM_10).
Scoring: Medium weight; credit for IRIS Registry/EHR

address adverse outcome).

integration.

Validation: Participation and use of QCDR, clinical data

Description: Participation in a QCDR [e.g., the IRIS

or other registries to improve quality of care.

Registry], clinical data registries, or other registries run
by other government agencies such as FDA, or private
entities such as hospital or medical or surgical society.
Activity must include use of QCDR data for quality
improvement (e.g., comparative analysis across specific patient populations for adverse outcomes after an
outpatient surgical procedure and corrective steps to

Suggested documentation: Participation in QCDR for

quality improvement across patient populations, e.g.,
regular feedback reports provided by QCDR using data
for quality improvement such as comparative analysis
reports across patient populations. [Editor’s note: The
IRIS Registry dashboard can be used to review your
progress.]

Implementation of use of specialist reports back to referring clinician or group to close referral loop
(IA_CC_1).
Scoring: Medium weight; eligible for ACI bonus.
Description: Performance of regular practices that in-

clude providing specialist reports back to the referring
MIPS eligible clinician or group to close the referral loop
or where the referring MIPS eligible clinician or group initiates regular inquiries to specialist for specialist reports
which could be documented or noted in the certified
EHR technology.
Validation: Functionality of providing information by specialist to referring clinician or inquiring clinician receives
and documents specialist report.

Suggested documentation: 1) Specialist Reports to Refer-

ring Clinician—Sample of specialist reports reported to
referring clinician or group (e.g., within EHR or medical
record); or
2) Specialist Reports from Inquiries in Certified EHR—
Specialist reports documented in inquiring clinicians
certified EHR or medical records.
Related 2017 ACI transition measures: None.
Related ACI measures: Send a Summary of Care; Request/Accept Summary of Care; Clinical Information
Reconciliation.

Implementation of improvements that contribute to more timely communication of test results (IA_CC_2).
Scoring: Medium weight.
Description: Timely communication of test results de-

fined as timely identification of abnormal test results with
timely follow-up.
Validation: Functionality of reporting abnormal test results

in a timely basis with follow-up.
Suggested documentation: EHR reports, from certified
EHR, or medical records demonstrating timely communication of abnormal test results to patient.

Implementation of documentation improvements for practice/process improvements (IA_CC_8).
Scoring: Medium weight; eligible for ACI bonus.
Description: Implementation of practices/processes

that document care coordination activities (e.g., a docu-

mented care coordination encounter that tracks all clinical staff involved and communications from date patient
is scheduled for outpatient procedure through
Table continued on next page.
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Implementation of documentation improvements for practice/process improvements (IA_CC_8).
day of procedure).
Validation: Processes and practices are implemented to
improve care coordination.
Suggested documentation: Documentation of the implementation of practices/processes that document care
coordination activities, e.g., documented care coordination encounter that tracks clinical staff involved and

communications from date patient is scheduled through
day of procedure.
Related 2017 ACI transition measures: Secure Messaging.
Related ACI measures: Send a Summary of Care; Request/Accept Summary of Care; Secure Messaging;
Clinical Information Reconciliation.

Practice improvements for bilateral exchange of patient information (IA_CC_13).
Scoring: Medium weight; eligible for ACI bonus.
Description: Ensure that there is bilateral exchange of

necessary patient information to guide patient care that
could include one or more of the following:
Participate in a Health Information Exchange if available;
and/or
Use structured referral notes
Validation: Functionality of bilateral exchange of patient
information to guide patient care.
Suggested documentation: 1) Participation in a Health

Information Exchange (HIE)—Confirmation of participation in a HIE (e.g., email confirmation, screen shots
demonstrating active engagement with HIE); or
2) Structured Referral Notes—Sample of patient medical
records including structured referral notes.
Related 2017 ACI transition measures: None.
Related ACI measures: Send a Summary of Care; Request/Accept Summary of Care; Clinical Information
Reconciliation.

Use of tools to assist patient self-management (IA_BE_17).
Scoring: Medium weight.
Description: Use tools to assist patients in assessing their

Suggested documentation: Documentation in patient re-

need for support for self-management (e.g., the Patient
Activation Measure or How’s My Health).
Validation: Use of tools to assist patient self-manage-

cord or EHR showing use of Patient Activation Measure,
How’s My Health, or similar tools to assess patients need
for support for self-management.

ment.

Use of QCDR to promote standard practices, tools and processes in practice for improvement in care coordination (IA_CC_6).
Scoring: Medium weight; credit for IRIS Registry/EHR

integration.
Description: Participation in a QCDR [e.g., the IRIS

Registry], demonstrating performance of activities that
promote use of standard practices, tools, and processes
for quality improvement (e.g., documented preventative
screening and vaccinations that can be shared across
MIPS eligible clinician or groups).
Validation: Active participation in QCDR to promote

standard practices, tools and processes for quality improvement.
Suggested documentation: Participation in QCDR demonstrating promotion of standard practices, tools and processes for quality improvement, e.g., regular feedback
reports provided by QCDR that demonstrate the use of
QCDR data to promote use of standard practices, tools,
and processes for quality improvement, including, e.g.,
preventative screenings.

Participation in MOC Part IV (IA_PSPA_2).
Scoring: Medium weight; credit for IRIS Registry/EHR

Validation: Participation in MOC Part IV including a local,

integration.

regional, or national outcomes registry or quality assessment program and performance of monthly activities to
assess and address practice performance.
Suggested documentation: 1) Participation in Maintenance of Certification from ABMS Member Board—Documentation of participation in Maintenance of Certification (MOC) Part IV from an ABMS member board
including participation in a local, regional or national
outcomes registry or quality assessment program; and
2) Monthly Activities to Assess Performance—Documented performance of monthly activities across
practice to assess performance in practice by reviewing
outcomes, addressing areas of improvement, and evaluating the results.

Description: Participation in Maintenance of Certification

(MOC) Part IV for improving professional practice including participation in a local, regional or national outcomes registry or quality assessment program. Performance of monthly activities across practice to regularly
assess performance in practice, by reviewing outcomes
addressing identified areas for improvement and evaluating the results. [Editor’s note: The ABO has a pilot
project for this improvement activity. It is open to up to
20 participants, with a Sept. 30 application deadline.
Learn more at https://abop.org/maintain-certification/
pilot-programs/ and at https://abop.org/maintaincertification/practice-improvement-activities/.]
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ACI REPLACES THE EHR MEANINGFUL USE PROGRAM

How to Report Advancing Care Information
BY REBECCA HANCOCK, FLORA LUM, MD, CHRIS MCDONAGH, CHERIE MCNETT, JESSICA PETERSON, MD, MPH,
AND SUE VICCHRILLI, COT, OCS.

T

he advancing care information (ACI) performance
category replaces the meaningful use program for
electronic health records (EHRs). It contributes up
to 25 points to your 2017 MIPS final score.
Getting Started
Confirm that your EHR system is certified. During the 2017

performance year, your EHR system must either be a 2014or a 2015-certified EHR technology (CEHRT). CMS had
planned to make the 2015-edition CEHRT mandatory for
2018, but is now proposing to push that back a year.
Select a reporting mechanism. You can report your ACI
measures via the IRIS Registry web portal, the CMS web
portal, or your EHR vendor (check that your vendor offers
this option).
Consider reporting as a group. The EHR meaningful use
program only allowed you to report as an individual, but you
can report ACI as part of a group.
In 2017, There Are 2 Measure Sets for ACI
You will report measures either from the 2017 ACI transition
measures set (see Table 11, page 28) or from the ACI measures
set (see Table 12, page 30).
ACI’s 2 measure sets were carried over from the EHR
meaningful use program. The 2017 ACI transition measures

were adapted from the modified stage 2 measures and the

ACI measures were adapted from the stage 3 measures.
The set of measures that you can report depends on
whether you have 2014- or 2015-edition CEHRT:

• If your EHR system has 2014-edition certification, it will
have the functionality to support reporting of the 2017 ACI
transition measure set.
• If your EHR system has 2015-edition certification, it will
be able to support reporting of the ACI measure set and may
be able to support the 2017 ACI transition measure set.
• If you took the modular approach and have a mixture of
2014- and 2015-certified modules, you can choose either
the ACI measure set or the 2017 ACI transition measure set,
provided your EHR system is able to support the measures
that you select.
Pros and cons of the 2017 ACI transition measure set.

This measure set has fewer measures than the ACI measure
set and is therefore easier to report. However, if you want to
achieve the CEHRT for improvement activities bonus (see
page 27), the regulations list 4 improvement activities that
have related ACI measures but only 2 that have related 2017
ACI transition measures (see Table 7, page 20).
The Performance Period Is At Least 90 Days
Pick a performance period of at least 90 consecutive days and
no more than a calendar year. According to the proposed rule
for the 2018 performance year, next year’s performance peri-

Table 9: Calculating Your ACI Score
Base score

+

performance score

+

registry bonus score

+

CEHRT for
improvement activities
bonus score

=

ACI score

0% or 50%

Report 4 base score measures from the 2017 ACI transition measure set or
5 from the ACI measures set. (See Tables 11, page 28, and 12, page 30.)

Report up to 7 performance score measures (2 required; 5 optional) from
0%-90% the 2017 ACI transition measure set or up to 9 (3 required; 6 optional)
from the ACI measures set. (See Tables 11 and 12.)
0% or 5%

If you integrate your EHR system with the IRIS Registry, you can add 5% to
your score by successfully reporting a registry bonus measure.

If you use CEHRT functionality to complete an improvement activity, that
0% or 10% activity will contribute to your improvement activities score and add 10%
to your ACI score.
0%-100% Your ACI score is capped at 100%

Your ACI score contributes up to 25 points to your MIPS final score (0-100 points). For instance, an ACI of 80% contributes 20 points to your MIPS final score.
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od will also be 90 days. Ultimately, however, CMS is planning
to implement a 12-month performance period for ACI.
There Are Different Levels of ACI Participation
Under ACI, there is a base score and a performance score:

• The base score represents a mandatory core level of participation.
• The performance score involves a second level of participation where you are rewarded for your performance rate.
You also can earn 2 bonus scores. You can get the registry
bonus if you have integrated your EHR system with the IRIS
Registry and are using its dashboard appropriately.
The second bonus relates to how you perform in another
performance category: Improvement activities. If you use
CEHRT to achieve at least 1 improvement activity, you’ll
earn an ACI bonus.
Meet ACI’s Base Score Requirements
You must achieve full marks for the ACI base score, which
is worth 50% of the maximum ACI score. To be successful

with this core level of ACI participation, you should do the
following.
Report either 4 or 5 base score measures, depending on
which measure set you use. The 2017 ACI transition measure
set includes 4 base score measures (see Table 11, page 28) and
the ACI measure set includes 5 (see Table 12, page 30).
All or nothing: Successfully report all the required
measures to earn the full base score (50%). If you fall short,
even if just for 1 measure, you will score 0% for both the base
score and for the overall ACI score.
Editor’s note: A base score of 50% doesn’t indicate that
you only got half of the points available for the base score;
50% is the maximum possible base score and represents 50%
of the maximum ACI score.
Report the Security Risk Analysis measure by submitting
a “yes.” You will be attesting that you conducted or reviewed
a security risk analysis, implemented security updates as necessary, and corrected security deficiencies as part of your risk
management process. You need to attest “yes” to successfully
report this measure.
Other base score measures involve reporting a numerator and denominator. You need a numerator of at least 1
to successfully report these measures. For the e-Prescribing
measure, for example, the denominator is the number of
prescriptions written for drugs during the performance
period and the numerator is the number of those prescriptions that were 1) generated, 2) queried for a drug formulary,
and 3) transmitted using a certified EHR. For the base score,
you don’t get any extra credit if your numerator is greater
than 1.
Next, You Can Earn an ACI Performance Score
You are eligible for the performance score only if you
achieved the base score.
Most performance score measures are optional. However,
some performance score measures are also required for the
base score and are therefore mandatory.
26

•

AUGUST 2017

Report either 2-7 or 3-9 performance score measures, depending on which measure set you use. The 2017 ACI transition measure set contains 7 performance score measures—2
mandatory and 5 optional (see Table 11, page 28). The ACI
measure set contains 9 performance score measures—3 mandatory and 6 optional (see Table 12, page 30).
Your score for a performance score measure will depend
on your performance rate. Most performance score measures
are assigned a score of 0%-10% using decile-based scoring:
You get a score of 1% if your performance rate is in the first
decile (1%-10%), 2% if it is in the second decile (11%-20%),
etc. (see Table 10, below). If your performance rate falls
between deciles, it is rounded off to the nearest integer; if it is
below 1% but greater than 0%, it is rounded up to 1%.
Scoring example. Suppose you report the Patient-Specific
Education measure, which can contribute up to 10% to your
performance score. During the performance period, perhaps
you see 600 unique patients—this is the denominator. You
provided patient-specific educational resources to 200 of
those patients (or to their authorized representatives) electronically using clinically relevant information identified
from your EHR—this is your numerator. To calculate your
performance rate, divide the numerator by the denominator
and turn the resulting number into a percentage. In this case,
your performance rate would be 33.3% (200/600), and—as
indicated in Table 10—this measure will contribute 4% to
your ACI score.
Not all performance score measures have a performance
rate. The Immunization Registry Reporting measure does
not have a performance rate. The 2 measure sets define this
measure differently, but in both cases you attest that you have

