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Objectives
• Overview of MACRA goals
• Cost measure defined
• Understanding Medicare Spending Per Beneficiary (MSPB)

• Understanding Total Per Capita Costs (TPCC) for All Attributed
Beneficiaries
• Operationalizing cost measures

• Finding my QRUR report
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MACRA Review
QPP
The Quality Payment Program, established by the Medicare Access
and CHIP Reauthorization Act of 2015 (MACRA), is a quality payment
incentive program for physicians and other eligible clinicians, which
rewards value and outcomes in one of two ways: through the Meritbased Incentive Payment System (MIPS) and Advanced Alternative
Payment Models (APMs).
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MACRA Review
QPP
• As we go into the second year, referred to as “The Quality Payment
Program Year 2,” CMS has been listening to feedback and using it to
ensure that:
• The program’s measures and activities are meaningful:
▪ Clinician burden is minimized.
▪ Care coordination is better.
▪ Clinicians have a clear way to participate in AAPMs.
• CMS will keep offering free, hands-on Technical Assistance (TA) to help
you and your groups participate in the Quality Payment Program.
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Quality Payment Program
Cost Reporting
Quality Payment Program Year 2
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Cost Reporting: The Good News
• Weighting the MIPS Cost performance category to 10% of your total
MIPS final score.
• Including the Medicare Spending per Beneficiary (MSPB) and
• Total Per Capita Cost (TPCC) measures to calculate cost performance
category score for the 2018 MIPS performance period.
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Cost Reporting: The Good News
• These two measures are carried over from the Value Modifier
program and are currently being used to provide feedback for the
MIPS transition year.
• CMS will calculate Cost measure performance; no action is required
from clinicians.
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Cost Measures
Weight to final score:
▪ Finalized at 10% in 2020
payment year.
▪ 10-30% in 2021 MIPS
payment year and beyond
Measures:
Includes (MSPB) and (TPCC) Cost
performance category for the
2018 MIPS performance period

• For the 2018 MIPS performance
period, CMS won’t use the 10
episode-based measures adopted
for the 2017 MIPS performance
period.
• CMS is developing new episodebased measures with stakeholder
input and soliciting feedback on
some of these measures fall 2018.
• CMS expect to propose new cost
measures in future rulemaking
and solicit feedback on episodebased measures before they are
included in MIPS.
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Cost Measures
Reporting/Scoring:
• CMS will calculate individual
MIPS eligible clinician’s and
group’s Cost performance
using administrative claims
data if they meet the case
minimum of attributed
patients for a measure and if
a benchmark has been
calculated for a measure.

• CMS compares your performance
with the performance of other
MIPS eligible clinicians and groups
during the performance period so
measure benchmarks aren’t based
on a previous year.
• Performance category score is the
average of the 2 measures.
• If only 1 measure can be scored,
that score will be the performance
category score.
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Scoring
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Scoring
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Polling Question
• How many have downloaded your practice QRUR?
▪ Yes ___________
▪ No ____________
▪ Not sure ______________
• How many have read and analyzed their QRUR including the tables
▪ Yes _______
▪ No ___________
▪ Not sure __________
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Merit-Based Incentive Payment System
(MIPS):
Understanding Medicare Spending
Per Beneficiary
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Medicare Spending Per Beneficiary (MSPB)
The Medicare Spending Per Beneficiary (MSPB) measure assesses the
cost to Medicare of services performed by an individual clinician during
an MSPB episode, which comprises the period immediately prior to,
during, and following a patient’s hospital stay.
• An MSPB episode includes all Medicare Part A and Part B claims falling
in the episode “window,” specifically claims with a start date between
3 days prior to a hospital admission

• Also known as the “index admission” for the episode through 30 days
after hospital discharge.
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Medicare Spending Per Beneficiary (MSPB)
The MSPB measure is attributed to individual clinicians, as identified by
their unique Medicare Taxpayer Identification Number/National Provider
Identifier (TIN-NPI). MSPB measure performance may be reported at
either the clinician (TIN-NPI) or the clinician group (TIN) level.

16

Medicare Spending Per Beneficiary (MSPB)
Overview of Measure Calculation
Measure Numerator
• The numerator for the measure is the sum of the ratio of paymentstandardized observed to expected MSPB episode costs for all
MSPB episodes for the TIN-NPI or TIN
• The sum of the ratios is then multiplied by the national average
payment-standardized observed episode cost, to convert the ratio
to a dollar amount.
Measure Denominator
• The denominator for the MSPB measure is the total number of
MSPB episodes for the TIN-NPI or TIN.
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Medicare Spending Per Beneficiary (MSPB)
Data Source
The MSPB measure is calculated based on all
• Medicare Parts A and B final action claims during the performance
period, including: inpatient hospital; outpatient; skilled nursing facility;
home health; hospice; durable medical equipment, prosthetics,
orthotics, and supplies; and Medicare Part B Carrier (non-institutional
Physician/Supplier) claims.
• Beneficiary enrollment data and Part A and B claims are used to
determine eligible episodes and to attribute MSPB episodes to
clinicians.
• MSPB does not require any additional measure submission by
clinicians or clinician groups.
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Medicare Spending Per Beneficiary
(MSPB)
Exclusion Criteria
• The beneficiary was not continuously
enrolled in both Medicare Parts A and B
from 93 days prior to the index admit
through 30 days after discharge
• The beneficiary’s death occurred during
the episode
• The beneficiary is enrolled in a Medicare
Advantage plan or Medicare is the
secondary payer at any time during the
episode window or 90-day lookback
period
• The index admission for the episode did
not occur in a subsection (d) hospital paid
under the Inpatient Prospective Payment
System (IPPS) or an acute hospital in
Maryland