Table 10: Decile-Based Scoring for ACI
Performance Measures
Performance Rate
(Numerator/ Denominator)
0%†

Your Score*
0%

1%-10%

1%

11%-20%

2%

21%-30%

3%

31%-40%

4%

41%-50%

5%

51%-60%

6%

61%-70%

7%

71%-80%

8%

81%-90%

9%

91%-100%

10%

* This scoring applies to ACI performance measures and
2017 ACI transition performance measures that score
from 0%-10%.
† If your performance rate is greater than 0% but less
than 1%, it will be rounded up to 1%.
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met the measure’s requirements (for the 2 different versions
of this measure, see the listings on pages 29 and 31). If you
attest “yes,” your score for the measure is 10%, if you attest
“no,” your score is “0%.”
There Are 2 Bonuses Available
Earn the registry measure bonus. If you integrate your EHR
with the IRIS Registry and utilize its dashboard, you can report either the Specialized Registry Reporting measure (from
the 2017 ACI transition measures set) or the Clinical Data
Registry Reporting measure (from the ACI measure set). Performing either of these will contribute 5% to your ACI score.
Earn the CEHRT for improvement activities bonus. This
bonus is based on your improvement activities performance.
There are 4 improvement activities that can qualify you
for this bonus (see Table 7, page 20). If you use CEHRT to
perform 1 or more of those activities, you will get a 10%
bonus for your ACI score. For instance, 1 of the improvement activities involves providing patients with 24/7 access
to a provider. If your efforts to complete that activity include
secure messaging using your CEHRT, that could qualify you
for this bonus.
Several Routes to a High ACI Score
Although your ACI score is capped at 100%, a total of 155
percentage points are available—50% from the ACI score,
90% from the performance score, 5% from the registry bonus
score, and 10% from the CEHRT for improvement activities
bonus score. CMS designed this scoring system so that you
would have more than 1 way to achieve a high score.
Example: Suppose, for instance, you successfully meet the
requirements for:
• the base score (50%),
• the registry bonus (5%), and
• the CEHRT for improvement activities bonus (10%).
So far, you have attained an ACI score of 65% (50% +
5% +10%), which means you would only need to accrue a
performance score of 35% (from the 90% available) to get a
perfect score (100%) for ACI. If you reported all the available
performance score measures—and did OK on all of them,
even if you didn’t excel in any—you would be able to achieve
a high ACI score. Alternatively, you may decide to focus your
efforts on just those performance score measures where
you’re most likely to be successful.
Your ACI score (0%-100%) contributes up to 25 points
to your MIPS final score. For example, if your ACI score was

80%, it would contribute 20 points to your MIPS final score.
Some Clinicians May Be Exempt From ACI
Not having an EHR system won’t usually be enough to have
the ACI score reweighted. In most circumstances, if you don’t

have an EHR system, your ACI score would be 0 points and
your maximum final score would be 75 points (60 points for
quality and 15 points for improvement activities).
In very limited circumstances, you may be exempt from
ACI. Under certain circumstances, ACI’s weighting toward

your MIPS final score could be reduced to 0, with that weight

transferred to the quality performance category, which would
now contribute up to 85 points toward your final score. This
reweighting might apply to those who suffer a significant
hardship and to certain types of clinicians.
The significant hardship exemption. Clinicians facing a
significant hardship, such as insufficient internet access or
extreme and uncontrollable circumstances (e.g., a natural
disaster that destroys the EHR system) can apply for CMS to
reweight their ACI score.
Certain types of MIPS eligible clinicians are exempt from
ACI in 2017. CMS will automatically exempt the following
types of clinician: Hospital-based clinicians, nurse practitioners, physician assistants, clinical nurse specialists, and
certified registered nurse anesthetists. However, if they do
submit any ACI data, they will effectively have opted back
in—they will receive an ACI score and their MIPS final score
will be calculated in the standard way.
MIPS Versus MU
ACI evolved out of the EHR meaningful use (MU) program,
and CMS deliberately tried to preserve a high degree of continuity—though you will notice some welcome changes.
MU had been ratcheting up the reporting requirements,
but ACI introduces some flexibility. Under ACI, reporting

thresholds have largely been eliminated. Reporting thresholds do still apply for the base score measures, but they are
set at a fairly low level (for instance, the requirements for
the Provide Patient Access measure have to be satisfied just
1 time for 1 patient).
The ACI requirements differ from the MU requirements
in several other respects, including the following:
• Measures related to MU’s Clinical Decision Support and
Computerized Provider Order Entry objectives have been
eliminated, which means scribe certification is no longer
required.
• The patient portal measures—Secure Messaging and View,
Download, and Transmit—are now optional.
• Clinical quality measures are not reported for the ACI
performance category, though you will still report them for
the quality performance category.
• You can report ACI measures either as an individual or
as part of a group. In contrast, for the EHR meaningful use
program, you could only report as an individual. You must
report in the same way (as an individual or a group) for all 3
reported performance categories (ACI, quality, and improvement activities).
• You have more options for reporting ACI measures—as
with MU, you can report via a CMS web portal, but you also
can report via the IRIS Registry or EHR vendors.
Meaningful use lives on in Medicaid. Although Medicare’s
MU program evolved into MIPS’ ACI performance category,
Medicaid continues to operate a state-specific MU program.
Unfortunately, MIPS participants can’t kill 2 birds with 1
stone—attesting for Medicaid’s MU program does not count
toward your ACI attestation requirements; similarly, your
ACI attestation does not count toward your Medicaid MU
attestation.
A SUPPLEMENT TO EYENET MAGAZINE
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Table 11: The 2017 ACI Transition Measure Set—At a Glance
If your EHR system is a 2014-edition CEHRT, it should
have the functionality to support the 11 measures in the
2017 ACI transition measure set.
• The 4 red measures are base score measures. These
are mandatory. You must successfully perform and
report all 4 to get a base score of 50% (the maximum
possible); fall short and you score 0% for both the base
Base Score

0% or 50%

score and your whole ACI score.
• The 7 italicized measures are performance score
measures. Two of them are also base score measures
and are therefore mandatory; the other 5 are optional.
• The 2 blue measures are registry bonus measures.
You only need to be successful with 1 of these 2 measures to earn the full 5% registry bonus.

Measure

How to
Report

Required or
Optional?

Security Risk Analysis

Yes/No

Required

e-Prescribing*

n/d

Required

Provide Patient Access

n/d

Required

0%-20%

Health Information Exchange*

n/d

Required

0%-20%

View, Download, or Transmit (VDT)

n/d

Optional

0%-10%

Patient-Specific Education

n/d

Optional

0%-10%

Secure Messaging

n/d

Optional

0%-10%

Medication Reconciliation

n/d

Optional

0%-10%

Immunization Registry Reporting

Yes/No

Optional

0% or 10%

Syndrome Surveillance Reporting

Yes/No

Optional

0% or 5%†

Specialized Registry Reporting

Yes/No

Optional

0% or 5%†

How to report 2017 ACI transition measures. Some require you to attest that you did successfully perform the
measure (attest “yes”); others require you to submit a

Performance
Score

Registry Bonus
Score

numerator (n) and a denominator (d). For most performance score measures, your score will be based on your
performance rate (the n/d ratio).

Base score (0% or 50%) + Performance score (0%-90%) + registry bonus (0% or 5%) + CEHRT for improvement activities bonus (0% or 10%; see page 27) = ACI score (which is capped at 100%).
* Under the proposed MIPS rule for 2018, CMS has included exclusions for these 2 measures that would apply retroactively
to the 2017 performance year. If these exclusions are included in the final rule—which might not be published until October—
clinicians who don’t e-prescribe and who don’t regularly refer or transition patients would be able to claim the exclusions
and successfully attain the ACI base score. † Note: The registry bonus is capped at 5%.

Learn More About ACI at AAO 2017
While you’re in New Orleans for AAO 2017 (Nov. 11-14),
get some expert advice on ACI. Buy an Academy Plus
course pass when you register, and you’ll be able to
attend the 4 instruction courses listed below. (For other
MIPS-related events, see page 46.)
Get more event information online. You can read event
abstracts at aao.org/programsearch and, starting in
mid-September, at aao.org/mobile.

Sunday, Nov. 12
3:15-4:15 p.m. Change Management: Improving EHR
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Efficiency and Advancing Care Information (ACI) Success

(event code 259). Senior instructor: Joy Woodke, COE,
OCS. Resistance to change can pose a significant problem during transition periods, not least when a practice
needs to change workflow to accommodate the ACI
requirements. This course will review the principles of
change management and how personnel may respond
during these transitions. Where: Room 291. Access: Academy Plus course pass required.
4:30-5:30 p.m. ACI/FAQS: Let’s Clear It Up! (273) Senior
instructor: Susan M. Loen, OCS, and Brittney Wachter,
CPC, OCS. The instructors will explain some key ACI
details and review some frequently—and some not so
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The 2017 ACI Transition Measure Set
Below are the CMS definitions for all 11 2017 ACI transition
measures.
Security Risk Analysis. Conduct or review a security
risk analysis in accordance with the requirements in 45
CFR 164.308(a)(1), including addressing the security (to
include encryption) of ePHI [electronic protected health
information] data created or maintained by certified
EHR technology in accordance with requirements in 45
CFR164.312(a)(2)(iv) and 45 CFR 164.306(d)(3), and
implement security updates as necessary and correct
identified security deficiencies as part of the MIPS eligible
clinician’s risk management process. [Editor’s note: Your
EHR vendor may be able to provide you with a checklist
for this measure.]
• Required for base score.
• Contribution to performance score: 0%
e-Prescribing. At least 1 permissible prescription written by the MIPS eligible clinician is queried for a drug
formulary and transmitted electronically using certified
EHR technology.
• Required for base score.
• Contribution to performance score: 0%
Editor’s note: Under the proposed MIPS rule for 2018,
CMS has included an exclusion for the e-Prescribing
measure that would—if included in the final rule—apply
retroactively to the 2017 performance year.
Provide Patient Access. At least 1 patient seen by the
MIPS eligible clinician during the performance period is
provided timely access to view online, download, and
transmit to a third party their health information subject
to the MIPS eligible clinician’s discretion to withhold certain information.
• Required for base score.
• Contribution to performance score: 0%-20%
Health Information Exchange. The MIPS eligible clinician
that transitions or refers their patient to another setting
of care or health care clinician (1) uses CEHRT to create a
summary of care record; and (2) electronically transmits

frequently—asked questions. Where: Room 288. Access:
Academy Plus course pass required.

Monday, Nov. 13
10:15-11:15 a.m. Advancing Care Information Panel: Ask
Us! (440) Senior instructor: Jessica Peterson, MD, MPH.
Where: Room 288. Access: Academy Plus course pass
required.
4:30-5:30 p.m. Advancing Care Information 101 (481).
Senior instructor: Brittney Wachter, CPC, OCS. This
course will identify the steps you need to take to successfully report ACI. Where: Room 292. Access. Academy
Plus course pass required.

such summary to a receiving health care clinician for at
least 1 transition of care or referral.
• Required for base score.
• Contribution to performance score: 0%-20%
Editor’s note: Under the proposed MIPS rule for 2018,
CMS has included an exclusion for measures associated with the Health Information Exchange objective that
would—if included in the final rule—apply retroactively
to the 2017 performance year. These include the Health
Information Exchange measure above and, from the ACI
measure set on pages 30-31, the Send a Summary of Care
and the Request/Accept a Summary of Care measures.
View, Download, or Transmit (VDT). At least 1 patient
seen by the MIPS eligible clinician during the performance
period (or patient-authorized representative) views,
downloads or transmits their health information to a third
party during the performance period.
• Contribution to performance score: 0%-10%
Patient-Specific Education. The MIPS eligible clinician
must use clinically relevant information from CEHRT to
identify patient-specific educational resources and provide access to those materials to at least 1 unique patient
seen by the MIPS eligible clinician.
• Contribution to performance score: 0%-10%
Secure Messaging. For at least 1 unique patient seen by
the MIPS eligible clinician during the performance period,
a secure message was sent using the electronic messaging function of CEHRT to the patient (or the patient-authorized representative), or in response to a secure
message sent by the patient (or the patient-authorized
representative) during the performance period.
• Contribution to performance score: 0%-10%
Medication Reconciliation. The MIPS eligible clinician
performs medication reconciliation for at least 1 transition
of care in which the patient is transitioned into the care of
the MIPS eligible clinician.
• Contribution to performance score: 0%-10%
Immunization Registry Reporting. The MIPS eligible
clinician is in active engagement with a public health
agency to submit immunization data.
• Contribution to performance score: 0% or 10%
Note: The registry bonus is capped at 5%.
Syndrome Surveillance Reporting. The MIPS eligible
clinician is in active engagement with a public health
agency to submit syndromic surveillance data. Earn a 5 %
bonus in the ACI performance category score for submitting to 1 or more public health or clinical data registries.
• Contribution to performance score: 0%
Specialized Registry Reporting. The MIPS eligible clinician is in active engagement to submit data to specialized registry. Earn a 5 % bonus in the ACI performance
category score for submitting to 1 or more public health
or clinical data registries.
• Contribution to performance score: 0%
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Table 12: The ACI Measure Set—At a Glance
If your EHR system is a 2015-edition CEHRT, it should
have the functionality to support the 15 measures in the
ACI measure set.
• The 5 red measures are base score measures. These
are mandatory. You must successfully perform and
report all 5 to get a base score of 50% (the maximum
possible); fall short and you score 0% for both the base
Base Score

0% or 50%

score and your whole ACI score.
• The 9 italicized measures are performance score
measures. Three of them are also base score measures
and are therefore mandatory; the other 6 are optional.
• The 4 blue measures are registry bonus measures.
You only need to be successful with 1 of those 4 measures to earn the full 5% registry bonus.

Measure

How to
Report

Required or
Optional?

Security Risk Analysis

Yes/No

Required

e-Prescribing*

n/d

Required

Provide Patient Access

n/d

Required

0%-10%

Send a Summary of Care*

n/d

Required

0%-10%

Request/Accept Summary of Care*

n/d

Required

0%-10%

Patient-Specific Education

n/d

Optional

0%-10%

View, Download, or Transmit (VDT)

n/d

Optional

0%-10%

Secure Messaging

n/d

Optional

0%-10%

Patient-Generated Health Data

n/d

Optional

0%-10%

Clinical Information Reconciliation

n/d

Optional

0%-10%

Immunization Reporting

Yes/No

Optional

0% or 10%

Syndromic Surveillance Reporting

Yes/No

Optional

0% or 5%†

Electronic Care Reporting

Yes/No

Optional

0% or 5%†

Public Health Registry Reporting

Yes/No

Optional

0% or 5%†

Clinical Data Registry Reporting

Yes/No

Optional

0% or 5%†

How to report ACI measures. Some require you to attest
that you did successfully perform the measure (attest
“yes”); others require you to submit a numerator (n) and

Performance
Score

Registry Bonus
Score

a denominator (d). For most performance score measures, your score will be based on your performance rate
(the n/d ratio).

Base score (0% or 50%) + Performance score (0%-90%) + registry bonus (0% or 5%) + CEHRT for improvement activities bonus (0% or 10%; see page 27) = ACI score (which is capped at 100%).
* Under the proposed MIPS rule for 2018, CMS has included exclusions for these 3 measures that would—if included in the
final rule—apply retroactively to the 2017 performance year. † Note: The registry bonus is capped at 5%.

MIPS Tips From e-Talk
Build on your experience. “If you have previously been
successful attesting to meaningful use, continue your
current workflows to maximize ACI points. First, meet the
base measures, then look to the (familiar) performance
measures for additional points. Don’t forget to take advantage of the bonus points in this category. [See “There
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Are 2 Bonuses Available,” page 27.]”

—e-Talk participant

The Secure Messaging measure. “Secure message all surgery dates/times through the secure portal and make the
patient confirm receipt. This is an easy way to meet the
Secure Messaging measure.”
—e-Talk participant
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The ACI Measure Set
Below are the CMS definitions for the ACI measure set.
Security Risk Analysis. For definition, see page 29.
• Required for base score.
• Contribution to performance score: 0%
e-Prescribing. For definition, see page 29.
• Required for base score.
• Contribution to performance score: 0%
Provide Patient Access. For at least 1 unique patient
seen by the MIPS eligible clinician: (1) The patient (or
the patient authorized representative) is provided timely
access to view online, download, and transmit his or her
health information; and (2) The MIPS eligible clinician ensures the patient’s health information is available for the
patient (or patient-authorized representative) to access
using any application of their choice that is configured
to meet the technical specifications of the Application
Programing Interface (API) in the MIPS eligible clinician’s
certified EHR technology.
• Required for base score.
• Contribution to performance score: 0%-10%
Send a Summary of Care. For at least 1 transition of care
or referral, the MIPS eligible clinician that transitions or
refers their patient to another setting of care or health
care provider-(1) creates a summary of care record using
certified EHR technology; and (2) electronically exchanges the summary of care record.
• Required for base score.
• Contribution to performance score: 0%-10%
Request/Accept Summary of Care. For at least 1 transition of care or referral received or patient encounter in
which the MIPS eligible clinician has never before encountered the patient, the MIPS eligible clinician receives
or retrieves and incorporates into the patient’s record an
electronic summary of care document.
• Required for base score.
• Contribution to performance score: 0%-10%
Patient-Specific Education. The MIPS eligible clinician
must use clinically relevant information from certified
EHR technology to identify patient-specific educational
resources and provide electronic access to those materials to at least 1 unique patient seen by the MIPS eligible
clinician.
• Contribution to performance score: 0%-10%
View, Download, or Transmit (VDT). During the performance period, at least 1 unique patient (or patient-authorized representatives) seen by the MIPS eligible clinician
actively engages with the EHR made accessible by the
MIPS eligible clinician. An MIPS eligible clinician may meet
the measure by either-(1) view, download or transmit to
a third party their health information; or (2) access their
health information through the use of an API that can be
used by applications chosen by the patient and configured to the API in the MIPS eligible clinician’s certified
EHR technology; or (3) a combination of (1) and (2).
• Contribution to performance score: 0%-10%

Secure Messaging. For definition, see page 29.
• Contribution to performance score: 0%-10%
Patient-Generated Health Data. Patient-generated
health data or data from a nonclinical setting is incorporated into the certified EHR technology for at least 1
unique patient seen by the MIPS eligible clinician during
the performance period.
• Contribution to performance score: 0%-10%
Clinical Information Reconciliation. For at least 1 transition of care or referral received or patient encounter in
which the MIPS eligible clinician has never before encountered the patient, the MIPS eligible clinician performs clinical information reconciliation. The MIPS eligible clinician
must implement clinical information reconciliation for the
following three clinical information sets: (1) Medication.
Review of the patient’s medication, including the name,
dosage, frequency, and route of each medication. (2)
Medication allergy. Review of the patient’s known medication allergies. (3) Current Problem list. Review of the
patient’s current and active diagnoses.
• Contribution to performance score: 0%-10%
Immunization Registry Reporting. The MIPS eligible clinician is in active engagement with a public health agency to submit immunization data and receive immunization
forecasts and histories from the public health immunization registry/immunization information system (IIS).
• Contribution to performance score: 0%-10%
Note: The registry bonus is capped at 5%.
Syndromic Surveillance Reporting. The MIPS eligible
clinician is in active engagement with a public health
agency to submit syndromic surveillance data from a
urgent care ambulatory setting where the jurisdiction
accepts syndromic data from such settings and the
standards are clearly defined. Earn a 5% bonus in the ACI
score for submitting to 1 or more public health or clinical
data registries.
• Contribution to performance score: 0%
Electronic Case Reporting. The MIPS eligible clinician is
in active engagement with a public health agency to electronically submit case reporting of reportable conditions.
Earn a 5% bonus in the ACI score for submitting to 1 or
more public health or clinical data registries.
• Contribution to performance score: 0%
Public Health Registry Reporting. The MIPS eligible
clinician is in active engagement with a public health
agency to submit data to public health registries. Earn
a 5% bonus in the ACI score for submitting to 1 or more
public health or clinical data registries.
• Contribution to performance score: 0%
Clinical Data Registry Reporting. The MIPS eligible
clinician is in active engagement to submit data to a
clinical data registry. Earn a 5% bonus in the ACI score
for submitting to 1 or more public health or clinical data
registries.
• Contribution to performance score: 0%
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The Support You Need, When You Need It
EYLEA4U® helps eligible patients access EYLEA whether they are uninsured,
lack coverage, or need help with their out-of-pocket costs.

How do we help ensure your patients are paying the lowest out-of-pocket cost for EYLEA? Simple: EYLEA4U.
EYLEA4U helps patients access EYLEA with the enhanced EYLEA Co-Pay Card, referrals to co-pay assistance
foundations, and our Patient Assistance Program.
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FAREWELL PQRS, HELLO QUALITY

How to Report Quality Performance
BY REBECCA HANCOCK, FLORA LUM, MD, CHRIS MCDONAGH, CHERIE MCNETT,
JESSICA PETERSON, MD, MPH, AND SUE VICCHRILLI, COT, OCS.

M

IPS’ quality performance category replaces the Physician Quality Reporting System (PQRS). It contributes up to 60 points to your 2017 MIPS final score.

Select a Reporting Mechanism
Your choice of reporting mechanism will depend, in part,
on whether or not you have an electronic health record
(EHR) system that has been approved as a certified EHR
technology (CEHRT).
If your practice does not have a certified EHR, you can
report quality via:
• Medicare Part B claims, or
• The IRIS Registry web portal, which—unlike claims—
doesn’t involve real-time reporting and doesn’t involve
entering patients multiple times.
If your practice has a certified EHR, you also have the
option of reporting quality via:
• IRIS Registry/EHR integration, in which case an automated process will extract the relevant data from your records, or
• Your EHR vendor

Your choice of reporting mechanism will determine
which quality measures you can report. You can use each

of the 4 reporting mechanisms listed above to report at least
some of the MIPS measures; only the IRIS Registry web portal
can be used to report the ophthalmology-specific non-MIPS
options (see “MIPS Versus Non-MIPS Measures,” next page).
If you are reporting via IRIS Registry/EHR integration, you
should keep in mind that there are some EHR systems where
the IRIS Registry hasn’t been able to extract the data that is
needed for certain measures—so the MIPS measures that are
available to you may depend on which EHR system you are
using.
Large practices can report via the CMS Web Interface.

This option is available to practices with 25 or more MIPS
participants. It differs from the other reporting mechanisms
in several ways. It has its own set of measures, which are
primary care–based, and a 1-year performance period. Few
ophthalmologists are likely to use this reporting mechanism.
Select just 1 reporting mechanism for quality. When reporting quality, you typically can use only 1 reporting mech-

Table 13: Quality—Summary of Reporting Options
How you choose to report quality will determine the measures that you can choose from.
Data Submission
Mechanism

Medicare Claims

IRIS Registry Web Portal

IRIS Registry/
EHR Integration

EHR Vendor

Need EHR?

No

No

Yes

Yes

Used by

Individuals

Individuals or groups

Individuals or
groups

Individuals or
groups

It involves

Real-time reporting
and a lower success
rate

Manual data entry into
web portal

Automated data
extraction

A possible fee

Can be used to report:

MIPS quality
measures

Non-MIPS* and MIPS
quality measures

MIPS quality
measures

MIPS quality
measures

Which MIPS quality
measures are available?

See Table 15 (page 38) to review which specific MIPS quality measures are available for
each data submission mechanism.

* Non-MIPS quality measures—also known as QCDR measures—are ophthalmology-specific measures that were
developed by the Academy, with the help of subspecialty
societies, for use with MIPS; MIPS quality measures are those
measures that are published in the MIPS regulations.

Note: Table 13 does not show all reporting options. The CMS
Web Interface has its own reporting requirements, its own set
of measures (which are mostly primary care–based), and a
1-year performance period. The CAHPS for MIPS survey and
MIPS APMs also have different reporting requirements.
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anism this year. The exception is the Consumer Assessment
of Health Providers and Systems (CAHPS) for MIPS survey,
which can be used as a second data-submission mechanism.
It is needed for certain quality measures. However, the burden of conducting this survey for 50% of applicable patients
makes those measures an unappealing option.
What if you use more than 1 reporting mechanism? Suppose, for instance, you use both claims and the IRIS Registry
web portal to report quality measures. CMS will not give you
an aggregate score that combines claims-based submissions
with IRIS Registry–based submissions. Instead, CMS will (1)
assess your score for the claims-based submissions and (2)
assess your score for the IRIS Registry–based submissions,
and (3) assign you the higher of those 2 scores.

them from the MIPS quality measures that were published as
part of the regulations.
Which reporting mechanisms can be used for non-MIPS
quality measures? For the 2017 performance year, ophthal-

mology’s non-MIPS quality measures can be reported manually via the IRIS Registry web portal. If you have integrated
your EHR with the IRIS Registry, you will see these non-MIPS
quality measures in your dashboard but they can’t currently
be reported for MIPS via IRIS Registry/EHR integration. The
Academy is reviewing whether it will be feasible in future
years to report any of the non-MIPS quality measures via
this automated reporting mechanism.

report quality via IRIS Registry/EHR integration and report
ACI and improvement activities via your EHR vendor.
Consider reporting as a group. There are some advantages to reporting as a group (see page 17). Group-based reporting is the default for practices that sign up for IRIS Registry/
EHR integration, though they can opt to switch to reporting
as individuals.

Reporting Quality Measures
If you are reporting by claims, the IRIS Registry (EHR integration or the web portal) or your EHR vendor, here’s how
you can maximize payment.
Report on at least 6 quality measures. Your score for the
quality performance category will be based on your performance rates for up to 6 quality measures.
Select your quality measures. The measures available to
you will depend on your choice of reporting mechanism (see
Table 15, page 38, and Table 16, page 41).

If you’re in an accountable care organization (ACO),
you should still report MIPS quality measures in case your
ACO’s reporting is unsuccessful. Under PQRS, a number

A measure that is listed as an intermediate outcome measure
would be sufficient.

You do not have to use the same reporting mechanism
across all performance categories. For instance, you could

of ACO-affiliated ophthalmologists were penalized because
their ACO failed to successfully meet the PQRS requirements. Under MIPS, you should report quality measures
independently of the ACO and can do so using the IRIS Registry. If the ACO is successful in its MIPS reporting, CMS will
ignore the quality measures that you reported. But if your
ACO fails in its MIPS reporting, your quality reporting can
safeguard you from the 4% payment penalty in 2019.
MIPS Versus Non-MIPS Quality Measures
What are MIPS quality measures? MIPS quality measures
are those quality measures that are published in the MIPS
regulations—there are more than 200 of them, but most of
them won’t be applicable to ophthalmologists.
For your convenience, the Academy has compiled a list
of the 31 MIPS quality measures that are most relevant to
ophthalmology (see Table 15, page 38).
Which reporting mechanisms can be used for MIPS
quality measures? Some measures are available via all 4

reporting mechanisms and others to just 1 or 2. If you are
using EHR-based reporting—whether via IRIS Registry
integration or via your EHR vendor—you will report MIPS
quality measures that evolved out of the electronic clinical
quality measures (eCQMs) that previously had been used for
the PQRS and EHR meaningful use programs.
What are non-MIPS quality measures? Non-MIPS quality
measures are created for use with Qualified Clinical Data
Registries (QCDRs), such as the IRIS Registry, and are sometimes called QCDR measures. Somewhat confusingly, CMS
refers to them as non-MIPS quality measures, even though
they can be used for MIPS. CMS does this to distinguish
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At least 1 quality measure should be an outcome measure.

If no outcome measure is available, you must report
another high-priority measure instead. Alternative high-pri-

ority quality measures include appropriate use, patient safety,
efficiency, patient experience, and care coordination quality
measures.
What if you can’t report on 6 quality measures? If you
can’t report on 6 measures, report on as many as you can.
CMS instructs you to report on as many as are applicable,
and defines applicable to mean “measures relevant to a
particular MIPS eligible clinician’s services or care rendered.”
The Academy urges you to find at least 6 quality measures to
report.
What if you report on more than 6 quality measures?

If you report on 7 or more measures, CMS will determine
which 6 of those will give you the highest quality score.
Consider reporting more than 6 quality measures. You
can hedge your bets by reporting on more than 6 measures.
Suppose, for example, you are reporting a measure that
doesn’t yet have a benchmark. Once the performance year
is over, CMS will attempt to calculate a benchmark for that
measure. If it doesn’t have enough data to create that benchmark, you will only score 3 points for that measure.
Meet Quality’s Submission Thresholds
If your reporting for a quality measure meets both the case
minimum requirement and the data completeness criteria,
then you may be eligible to earn more than 3 points for that
measure (see page 36 for scoring information).
The case minimum requirement is 20 patients. This
applies to all quality measures except for the All-Cause Hospital Readmission measure (see next page), which has a case
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minimum of 200 patients.
The data completeness criteria—report on at least 50% of
applicable patients. For each measure that you report, sub-

mit data on at least 50% of applicable patients who were seen
during a performance period of at least 90 consecutive days.
Who are the applicable patients? That depends on your
choice of reporting mechanism:
• If you are submitting data via claims, applicable patients
are Medicare patients for whom the measure applies.
• If you are submitting data via the IRIS Registry web portal,
IRIS Registry/EHR integration, or your EHR vendor, applicable patients are Medicare patients and non-Medicare patients
for whom the measure applies.
The data completeness criteria include a Medicare requirement. Report at least 1 Medicare patient for at least 1

quality measure.
What if you don’t meet the submission thresholds?

During the 2017 transition year, if your reporting for a

measure fails to meet the data completeness criteria (50% of
applicable patients over at least 90 days) or the case minimum requirement (20 patients), you will receive 3 points for
that measure.
The All-Cause Hospital Readmission (ACR)
Measure for Larger Practices
In addition to the 6 quality measures that you must actively
report, the quality performance category includes 1 population measure—the All-Cause Hospital Readmission (ACR)
Measure—that is carried over from the Value-Based Modifier
program. This measure only applies to larger groups (16
or more MIPS participants) that meet the case minimum
requirement of 200 cases (10 times larger than the case minimum requirement for the reportable quality measures).
The reporting period will be the calendar year. Practices
don’t need to report this measure; they will be evaluated
based on administrative claims data. As with the reported
quality measures, the ACR measure will have a floor
of 3 points during the 2017 performance year.

How to Avoid the Payment Penalty
The new regulations present you with a significant learning
curve, and the –4% payment penalty poses a serious financial
risk. To reduce that risk during the program’s inaugural year,
CMS included several provisions that will help you to avoid the
penalty. Most importantly, CMS set a performance threshold of
just 3 points for avoiding the 2019 payment penalty.
For the 2017 performance year, you can score 3 points by
reporting just 1 quality measure 1 time on 1 patient. This is
because, during MIPS’ first performance year, CMS has assigned
a floor of 3 points to each quality measure, and you can earn
those points even if you don’t meet quality reporting’s case
minimum requirements and data completeness criteria (though
you must meet those 2 reporting thresholds if you want to earn
more than 3 points for a quality measure).
Warning—given what is at stake, you would be ill-advised
to report 1 quality measure just once. Although it is possible to
avoid the penalty with very limited reporting—an opportunity
that CMS refers to as the “test pace” of MIPS participation—you
should increase your chances of penalty avoidance by doing
much more than that. And if you are reporting quality by claims,
keep in mind that if your claim is denied, the MIPS reporting for
that claim will also fail. Report more than 1 quality measure for
more than just 1 day. For added reassurance, you should also try
to score points in more than 1 performance category.
Use 2017 to get up to speed for future performance years.
By 2018, the reporting requirements will start to become more
challenging, and the learning curve much steeper. CMS has said
that it will increase the performance threshold in each of the
next 2 performance years. Under the proposed rule for 2018,
the performance threshold would be 15 points next year. By
the 2019 performance year, CMS plans to set the performance
threshold high enough that half of MIPS participants will fall below it (and get a negative payment adjustment in 2021) and half
will be above it (and get a positive payment adjustment).

The Performance Period for Quality
In 2017, if you want to score more than 3 points for
a quality measure, there is a minimum performance
period of 90 consecutive days.
Why you should consider reporting for more than
90 days:

• Get ready for 2018. Next year, there is likely to be a
12-month performance period for quality.
• With IRIS Registry/EHR integration, the reporting burden is low. Since this reporting mechanism
uses an automated process to extract the relevant
data, submitting 12 months of data might involve the
same effort as submitting 90 days.
• Improve your quality score. You are likely to get
a better quality score with a longer performance
period—ideally, a full calendar year. For instance, you
will boost your chances of meeting a measure’s case
minimum threshold of 20 cases. And with some quality measures, a longer performance period may boost
your performance rate.
Why a longer performance period may boost your
performance rate. If you use the minimum 90-day

performance period for quality, you may be putting
yourself at a disadvantage for some quality measures.
This is because the benchmarks are based on how
clinicians performed over 12 months.
Example. Suppose you report measure 191: Cataracts: 20/40 or Better Visual Acuity Within 90 Days
Following Cataract Surgery. If your performance
period is 90 days, patients who undergo surgery at the
start of those 90 days will have plenty of time for visual recovery, but those at the end will have very limited
time—some might not even get to see you for next-day
follow-up. With a longer performance period, a larger
proportion of your patients would have ample time
for visual recovery.
A SUPPLEMENT TO EYENET MAGAZINE
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Scoring—In 2017, Quality Measures Have a Floor
of 3 Points
For each quality measure that you report, you get at least 3
points. In MIPS’ inaugural year, to reduce your financial risk

as you transition to this new payment system, CMS has set a
floor of 3 points for every quality measure that you report—
even if the case minimum requirement (20 patients) and
data completeness criteria (50% of applicable patients over
at least 90 days) are not met (see “Meet Quality’s Submission
Thresholds,” page 34).
The floor may drop in 2018. In the proposed rule for
2018, clinicians in small practices (with 15 or fewer MIPS
eligible clinicians) who fail to meet the data completeness

threshold (see page 35) for a quality measure will continue to
score 3 points, but others will have a 1-point floor.
Scoring—Your Performance Rate Will Be
Compared Against a Benchmark
For the 2017 performance year, a measure’s benchmark will
typically be based on performance data from 2015. However,
if a measure didn’t exist in 2015, its benchmark will be based
on data from the 2017 performance year. In either case, the
benchmark will be based on performance data drawn from
all clinicians who use the measure.
How to score more than 3 points for a measure. Provided
that a measure has a benchmark for the reporting mechanism that you are using, you can attain 3-10
points if you meet the data submission thresholds.

Table 14: Benchmarks for Scoring Quality
Measure 12—POAG: Optic Nerve Evaluation

Your score (3-10 points) will depend on how
your performance compares against a benchmark. There are separate benchmarks for claims-

The charts below illustrate how your score for a quality measure—
in this case measure 12—will be based on how your performance
rate compares to a benchmark. For this measure, the performance
rate represents “the percentage of patients aged 18 years and
older with a diagnosis of primary open-angle glaucoma (POAG)
who have an optic nerve head evaluation during 1 or more office
visits within 12 months.”

based reporting, for reporting via manual data
entry into a registry portal, and for EHR-based
reporting (whether via IRIS Registry integration
or via your EHR vendor). These benchmarks are
based on data from 2015.
Each benchmark is broken into deciles, and
the number of points you receive will depend on
which of those deciles you fall into:
• If you fall within the first 2 deciles, you will
receive 3 points. (This is because MIPS measures
have a floor of 3 points during the 2017 performance year.)
• If you fall in deciles 3 through 9, you will
receive partial points depending on where you fall
within that decile. (For instance, if you fall in the
ninth decile, you could receive 9.0-9.9 points.)
• If you fall within the tenth decile, you’ll receive
the full 10 points.
Benchmarks are online. You can download a
CMS spreadsheet that provides benchmark data
for all the MIPS quality measures: Go to https://
qpp.cms.gov/about/resource-library and download “2017 Quality Benchmarks.” The Academy
also has posted some of those benchmarks at aao.
org/practice-management/regulatory/mips/
quality-reporting-measures.

Table 14A: Reporting by Claims
Decile

Benchmark

Points

3

99.01 - 99.99

3.0-3.9

4-9

Topped out

10

100

10

Table 14B: Reporting by IRIS Registry/
EHR Integration or EHR Vendor
Decile

Benchmark

Points

3

73.33 - 82.41

3.0-3.9

4

82.42 - 87.39

4.0-4.9

5

87.40 - 90.90

5.0-5.9

6

90.91 - 94.16

6.0-6.9

7

94.17 - 96.57

7.0-7.9

8

96.58 - 98.25

8.0-8.9

9

98.26 - 99.57

9.0-9.9

10

> 99.58

10

Table 14C: Reporting by IRIS Registry Web Portal
Decile

Benchmark

Points

3

95.07 - 98.10

3.0-3.9

4

98.11 - 99.35

4.0-4.9

5

99.36 - 99.99

5.0-5.9

6-9

Topped out

10

100
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Scoring—Watch for Measures That
Don’t Yet Have Benchmarks
If a measure lacks sufficient performance data
for a benchmark, you can’t score more than 3
points. CMS won’t assign a measure a benchmark

unless it has enough data. The performance data
that it is using to set the benchmark must include
data from a minimum of 20 individual clinicians
or groups that met the data submission thresholds
and had a performance greater than zero. With
an established measure, you will know in advance
whether it has a valid benchmark and whether its
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benchmark is topped out; but with a new measure, you won’t know that until the performance
year is over.
If you plan to report a measure that does not
yet have a benchmark, you should also report a
back-up measure. If a measure does not yet have

a benchmark, there is a chance that, when the
benchmark is developed, the measure might be
topped out—which could limit your ability to score
highly. There is also the danger that the measure
is reported by fewer than 20 MIPS participants,
in which case CMS wouldn’t have enough data to
develop a benchmark.

What If You
Are Retiring?

Your 2017 MIPS performance impacts
your 2019 payments. So if you are
planning to retire before 2019, does
that make MIPS moot? Maybe not.
Your nonperformance could impact your colleagues. If your
practice is reporting as a group, your MIPS performance will be
factored into the group’s final score for 2017.
Remember that plans can change. Suppose you sell your
practice, but you then decide that you want to work part-time.
With a minimal amount of reporting in 2017, you can protect
your 2019 Medicare payments. But if you don’t participate in
MIPS at all, your 2019 Medicare payments would be subject to a
4% penalty, which might deter a practice from hiring you.

Scoring—Watch for Measures That Are
Topped Out
Some benchmarks reach, or almost reach, the
maximum performance value well before the tenth decile.
These are known as topped out measures.

Topped out measures can be hazardous to your quality
score. When a measure is topped out, you will need a perfect

performance rate to score 10 points. If your performance is
less than perfect, there would be a ceiling on your maximum
score—for example, with measure 12 (see Table 14), the ceiling would be 3.9 points for claims-based reporting and 5.9
points if reporting via the IRIS Reqistry web portal.
Bonuses for High-Priority Measures and CEHRT
For each quality measure, you can score up to 10 points based
on performance, but you can also score additional bonus points.
Bonus points for reporting high-priority measures. You
get no bonus points for your first high-priority measure, but
after that you get:
• 2 points for an outcome or patient experience measure.
• 1 point for an appropriate use, care coordination, efficiency,
or patient safety measure.
Why you don’t score bonus points for your first high-priority measure. There is no bonus point for the first high-pri-

ority measure because you are required to report at least 1
outcome measure (or, if no outcome measure is available, an
alternative high-priority measure). You are eligible for bonus
points even if you report fewer than 6 measures.
Bonus points for using certified EHR technology (CEHRT). You also can earn 1 bonus point for each measure that is

submitted using “end-to-end electronic reporting” by means
of CEHRT. This can include measures reported via IRIS
Registry/EHR integration or your EHR vendor.
You can score up to 12 (or 14) bonus points. Your highpriority and CEHRT bonuses are each capped at 6 points or—
if you are a large practice that is scored on the ACR measure
(see page 35)—7 points.
How CMS Calculates Your Quality Score
This is a 3-step process:
1) CMS determines your numerator, which is your total
points earned (including bonus points) on up to 6 reported
measures plus—if applicable—your score for the ACR mea-

sure (this population measure only applies to large practices).
2) CMS divides that numerator by your denominator, which
is 60 (or 70 if the ACR measure applies).
3) CMS turns the resulting fraction into a percentage, which
is capped at 100%. This is your quality performance score.
Example. Suppose you report only 4 measures and your
total score for those measures (including bonus points) is 30
points. The ACR measure applies, and you receive 5 points
for that. Your numerator (total score) is 35, your denominator is 70, and your quality performance score is 50% (35/70).
Your quality score (0%-100%) contributes up to 60
points to your MIPS final score. For example, if your quality

score was 50%, it would contribute 30 points (50% of 60) to
your MIPS final score.
MIPS Versus PQRS—Good News, Bad News
First, the good news. In several ways, participating in MIPS
will be less burdensome than PQRS:
• You can avoid the payment penalty with minimal reporting.
• Under the MIPS quality performance category, you report
up to 6 measures; under PQRS, you had to report a minimum
of 9 measures—if you reported fewer than 9, you would fail
PQRS.
• Under MIPS, there is no requirement to report quality
measures from multiple National Quality Strategy (NQS)
domains; under PQRS, you had to report measures from at
least 3 NQS domains.
• Under MIPS, during the 2017 transitional year, if you want
to earn more than 3 points for a measure, the minimum
performance period is 90 days—but you don’t even have to
report for that long if you just want to score the 3 points that
are needed to avoid the payment penalty (see “How to Avoid
the Payment Penalty,” page 35); under PQRS, the performance period was a year.
For practices without EHR, the bad news. CMS has
eliminated the 2 least burdensome reporting options—the
cataracts measures group and the diabetic retinopathy measures group. The most straightforward option for practices
without EHR is to report individual measures via the IRIS
Registry web portal.
A SUPPLEMENT TO EYENET MAGAZINE
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MIPS and Non-MIPS (QCDR)
Quality Measures—At a Glance
The Academy identified the 31 MIPS quality measures in
Table 15 as the ones most likely to be useful for ophthalmic practices. The 23 non-MIPS quality measures in Table
16 (see page 41) were developed by the Academy in conjunction with subspecialty societies. Despite their name,
the non-MIPS quality measures can be used for MIPS
reporting, but can only be reported via the IRIS Registry
web portal.
Decide which MIPS quality measures you should report.

Skim through these tables to see for which measures you
are most likely to be able to (A) satisfy the case minimum
requirement of 20 patients and (B) achieve a high performance rate (at minimum, 50% of applicable patients).
Factors to keep in mind include the following.
1) Report an outcome measure. You must include at
least 1 outcome measure (or if no outcome measure is
available, another type of high-priority measure).
2) Earn bonus points. After reporting the initial mandatory high-priority measure, you earn bonus points for
reporting additional high-priority measures and for submitting measures using CEHRT (see page 37).
3) Watch for topped out measures. When a measure is
topped out, you can score 10 points with a perfect performance but if you are less than perfect there is a ceiling on
your score. For example, if a measure is topped out
at less than decile 3 (< d3), the ceiling for a less-than-
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perfect performance could be 3 points; if topped out at
decile 3 (d3), the ceiling could be 3.9 points, if topped
out at decile 4 (d4), the ceiling could be 4.9 points, etc.
4) Measures 384, 385, and 419 have no benchmark. If
measures don’t have a current benchmark, CMS will try to
establish a benchmark based on this year’s performance
data. If you plan to report a measure that doesn’t have a
benchmark, you should consider also reporting a backup benchmark in case either (A) CMS doesn’t get enough
performance data for a benchmark, in which case you
would only score 3 points for the measure or (B) the
measure ends up being topped out at a low decile.
5) Consider the non-MIPS quality measures (see Table
16). This year, these can only be reported via the IRIS

Registry web portal. Note: None of these non-MIPS quality measures have benchmarks yet.
Get detailed information on each measure. Go to aao.
org/practice-management/regulatory/mips/quality-report
ing-measures for details of the 31 MIPS quality measures
and 23 non-MIPS quality measures. You can review a list
of all those measures or filter the list by subspecialty.
These measures have dedicated web pages where
you’ll find lists of the relevant CPT codes, ICD-10 codes,
and Category II codes, as well as the CMS rationale
for the measure, clinical recommendation statements,
instructions for determining your numerator and denominator, and benchmark information.
If you want to browse through the full range of MIPS
quality measures, go to https://qpp.cms.gov/measures/
quality.

Table 15: 31 MIPS Quality Measures—At a Glance
ID: Measure Title

1: Diabetes: Hemoglobin A1c

(HbA1c) Poor Control (> 9%)

High-Priority
Measure
(Bonus Points)

Can Be Reported Via:
IRIS Registry (IR)
IR/EHR

Intermediate
Outcome* (+2)

12: Primary Open Angle Glaucoma

IR/EHR

(POAG): Optic Nerve Evaluation
14: Age Related Macular
Degeneration (AMD):
Dilated Macular Examination

Communication with the
Physician Managing On-Going
Diabetes Care
110: Preventive Care and Screening: Influenza Immunization
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Claims

IR web portal

EHR vendor

Claims

IR web portal
Topped out at d5

EHR vendor

Claims
Topped out at d3

IR web portal
Topped out at d7
IR/EHR

18: Diabetic Retinopathy: Documentation of Presence or Absence
of Macular Edema and Level of
Severity of Retinopathy
19: Diabetic Retinopathy:

EHR Vendor

IR Web Portal

Care
Coordination
(+1)

Claims
Topped out at
< d3
EHR vendor

IR/EHR

IR web portal
Topped out at d7

EHR vendor

Claims
Topped out at
< d3

IR/EHR

IR web portal

EHR vendor

Claims

MIPS MANUAL: A PRIMER AND REFERENCE

Table 15: 31 MIPS Quality Measures—At a Glance
ID: Measure Title

High-Priority
Measure
(Bonus Points)

111: Pneumococcal [Pneumonia]

Can Be Reported Via:
IRIS Registry (IR)

EHR Vendor

Claims

IR web portal

EHR vendor

Claims

IR web portal
Topped out at d6

EHR vendor
Topped out
at d8

Claims
Topped out at d4

EHR vendor

Claims
Topped out at d8

EHR vendor

Claims
Topped out at d5

IR/EHR

IR Web Portal

IR/EHR

IR/EHR
Topped
out at d8

Vaccination Status for Older
Adults
117: Diabetes: Eye Exam

128: Preventive Care and Screen-

IR/EHR

ing: Body Mass Index (BMI)
Screening and Follow-up Plan
130: Documentation of Current
Medications in the Medical
Record
137: Melanoma: Continuity of

Care—Recall System
138: Melanoma: Coordination

of Care

Patient Safety
(+1)

IR/EHR

Care Coordination (+1)

IR web portal
Topped out at d6

Care Coordination (+1)

IR web portal
Topped out at d6

140: Age-Related Macular

Degeneration (AMD): Counseling
on Antioxidant Supplement
141: Primary Open-Angle Glaucoma
(POAG): Reduction of Intraocular
Outcome (+2)
Pressure (IOP) by 15% or Documentation of a Plan of Care
191: Cataracts: 20/40 or Better
Visual Acuity Within 90 Days
Following Cataract Surgery
192: Cataracts: Complications
within 30 Days Following Cataract Surgery Requiring Additional
Surgical Procedures
224: Melanoma: Overutilization

of Imaging Studies in Melanoma

238: Use of High-Risk Medications

in the Elderly
265: Biopsy Follow-Up
317: Preventive Care and Screening:
Screening for High Blood Pressure and Follow-Up Documented

IR web portal
Topped out at d8

Claims
Topped out at d3

IR web portal
Topped out at d6

Claims
Topped out at
< d3

IR/EHR

IR web portal

EHR vendor

IR/EHR
Topped
out at d4

IR web portal
Topped out at d5

EHR vendor
Topped out
at d4

Outcome (+2)

Outcome (+2)

IR web portal
Topped out
at < d3

Efficiency (+1)

226: Preventive Care and Screening: Tobacco Use: Screening and
Cessation Intervention
236: Controlling High Blood
Pressure

IR web portal
Topped out at d7

Intermediate
Outcome* (+2)
Patient Safety
(+1)
Care Coordination (+1)

IR/EHR

IR web portal

EHR vendor

Claims
Topped out
at d5

IR/EHR

IR web portal

EHR vendor

Claims

IR/EHR
Topped
out at d8

IR web portal

EHR vendor
Topped out
at d8

IR web portal
Topped out at d6
IR web portal

EHR vendor

Claims

Table continued on next page.
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Table 15: 31 MIPS Quality Measures—At a Glance
ID: Measure Title

318: Falls: Screening for Future

Fall Risk
374: Closing the Referral Loop:

Receipt of Specialist Report
384: Adult Primary Rhegmatogenous Retinal Detachment
Surgery: No Return to the OR
Within 90 Days of Surgery

High-Priority
Measure
(Bonus Points)

Can Be Reported Via:
IRIS Registry (IR)
IR/EHR

389: Cataract Surgery:
Difference Between Planned
and Final Refraction
397: Melanoma Reporting

EHR Vendor

IR/EHR

EHR vendor

Care Coordination (+1)

IR/EHR

EHR vendor

Claims

IR web portal
Does not have
a benchmark

Outcome (+2)

IR web portal
Does not have
a benchmark

Outcome (+2)

388: Cataract Surgery with

Intra-Operative Complications
(Unplanned Rupture of Posterior
Capsule Requiring Unplanned
Vitrectomy)

IR Web Portal

Patient Safety
(+1)

385: Adult Primary Rhegmatoge-

nous Retinal Detachment Surgery:
Visual Acuity Improvement
Within 90 Days of Surgery

Continued from previous page.

IR web portal
Topped out at d3
Outcome (+2)

IR web portal
Topped out at d6

Outcome (+2)

IR web portal
Topped out at d4

Outcome (+2)

402: Tobacco Use and Help with

Claims
Topped out at d5

IR web portal

Quitting Among Adolescents
419: Overuse of Neuroimaging

for Patients With Primary Headache and a Normal Neurological
Examination

IR web portal
Does not have
a benchmark

Efficiency (+1)

Claims
Does not have a
benchmark

* For scoring purposes, intermediate outcome measures are treated as outcome measures.

Learn More About MIPS at AAO 2017
Make the most of AAO 2017. When you are getting ready

for the annual meeting, make sure you schedule time to:
1. Attend this year’s MIPS events (see pages 28 and 46)
2. Visit the Academy Resource Center (Hall G, Booth
3140)—bring your MIPS queries to the coding desk and
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ask the Academy’s IRIS Registry staff to demo MIPS
reporting
3. Visit the Electronic Office (Hall G, Booth 3654)—learn
how improved interoperability will help you improve your
ACI score
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Table 16: 23 Non-MIPS (QCDR) Quality Measures—At a Glance

Refractive

Pediatrics/
Strabismus

Oculo
plastics

NeuroOphthalmology

Glaucoma

Cornea

ID: Measure Title

High-Priority Measure
(Bonus Points)

Can Be
Reported By:

Outcome (+2)

IR web portal
No benchmark

IRIS-2: Glaucoma: Intraocular Pressure Reduction

Outcome (+2)

IR web portal
No benchmark

IRIS-3: Glaucoma: Visual Field Progression

Outcome (+2)

IR web portal
No benchmark

IRIS-4: Glaucoma: Intraocular Pressure Reduction Following
Laser Trabeculoplasty

Outcome (+2)

IR web portal
No benchmark

IRIS-18: Idiopathic Intracranial Hypertension: No Worsening or
Improvement of Mean Deviation

Outcome (+2)

IR web portal
No benchmark

Outcome (+2)

IR web portal
No benchmark

Outcome (+2)

IR web portal
No benchmark

Outcome (+2)

IR web portal
No benchmark

Outcome (+2)

IR web portal
No benchmark

IRIS-7: Amblyopia: Interocular Visual Acuity

Outcome (+2)

IR web portal
No benchmark

IRIS-8: Surgical Esotropia: Postoperative Alignment
Also see the resource use measures, listed below.

Outcome (+2)

IR web portal
No benchmark

Outcome (+2)

IR web portal
No benchmark

Outcome (+2)

IR web portal
No benchmark

Outcome (+2)

IR web portal
No benchmark

Outcome (+2)

IR web portal
No benchmark

IRIS-11: Nonexudative Age-Related Macular Degeneration: Loss
of Visual Acuity

Outcome (+2)

IR web portal
No benchmark

IRIS-13: Diabetic Macular Edema: Loss of Visual Acuity
Also see the resource use measures, listed below.

Outcome (+2)

IR web portal
No benchmark

IRIS-14: Acute Anterior Uveitis: Post-Treatment Visual Acuity

Outcome (+2)

IR web portal
No benchmark

Outcome (+2)

IR web portal
No benchmark

Outcome (+2)

IR web portal
No benchmark

Outcome (+2)

IR web portal
No benchmark

IRIS-23: Adenoviral Conjunctivitis: Avoidance of Antibiotic
Treatment

Efficiency (+1)

IR web portal
No benchmark

IRIS-24: Intravitreal Injections: Avoidance of Routine Antibiotic
Use in Patients Before or After Intravitreal Injection

Efficiency (+1)

IR web portal
No benchmark

IRIS-1: Corneal Graft Surgery: Postoperative Improvement in

Visual Acuity of 20/40 or Better
Also see the resource use measures, listed below.

IRIS-19: Ocular Myasthenia Gravis: Improvement of Ocular

Deviation or Absence of Diplopia or Functional Improvement
IRIS-20: Giant Cell Arteritis: Absence of Fellow Eye Involvement After Corticosteroid Treatment
IRIS-5: Surgery for Acquired Involutional Ptosis: Patients with

an Improvement of Marginal Reflex Distance
IRIS-6: Acquired Involutional Entropion: Normalized Lid Posi-

tion After Surgical Repair

IRIS-21: Refractive Surgery: Postoperative Improvement in

Uncorrected Visual Acuity of 20/20 or Better
IRIS-22: Refractive Surgery: Postoperative Correction within
+/- 0.5 Diopter of the Intended Correction
IRIS-9: Diabetic Retinopathy: Documentation of the Presence

Uveitis

Retina

or Absence of Macular Edema and the Level of Severity of
Retinopathy
IRIS-10: Exudative Age-Related Macular Degeneration: Loss of

Visual Acuity

IRIS-15: Acute Anterior Uveitis: Post-Treatment Grade 0 Anteri-

or Chamber Cells
IRIS-16: Chronic Anterior Uveitis: Post-Treatment Visual Acuity
IRIS- 17: Chronic Anterior Uveitis: Post-Treatment Grade 0

Resource
Use

Anterior Chamber Cells
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WILL MIPS GIVE YOUR 2019 PAYMENTS A BOOST?

How CMS Will Calculate Bonuses and Penalties
BY REBECCA HANCOCK, FLORA LUM, MD, CHRIS MCDONAGH, CHERIE MCNETT, JESSICA PETERSON, MD, MPH,
AND SUE VICCHRILLI, COT, OCS.

C

an you afford to ignore the Merit-Based Incentive Payment System (MIPS)? The program, which launched
this year, has significant ramifications for reimburse-

ment.

Your 2017 MIPS Final Score Will Impact Your
2019 Medicare Reimbursement
Here’s how CMS will determine whether you get a bonus or
a penalty.
First, CMS calculates your 2017 final score, which for
most physicians can range from 0 to 100 points. It is a

composite score that will be based on your scores in 3 performance categories, which will usually be weighted as follows.
• Your quality score contributes up to 60 points to your final
score.
• Your advancing care information (ACI) score contributes up
to 25 points.
• Your improvement activities score contributes up to 15
points.
Second, CMS checks whether your 2017 final score
exceeds, meets, or falls below the 3-point performance
threshold. This will determine whether your 2019 payment

adjustment factor is positive, neutral, or negative (see below).
Third, CMS sees how you stack up against the 70-point
additional performance threshold. If you score 70 or more

points, you will get a 2019 additional payment adjustment
factor, which is also known as the exceptional performance
bonus (see, “The Additional Payment Adjustment Factor:
Tap Into a $500M-Bonus Pool,” page 44).
The Payment Adjustment Factor: Bonuses
and Penalties Will Be Budget Neutral
The payment adjustment factor will result in bonuses for
some clinicians and penalties for others.
CMS compares your 2017 final score against the 3-point
performance threshold to determine your 2019 payment
adjustment factor. If your final score is:

• 0 points, your payment adjustment factor is –4%;
• 3 points, your payment adjustment factor is neutral (no
penalty, no bonus); or
• more than 3 points, you will get a small positive adjustment
factor (bonus), based on a linear sliding scale (see the blue
line on Table 17A).
This process for calculating payment adjustments is
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designed to be budget neutral, which means that bonuses for
those with final scores above 3 points will be funded by the
penalties imposed on those who fall below that threshold.
Initially, the maximum negative payment adjustment
factor is –4%. During MIPS’ inaugural year—because of the

special allowances that were made, such as the 3-point floor
for quality measures—the first year’s penalty is effectively
all or nothing. If your final score is 0 points, you’ll incur the
maximum –4% payment penalty; but with minimal reporting of just 1 quality measure, you score enough points to
meet the performance threshold and avoid a penalty.
During the first 4 years, the maximum penalty will steadily
increase. The maximum negative payment adjustment factor

is scheduled to increase as follows:
• –4% for the 2019 payment year (2017 performance year)
• –5% for 2020
• –7% for 2021
• –9% for 2022
To ensure budget neutrality, the maximum positive
payment adjustment factor will be determined after each
performance year is over. For the first 4 payment years, the

maximum payment adjustment factor will be as follows:
• +4% × scaling factor for the 2019 payment year (2017
performance year)
• +5% × scaling factor for 2020
• +7% × scaling factor for 2021
• +9% × scaling factor for 2022
CMS will use a scaling factor that is greater than 0 but
not greater than 3. In 2018, after calculating the 2017 final

scores of all MIPS participants, CMS will determine the
scaling factor—and thus the maximum payment adjustment
factor—for the 2019 payment year.
Bonuses will be based on a linear sliding scale. If your
final score meets or exceeds the 3-point performance threshold, your payment adjustment factor will be based on a
linear sliding scale, starting at 0% for a final score of 3 points
and increasing to the maximum payment adjustment factor
for a final score of 100 points. Table 17A shows an example
of what this sliding scale might look like (see the blue line).
Due to budget neutrality, the sliding scale is expected
to be quite flat during year 1. It is easy to avoid the penalty

in 2017, and this means that the bonus pool for the 2019
payment adjustments will be relatively small; consequently,
the scaling factor will be low, the maximum positive payment

MIPS MANUAL: A PRIMER AND REFERENCE

Table 17: Payment Bonuses (Illustrative Only)
Your payment adjustment factor (bonus) and additional payment adjustment factor (exceptional
performance bonus) will depend on how your 2017 final score compares against 2 thresholds.

ADJUSTMENTS

Table 17A
+2%

+1%
Bonus*
0%
0

20

40
60
FINAL SCORE

80

100

3-Point
Threshold
Bonus: Exceed the 3-point payment adjustment threshold, and you can expect a small positive
payment adjustment based on a linear sliding scale (blue line).

ADJUSTMENTS

Table 17B
+2%
Exceptional
Performance
Bonus*

+1%

0%
0

20

40
60
FINAL SCORE

80

100

70-Point
Threshold
Exceptional performance bonus: Meet or exceed the 70-point additional performance threshold,

and you will receive an additional payment adjustment factor based on a linear sliding scale
(orange dotted line).

Table 17C
ADJUSTMENTS

+2%

Bonus +
Exceptional
Performance
Bonus*

+1%

Bonus*

0%
0
3-Point
Threshold

20

40
60
FINAL SCORE

80

100

70-Point
Threshold

Bonuses are cumulative. If you score at least 70 points, the sum of both bonuses (black line) will be
applied to your 2019 Medicare payments.

* Please note: These sliding scales are merely illustrative. CMS won’t define these 2 sliding
scales until 2018, after it has assigned 2017 final scores to all of this year’s MIPS participants.
A SUPPLEMENT TO EYENET MAGAZINE
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adjustment will be low, and the gradient of the sliding scale
will be low. (The blue line on Table 17A uses a scaling factor
of 0.12 for illustrative purposes; as mentioned above, the
actual scaling factor won’t be known until 2018.)
Example. Suppose the scaling factor for the 2019 payment adjustment factor turns out to be 0.12. The maximum
payment adjustment factor would be 0.48% (4.0 × 0.12) This
would be applied to you if you have a 2017 final score of 100
points and would be the upper limit of the sliding scale.
Clinicians without an EHR system will have a 25-point
handicap. If you don’t have an EHR system, you won’t be

able to report ACI measures. You will only score points for
quality measures (up to 60 points) and improvement activities (up to 15 points), so your maximum score will be 75
points. As CMS increases the performance threshold over the
coming years, this 25-point handicap will become increasingly
important. However, there are limited circumstances where
clinicians without an EHR might have their performance categories reweighted, allowing them to score up to 100 points
(see “Some Clinicians May Be Exempt from ACI,” page 27.)
Use 2017 to get up to speed, before CMS starts ramping
up the financial rewards and risks. Over the next few years,

this bonus pool will increase dramatically, funded by a sharp
increase in payment penalties. This growth in penalties will
be because:
• reporting requirements will become more stringent;
• the performance threshold will be raised (the proposed
rule for 2018 raises it to 15 points and by 2019 it is expected
to be set so high that half of MIPS participants would fall
below the performance threshold); and
• the maximum penalty will rapidly increase (–9% by performance year 2020/payment year 2022).
The Additional Payment Adjustment Factor:
Tap Into a $500M-Bonus Pool
The 70-point additional performance threshold sets the bar
for exceptional performance. If your

2017 final score is 70 points or higher,
an additional payment adjustment
factor will be applied to your 2019
Medicare payments. If you don’t have
an EHR system, scoring 70 points will
be an extreme challenge.
Not budget neutral. These additional bonuses are funded by an additional
$500 million per year that is being
provided during the first 6 payment
years of the program. The money will
be paid out during payment years
2019-2024, based on final scores during
performance years 2017-2022.
This extra bonus will be based on a
linear sliding scale. CMS won’t define

that sliding scale until after the performance year is over. The regulations
state that the scale is likely to be +0.5%
at the lower end (if your final score
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is 70 points) and it can’t exceed +10% at the higher end (if
your final score is 100 points). CMS may reduce that +10%
upper limit using a scaling factor. Table 17B shows a hypothetical sliding scale (orange dotted line) for the additional
payment adjustment factor.
Example. In 2018, after CMS has calculated the final
scores for all MIPS participants, it calculates the scaling
factor that would be needed to distribute the $500 millionbonus pool among those who scored at least 70 points. If
it determines that the scaling factor is 0.0625, this means
that the maximum additional payment adjustment factor is
reduced from +10% to +0.625% (10.0 × 0.0625). This would
be applied to you if you have a 2017 final score of 100 points.
How the Bonuses and Penalties Will Be Applied
You can opt to report and be scored as an individual or
as part of a group. If you opt to be scored as an individual,

CMS will use both your Tax Identification Number (TIN)
and National Provider Identifier (NPI) to distinguish you as
a unique MIPS participant. If you and your colleagues opt to
be scored as a group, the group’s TIN will be used for your
identifier.
Payment adjustments are always applied at the TIN/NPI
level. CMS will apply the payment adjustments at the TIN/

NPI level, regardless of whether you received a final score as
an individual or as part of a MIPS group.
Your 2017 final score will follow you to a new TIN. Your
2017 final score will determine your 2019 payment adjustment, even if you move to a new practice after the 2017
performance year is over. When CMS applies your payment
adjustment in 2019, it will look at the 2017 final score that
was associated with your 2017 TIN, not the 2017 final score
that is associated with your new practice’s TIN.
CMS will start applying the MIPS payment adjustments in
2019. They will be applied throughout the year to each claim

that you submit.

The Academy Leads Ophthalmology’s Efforts to
Shape MIPS’ Future
The federal government’s process for introducing policy involves a proposal, a period for stakeholders—such as the Academy—to provide feedback,
and a revised, final version. That’s the process that the Academy will seek to
impact as CMS makes changes to the existing MIPS policy.
The Academy remains focused on ensuring the success of small practices
and IRIS Registry participants. It will submit comments to the agency that
outline common-sense adjustments that best serve physicians and our patients, and enable the delivery of quality care.
The Academy is also continuing its pursuit of innovative uses of technology, including the IRIS Registry, to advance the measurement of success in
care delivery. CMS has already embraced the idea of “virtual groups.” The
Academy believes that virtual groups could enable practices to qualify as
advanced alternative payment models.
For the latest news on MIPS rule-making, check your email each Thursday
for Washington Report Express.
—Matt Daigle
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TAKING THE ALTERNATE PATHWAY

APMs in Brief
BY SARAH CARTAGENA.

T

here are 2 ways to participate in Medicare’s Quality
Payment Program: 1) via MIPS, which is the pathway
that most ophthalmologists will take this year, and 2)
as an advanced alternative payment model (APM).
What is an APM? APMs are voluntary models that change
the way CMS pays physicians. They add incentives that are
intended to reward high-quality, cost-effective care. Some
examples may include accountable care organizations, patient-centered medical homes, and bundled payment models.
What is an advanced APM? CMS defines an advanced
APM as a model that:
1. requires participants to use certified EHR technology
(CEHRT);
2. provides payment for covered professional services based
on quality measures comparable to those used in the quality
performance category of MIPS; and
3. either (A) is a Medical Home Model expanded under CMS
Innovation Center authority or (B) requires participating
APM entities to bear more than a nominal amount of financial risk for monetary losses.
In the MIPS regulations, CMS listed 6 models that would
qualify as an advanced APM starting in 2017:
• Comprehensive End Stage Renal Disease Care Model
• Comprehensive Primary Care Plus
• Medicare Shared Savings Program (tracks 2 and 3)
• Next Generation ACO Model
• Oncology Care Model (OCM) 2-Sided Risk Arrangement
What is a qualifying APM participant (QP)? A QP is a
MIPS eligible clinician determined by CMS to have met or
exceeded the relevant QP payment amount threshold or QP
patient count threshold for a year based on participation in
an advanced APM entity. QPs can qualify for a 5% Medicare
Part B incentive payment. These clinicians would also be
exempt from MIPS payment adjustments for payment years
2019-2024.
What is a partial qualifying APM participant (partial
QP)? A partial QP is a MIPS eligible clinician determined by

CMS to have met the relevant partial QP threshold for a year.
CMS has established lower thresholds for partial QP status.
This status allows these clinicians to opt out of the MIPS
payment adjustments but does not confer all the benefits of
QP status. CMS is providing “partial credit” to encourage
participation in advanced APM entities even if that participation is not sufficient to earn the APM bonus.

MIPS APMs
What is a MIPS APM? APMs that don’t qualify as “advanced”
are evaluated as MIPS APMs. These hold their participants
accountable for the cost and quality of care provided to
Medicare beneficiaries. In addition, MIPS eligible clinicians
who are participating in an advanced APM and do not meet
the QP threshold are scored under MIPS according to the
APM scoring standard.
Different reporting requirements and scoring. These
models can have MIPS data submission requirements and
MIPS category scoring weights differing from those of other
MIPS eligible clinicians. For MIPS APMs, the performance
categories are weighted as follows—quality contributes up to
50 points; ACI contributes up to 20 points; and improvement
activities contribute up to 30 points.
Different types of MIPS APM. CMS listed 8 models in
their final rule that would qualify as a MIPS APM:
• Comprehensive End Stage Renal Disease Care Model (all
arrangements)
• Comprehensive Primary Care Plus
• Medicare Shared Savings Program (tracks 1, 2, and 3; note
that track 1 did not qualify as an advanced APM)
• Next Generation ACO Model
• Oncology Care Model (1- and 2-Sided Risk Arrangement)
MIPS tip. If you are part of an ACO that is considered
a MIPS APM, you should report quality measures independently of the ACO and can do so using the IRIS Registry.
If the ACO is successful in its MIPS reporting, CMS will
ignore the quality measures that you reported. But if your
ACO is unsuccessful in its MIPS reporting, your quality
reporting can safeguard you from the 4% payment penalty.

All Payer Combination
Starting in performance year 2019 (payment year 2021),
your MIPS eligible clinicians may become QPs through a
combination of participation in advanced APMs and other
payer advanced APMs. This will be known as the All Payer
Combination option. This option would allow eligible
clinicians to become QPs by meeting a relatively low threshold based on Medicare Part B covered professional services
through advanced APMs and an overall threshold based
on services through both advanced APMs and other payer
advanced APMs. Medicare Advantage plans will be considered under this option.
A SUPPLEMENT TO EYENET MAGAZINE

•

45

MIPS MANUAL: A PRIMER AND REFERENCE

Your 8-Step To-Do List for MIPS Resources
Use this to-do list to ensure you’re taking advantage of all
the key MIPS resources.
1. Bookmark aao.org/medicare. From this hub page,
you can navigate to a rich range of ophthalmic-specific
resources, including:
• Subspecialty-specific lists of quality measures
• A dedicated web page for each of the 31 MIPS quality
measures most relevant to ophthalmology and 23
non-MIPS quality measures. These web pages feature:
– Reporting options
– Measure type
– Instructions
– Lists of relevant ICD-10, CPT Category I, HCPCS,
and CPT Category II codes
– Benchmarks
• Guidance on the 3 performance categories
• A MIPS-specific newsfeed
2. Sign up for the IRIS Registry at aao.org/iris-registry.

You have until Oct. 31 to sign up for the IRIS Registry
web portal, which you can use to manually report quality measures and to attest to your ACI and improvement
activities performance. However, it is too late to sign up
for IRIS Registry/EHR integration for automated reporting
of 2017 quality measures. (Note: If you already signed up

for IRIS Registry/EHR integration, you don’t have to sign
up separately to use the web portal.)
3. Check your email. Each Thursday, the Washington
Report Express will help keep you current on the latest
regulatory developments. And watch for Medicare Physician Payment Update, which is sent out the first Saturday
of each month.
4. Use the email hotline. You can send MIPS questions
to mips@aao.org.
5. Share tips and crowdsource solutions on e-Talk. If you
are a member of the American Academy of Ophthalmic
Executives (aao.org/member-services/join), you can use
the eTalk listserv to find out how other practices are tackling MIPS (go to aao.org/practice-management and click
“Listservs”).
6 Schedule yourself some MIPS time at AAO 2017. Attend the MIPS events (see below and page 28) and learn
about MIPS in the exhibit hall (see page 40).
7. Find out when Codequest 2018 is coming to your state.

Codequest 2018 will have a heavy emphasis on MIPS.
Later this year, the 2018 schedule will be posted at aao.
org/codequest.
8. Explore the CMS resources. You will find webinars,
fact sheets, benchmark data, and more at qpp.cms.gov.

Learn More About MIPS at AAO 2017
At AAO 2017 (Nov. 11-14), enjoy the MIPS events listed
below and the 4 ACI-focused events that are listed on
page 28.
Access. Some of these events are free if you are registered for AAO 2017; others require an Academy Plus
course pass, which you can buy when you register; and
the half-day Coding Camp is considered a separate meeting and requires separate registration.
Get more event information online. You can read event
abstracts at aao.org/programsearch and, starting in
mid-September, you can get the most up-to-date information via the Mobile Meeting Guide at aao.org/mobile.

Saturday, Nov. 11
10:30-11:45 a.m. Academy Café MIPS (Sym52). Chair:
David B. Glasser, MD. Where: Room 271. Access: Free.
1:30-4:30 p.m. Coding Camp (17Code2). Moderator: Sue
Vicchrilli, COT, OCS. Includes a section on MIPS. Where:
Room 293. Access: Registration required.

Sunday, Nov. 12
12:15-1:45 p.m. Medicare Forum (Spe16). Where: New
Orleans Theater C. Access: Free.
2:00-3:00 p.m. MIPS in 2018 (224). Senior instructor:
Sue Vicchrilli, COT, OCS. Where: Room 286. Access: Academy Plus course pass required.
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3:15-4:15 p.m. How the IRIS Registry Helps You Participate in the Merit-Based Incentive Payment System (MIPS)
(260). Senior instructor: Rebecca Hancock. Where: Room
290. Access: Academy Plus course pass required.

Monday, Nov. 13
10:15-11:45 a.m. The Medicare Access and CHIP Reauthorization Act (MACRA): What the New Changes Mean to
Your Patients and Your Practice (Sym30) Chairs: Adrienne
Williams Scott, MD, and Keith A. Warren, MD:
• 10:15 a.m. Welcome and Introductions
• 1 0:17 a.m. MACRA: What Is This New Alphabet Soup
of Regulations? How Can We Best Implement It Into
Practice? (William L. Rich III, MD, FACS)
• 1 0:27 a.m. Physician Quality Reporting: The Utility of
the IRIS Registry in Academic and Private Practice
(George A. Williams, MD)
• 1 0:55 a.m. Implementation of MACRA in an Academic Group Practice: The Good, the Bad, and the Ugly
(Keith D. Carter, MD, FACS)
• 1 1:03 a.m. Implementation of MACRA in a Large
Subspecialty Practice: Will the New Payment System
Work? (Reginald D. Sanders, MD)
• 1 1:31 am. The Role of Advocacy in Shaping the Future
of Health Care Policy (George A. Williams, MD)
Where: New Orleans Theater C. Access: Free.

BRIEF SUMMARY OF FULL PRESCRIBING INFORMATION
FOR COMPLETE DETAILS, SEE FULL PRESCRIBING INFORMATION.
1 INDICATIONS AND USAGE
EYLEA® (aflibercept) Injection is indicated for the treatment of patients
with Neovascular (Wet) Age-Related Macular Degeneration (AMD), Macular
Edema following Retinal Vein Occlusion (RVO), Diabetic Macular Edema
(DME), and Diabetic Retinopathy (DR) in Patients with DME.
2 DOSAGE AND ADMINISTRATION
2.1 Important Injection Instructions. For ophthalmic intravitreal injection.
EYLEA must only be administered by a qualified physician.
2.2 Neovascular (Wet) Age-Related Macular Degeneration (AMD).
The recommended dose for EYLEA is 2 mg (0.05 mL or 50 microliters)
administered by intravitreal injection every 4 weeks (monthly) for the first
12 weeks (3 months), followed by 2 mg (0.05 mL) via intravitreal injection
once every 8 weeks (2 months). Although EYLEA may be dosed as frequently
as 2 mg every 4 weeks (monthly), additional efficacy was not demonstrated
in most patients when EYLEA was dosed every 4 weeks compared to every
8 weeks. Some patients may need every 4 week (monthly) dosing after the
first 12 weeks (3 months).
2.3 Macular Edema Following Retinal Vein Occlusion (RVO). The
recommended dose for EYLEA is (0.05 mL or 50 microliters) administered
by intravitreal injection once every 4 weeks (monthly).
2.4 Diabetic Macular Edema (DME). The recommended dose for EYLEA
is (0.05 mL or 50 microliters) administered by intravitreal injection every
4 weeks (monthly) for the first 5 injections followed by 2 mg (0.05 mL)
via intravitreal injection once every 8 weeks (2 months). Although EYLEA
may be dosed as frequently as 2 mg every 4 weeks (monthly), additional
efficacy was not demonstrated in most patients when EYLEA was dosed
every 4 weeks compared to every 8 weeks. Some patients may need every
4 week (monthly) dosing after the first 20 weeks (5 months).
2.5 Diabetic Retinopathy (DR) in Patients with DME. The recommended
dose for EYLEA is 2 mg (0.05 mL or 50 microliters) administered by
intravitreal injection every 4 weeks (monthly) for the first 5 injections,
followed by 2 mg (0.05 mL) via intravitreal injection once every 8 weeks
(2 months). Although EYLEA may be dosed as frequently as 2 mg every
4 weeks (monthly), additional efficacy was not demonstrated in most
patients when EYLEA was dosed every 4 weeks compared to every 8 weeks.
Some patients may need every 4 week (monthly) dosing after the first
20 weeks (5 months).
2.6 Preparation for Administration. EYLEA should be inspected
visually prior to administration. If particulates, cloudiness, or discoloration
are visible, the vial must not be used. Using aseptic technique, the intravitreal
injection should be performed with a 30-gauge x ½-inch injection needle.
For complete preparation for administration instructions, see full prescribing
information.
2.7 Injection Procedure. The intravitreal injection procedure should be
carried out under controlled aseptic conditions, which include surgical
hand disinfection and the use of sterile gloves, a sterile drape, and a sterile
eyelid speculum (or equivalent). Adequate anesthesia and a topical broad–
spectrum microbicide should be given prior to the injection.
Immediately following the intravitreal injection, patients should be monitored
for elevation in intraocular pressure. Appropriate monitoring may consist of a
check for perfusion of the optic nerve head or tonometry. If required, a sterile
paracentesis needle should be available.
Following intravitreal injection, patients should be instructed to report any
symptoms suggestive of endophthalmitis or retinal detachment (e.g., eye
pain, redness of the eye, photophobia, blurring of vision) without delay (see
Patient Counseling Information).
Each vial should only be used for the treatment of a single eye. If the
contralateral eye requires treatment, a new vial should be used and the sterile
field, syringe, gloves, drapes, eyelid speculum, filter, and injection needles
should be changed before EYLEA is administered to the other eye.
After injection, any unused product must be discarded.
3 DOSAGE FORMS AND STRENGTHS
Single-use, glass vial designed to provide 0.05 mL of 40 mg/mL solution
(2 mg) for intravitreal injection.
4 CONTRAINDICATIONS
EYLEA is contraindicated in patients with
• Ocular or periocular infections
• Active intraocular inflammation
• Known hypersensitivity to aflibercept or any of the excipients in EYLEA.
Hypersensitivity reactions may manifest as severe intraocular inflammation.
5 WARNINGS AND PRECAUTIONS
5.1 Endophthalmitis and Retinal Detachments. Intravitreal injections,
including those with EYLEA, have been associated with endophthalmitis
and retinal detachments (see Adverse Reactions). Proper aseptic injection
technique must always be used when administering EYLEA. Patients should
be instructed to report any symptoms suggestive of endophthalmitis or
retinal detachment without delay and should be managed appropriately (see
Dosage and Administration and Patient Counseling Information).
5.2 Increase in Intraocular Pressure. Acute increases in intraocular pressure
have been seen within 60 minutes of intravitreal injection, including with
EYLEA (see Adverse Reactions). Sustained increases in intraocular pressure
have also been reported after repeated intravitreal dosing with vascular
edothelial growth factor (VEGF) inhibitors. Intraocular pressure and the
perfusion of the optic nerve head should be monitored and managed
appropriately (see Dosage and Administration).

5.3 Thromboembolic Events. There is a potential risk of arterial
thromboembolic events (ATEs) following intravitreal use of VEGF inhibitors,
including EYLEA. ATEs are defined as nonfatal stroke, nonfatal myocardial
infarction, or vascular death (including deaths of unknown cause). The
incidence of reported thromboembolic events in wet AMD studies during the
first year was 1.8% (32 out of 1824) in the combined group of patients treated
with EYLEA. The incidence in the DME studies from baseline to week 52 was
3.3% (19 out of 578) in the combined group of patients treated with EYLEA
compared with 2.8% (8 out of 287) in the control group; from baseline to
week 100, the incidence was 6.4% (37 out of 578) in the combined group
of patients treated with EYLEA compared with 4.2% (12 out of 287) in the
control group. There were no reported thromboembolic events in the patients
treated with EYLEA in the first six months of the RVO studies.
6 ADVERSE REACTIONS
The following adverse reactions are discussed in greater detail in the
Warnings and Precautions section of the labeling:
• Endophthalmitis and retinal detachments
• Increased intraocular pressure
• Thromboembolic events
6.1 Clinical Trials Experience. Because clinical trials are conducted under
widely varying conditions, adverse reaction rates observed in the clinical
trials of a drug cannot be directly compared to rates in other clinical trials of
the same or another drug and may not reflect the rates observed in practice.
A total of 2711 patients treated with EYLEA constituted the safety population
in seven phase 3 studies. Among those, 2110 patients were treated with
the recommended dose of 2 mg. Serious adverse reactions related to
the injection procedure have occurred in <0.1% of intravitreal injections
with EYLEA including endophthalmitis and retinal detachment. The most
common adverse reactions (≥5%) reported in patients receiving EYLEA were
conjunctival hemorrhage, eye pain, cataract, vitreous floaters, intraocular
pressure increased, and vitreous detachment.
Neovascular (Wet) Age-Related Macular Degeneration (AMD). The data
described below reflect exposure to EYLEA in 1824 patients with wet AMD,
including 1223 patients treated with the 2-mg dose, in 2 double-masked,
active-controlled clinical studies (VIEW1 and VIEW2) for 12 months.
Table 1: Most Common Adverse Reactions (≥1%) in Wet AMD Studies
Active Control
EYLEA
Adverse Reactions
(ranibizumab)
(N=1824)
(N=595)
Conjunctival hemorrhage
25%
28%
Eye pain
9%
9%
Cataract
7%
7%
Vitreous detachment
6%
6%
Vitreous floaters
6%
7%
Intraocular pressure increased
5%
7%
Ocular hyperemia
4%
8%
Corneal epithelium defect
4%
5%
Detachment of the retinal pigment
3%
3%
epithelium
Injection site pain
3%
3%
Foreign body sensation in eyes
3%
4%
Lacrimation increased
3%
1%
Vision blurred
2%
2%
Intraocular inflammation
2%
3%
Retinal pigment epithelium tear
2%
1%
Injection site hemorrhage
1%
2%
Eyelid edema
1%
2%
Corneal edema
1%
1%
Less common serious adverse reactions reported in <1% of the patients
treated with EYLEA were hypersensitivity, retinal detachment, retinal tear,
and endophthalmitis.
Macular Edema Following Retinal Vein Occlusion (RVO). The data described
below reflect 6 months exposure to EYLEA with a monthly 2 mg dose in 218
patients following CRVO in 2 clinical studies (COPERNICUS and GALILEO) and
91 patients following BRVO in one clinical study (VIBRANT).
Table 2: Most Common Adverse Reactions (≥1%) in RVO Studies
Adverse Reactions
CRVO
BRVO
EYLEA Control EYLEA Control
(N=218) (N=142) (N=91) (N=92)
Eye pain
13%
5%
4%
5%
Conjunctival hemorrhage
12%
11%
20%
4%
Intraocular pressure increased
8%
6%
2%
0%
Corneal epithelium defect
5%
4%
2%
0%
Vitreous floaters
5%
1%
1%
0%
Ocular hyperemia
5%
3%
2%
2%
Foreign body sensation in eyes
3%
5%
3%
0%
Vitreous detachment
3%
4%
2%
0%
Lacrimation increased
3%
4%
3%
0%
Injection site pain
3%
1%
1%
0%
Vision blurred
1%
<1%
1%
1%
Intraocular inflammation
1%
1%
0%
0%
Cataract
<1%
1%
5%
0%
Eyelid edema
<1%
1%
1%
0%
Less common adverse reactions reported in <1% of the patients treated with
EYLEA in the CRVO studies were corneal edema, retinal tear, hypersensitivity,
and endophthalmitis.
Diabetic Macular Edema (DME). The data described below reflect
exposure to EYLEA in 578 patients with DME treated with the 2-mg dose in 2
double-masked, controlled clinical studies (VIVID and VISTA) from baseline
to week 52 and from baseline to week 100.

Table 3: Most Common Adverse Reactions (≥1%) in DME Studies
Adverse Reactions
Baseline to Week 52 Baseline to Week 100
EYLEA
Control
EYLEA
Control
(N=578) (N=287) (N=578) (N=287)
Conjunctival hemorrhage
28%
17%
31%
21%
Eye pain
9%
6%
11%
9%
Cataract
8%
9%
19%
17%
Vitreous floaters
6%
3%
8%
6%
Corneal epithelium defect
5%
3%
7%
5%
Intraocular pressure increased
5%
3%
9%
5%
Ocular hyperemia
5%
6%
5%
6%
Vitreous detachment
3%
3%
8%
6%
Foreign body sensation in eyes
3%
3%
3%
3%
Lacrimation increased
3%
2%
4%
2%
Vision blurred
2%
2%
3%
4%
Intraocular inflammation
2%
<1%
3%
1%
Injection site pain
2%
<1%
2%
<1%
Eyelid edema
<1%
1%
2%
1%
Less common adverse reactions reported in <1% of the patients treated with
EYLEA were hypersensitivity, retinal detachment, retinal tear, corneal edema,
and injection site hemorrhage.
6.2 Immunogenicity. As with all therapeutic proteins, there is a potential for
an immune response in patients treated with EYLEA. The immunogenicity
of EYLEA was evaluated in serum samples. The immunogenicity data reflect
the percentage of patients whose test results were considered positive for
antibodies to EYLEA in immunoassays. The detection of an immune response
is highly dependent on the sensitivity and specificity of the assays used,
sample handling, timing of sample collection, concomitant medications,
and underlying disease. For these reasons, comparison of the incidence of
antibodies to EYLEA with the incidence of antibodies to other products may
be misleading.
In the wet AMD, RVO, and DME studies, the pre-treatment incidence of
immunoreactivity to EYLEA was approximately 1% to 3% across treatment
groups. After dosing with EYLEA for 24-100 weeks, antibodies to EYLEA were
detected in a similar percentage range of patients. There were no differences
in efficacy or safety between patients with or without immunoreactivity.
6.3 Postmarketing Experience. The following adverse reactions have been
identified during postapproval use of EYLEA. Because these reactions are
reported voluntarily from a population of uncertain size, it is not always
possible to reliably estimate their frequency or establish a causal relationship
to drug exposure.
• Hypersensitivity including rash, pruritus, and urticaria as well as isolated
cases of severe anaphylactic/anaphylactoid reactions.
8 USE IN SPECIFIC POPULATIONS
8.1 Pregnancy. Pregnancy Category C. Aflibercept produced embryo-fetal
toxicity when administered every three days during organogenesis to
pregnant rabbits at intravenous doses ≥3 mg per kg, or every six days at
subcutaneous doses ≥0.1 mg per kg. Adverse embryo-fetal effects included
increased incidences of postimplantation loss and fetal malformations,
including anasarca, umbilical hernia, diaphragmatic hernia, gastroschisis, cleft
palate, ectrodactyly, intestinal atresia, spina bifida, encephalomeningocele,
heart and major vessel defects, and skeletal malformations (fused vertebrae,
sternebrae, and ribs; supernumerary vertebral arches and ribs; and incomplete
ossification). The maternal No Observed Adverse Effect Level (NOAEL) in
these studies was 3 mg per kg. Aflibercept produced fetal malformations at
all doses assessed in rabbits and the fetal NOAEL was less than 0.1 mg per kg.
Administration of the lowest dose assessed in rabbits (0.1 mg per kg) resulted
in systemic exposure (AUC) that was approximately 10 times the systemic
exposure observed in humans after an intravitreal dose of 2 mg.
There are no adequate and well-controlled studies in pregnant women.
EYLEA should be used during pregnancy only if the potential benefit justifies
the potential risk to the fetus. Females of reproductive potential should use
effective contraception prior to the initial dose, during treatment, and for at
least 3 months after the last intravitreal injection of EYLEA.
8.3 Nursing Mothers. It is unknown whether aflibercept is excreted in human
milk. Because many drugs are excreted in human milk, a risk to the breastfed
child cannot be excluded. EYLEA is not recommended during breastfeeding.
A decision must be made whether to discontinue nursing or to discontinue
treatment with EYLEA, taking into account the importance of the drug to
the mother.
8.4 Pediatric Use. The safety and effectiveness of EYLEA in pediatric patients
have not been established.
8.5 Geriatric Use. In the clinical studies, approximately 76% (2049/2701)
of patients randomized to treatment with EYLEA were ≥65 years of age
and approximately 46% (1250/2701) were ≥75 years of age. No significant
differences in efficacy or safety were seen with increasing age in these
studies.
17 PATIENT COUNSELING INFORMATION
In the days following EYLEA administration, patients are at risk of developing
endophthalmitis or retinal detachment. If the eye becomes red, sensitive
to light, painful, or develops a change in vision, advise patients to seek
immediate care from an ophthalmologist (see Warnings and Precautions).
Patients may experience temporary visual disturbances after an intravitreal
injection with EYLEA and the associated eye examinations (see Adverse
Reactions). Advise patients not to drive or use machinery until visual function
has recovered sufficiently.
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INDICATIONS AND IMPORTANT SAFETY INFORMATION
INDICATIONS
EYLEA® (aflibercept) Injection is indicated for the treatment
of patients with Neovascular (Wet) Age-related Macular
Degeneration (AMD), Macular Edema following Retinal Vein
Occlusion (RVO), Diabetic Macular Edema (DME), and Diabetic
Retinopathy (DR) in Patients with DME.
CONTRAINDICATIONS
EYLEA® (aflibercept) Injection is contraindicated in patients
with ocular or periocular infections, active intraocular
inflammation, or known hypersensitivity to aflibercept or
to any of the excipients in EYLEA.
WARNINGS AND PRECAUTIONS
Intravitreal injections, including those with EYLEA, have been
associated with endophthalmitis and retinal detachments.
Proper aseptic injection technique must always be used
when administering EYLEA. Patients should be instructed
to report any symptoms suggestive of endophthalmitis or
retinal detachment without delay and should be managed
appropriately. Intraocular inflammation has been reported
with the use of EYLEA.
Acute increases in intraocular pressure have been seen
within 60 minutes of intravitreal injection, including with
EYLEA. Sustained increases in intraocular pressure have also
been reported after repeated intravitreal dosing with VEGF
inhibitors. Intraocular pressure and the perfusion of the optic
nerve head should be monitored and managed appropriately.

There is a potential risk of arterial thromboembolic events
(ATEs) following intravitreal use of VEGF inhibitors, including
EYLEA. ATEs are defined as nonfatal stroke, nonfatal
myocardial infarction, or vascular death (including deaths of
unknown cause). The incidence of reported thromboembolic
events in wet AMD studies during the first year was 1.8%
(32 out of 1824) in the combined group of patients treated
with EYLEA. The incidence in the DME studies from baseline
to week 52 was 3.3% (19 out of 578) in the combined group
of patients treated with EYLEA compared with 2.8% (8 out
of 287) in the control group; from baseline to week 100,
the incidence was 6.4% (37 out of 578) in the combined
group of patients treated with EYLEA compared with 4.2%
(12 out of 287) in the control group. There were no reported
thromboembolic events in the patients treated with EYLEA in
the first six months of the RVO studies.
ADVERSE REACTIONS
Serious adverse reactions related to the injection procedure
have occurred in <0.1% of intravitreal injections with EYLEA
including endophthalmitis and retinal detachment.
The most common adverse reactions (≥5%) reported in
patients receiving EYLEA were conjunctival hemorrhage,
eye pain, cataract, vitreous floaters, intraocular pressure
increased, and vitreous detachment.

Please see brief summary of full Prescribing Information on the
following page.
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