•

•

•

•

The discharge of the index admission
occurred in the last 30 days of the
performance period
The index admission for the episode is
involved in an acute-to-acute hospital
transfer (i.e., the admission ends in a
hospital transfer or begins because of a
hospital transfer)
The index admission occurs within the 30day post-discharge period of another
MSPB episode
The index admission inpatient claim
indicates a $0 actual payment or a $0
standardized payment
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Calculation of MSPB divided into seven
steps:
1. Define the population of index admissions

2. Calculate payment-standardized episode costs
3. Calculate expected episode costs
4. Exclude outliers

5. Attribute episodes to a TIN-NPI
6. Calculate the MSPB measure for the TIN-NPI or TIN
7. Report the MSPB measure for the TIN-NPI or TIN
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Step 5: Attribute Episodes to TIN-NPI
• Each MSPB episode is attributed to the TIN-NPI responsible for the
plurality of Part B Physician/Supplier services during the index
admission.
• Costs of services are measured by Medicare standardized allowed
amounts, and services must be performed by MIPS-eligible
clinicians during the episode’s index admission (the period between
admission date and discharge date of the hospital stay, inclusive).

• Part B services are defined as all clinician services billed on noninstitutional claims to determine attribution.
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Step 5: Attribute Episodes to TIN-NPI
Part B services billed by MIPS-eligible clinicians are considered if they are
• on the admission date and in a hospital setting, with place of service
restricted to inpatient, outpatient, or emergency room hospitals,
• during the index hospital stay, regardless of place of service, or
• on the discharge date with place of service restricted to inpatient
hospital.
• If more than one TIN-NPI has the plurality of Part B services
standardized payment, the episode will be attributed to the TIN-NPI
with the plurality of Part B services bill lines
If more than one TIN-NPI also have the same count of services, the MSPB
episode is randomly attributed to one TIN-NPI.
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Merit-Based Incentive Payment
System (MIPS):
Understanding Total Per Capita Costs
for All Attributed Beneficiaries
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Total Per Capita Costs (TPCC)
Measure Description
• The Total Per Capita Costs for All Attributed Beneficiaries (TPCC)
measure is a payment-standardized, annualized, risk-adjusted, and
specialty-adjusted measure that evaluates the overall cost of care
provided to beneficiaries attributed to clinicians, as identified by a
unique Taxpayer Identification Number/National Provider Identifier
(TIN-NPI). Using Medicare Part A and Part B claims, with certain
exclusions, the TPCC measure calculates the risk-adjusted per capita
costs for beneficiaries attributed to a clinician (TIN-NPI), with reporting
at the TIN or the TIN-NPI level.
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Total Per Capita Costs (TPCC)
Measure Numerator

Measure Denominator

• The numerator for the measure
is the sum of the annualized,
risk-adjusted, specialty-adjusted
Medicare Part A and Part B
costs across all beneficiaries
attributed to a TIN-NPI, within a
TIN or TIN-NPI (depending on
the level of reporting).

• The denominator for the
measure is the number of all
Medicare beneficiaries who
received Medicare-covered
services and are attributed to a
TIN-NPI, within a TIN or TIN-NPI
(depending on the level of
reporting), during the
performance period.
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Total Per Capita Costs (TPCC) Eligibility and
Exclusion
Beneficiaries are excluded from the
population measured if they meet any
of the following conditions:
• Were not enrolled in both Medicare
Part A and Part B for every month
during the performance period,
unless part year enrollment was the
result of new enrollment or death
• Were enrolled in a private Medicare
health plan (for example, a Medicare
Advantage HMO/PPO or a Medicare
private FFS plan) for any month
during the performance period
• Resided outside the United States, its
territories, and its possessions during
any month of the performance
period

•

•

After applying the exclusions all
Medicare beneficiaries who
received Medicare-covered services
and are attributed to a TIN-NPI
during the performance period are
included in the calculation of the
TPCC measure.
Beneficiary attribution follows a
two-step process that assigns a
beneficiary to a single TIN-NPI
based on the amount of primary
care services received and the
clinician specialties that performed
these services.
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Total Per Capita Costs (TPCC) Data
Source
•

This measure is calculated from
Medicare Part A and Part B final
action claims for services provided
during the performance period that
include: inpatient hospital;
outpatient hospital; skilled nursing
facility; home health; hospice;
durable medical equipment,
prosthetics, orthotics, and supplies
(DMEPOS); and Medicare Part B
Carrier (non-institutional
physician/supplier) claims.

•

•

•

The measure also uses Medicare
beneficiary enrollment data to
capture patient characteristics.
This measure does not require any
additional measure submission by
TIN-NPIs or TINs. Medicare Part A and
Part B final action claims are used to
attribute beneficiaries to TIN-NPIs for
this measure, as described below.
Part D-covered prescription drug
costs are not included in the
calculation of the TPCC measure.
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Total Per Capita Costs (TPCC)
Detailed Measure Calculation Methodology of the TPCC measure
divided into seven steps:
1.

Attribute beneficiaries to TIN-NPI

2.

Calculate payment-standardized per capita costs

3.

Annualize costs

4.

Risk-adjust costs

5.

Specialty-adjust costs

6.

Calculate the TPCC measure for the TIN-NPI or TIN

7.

Report the TPCC measure for the TIN-NPI or TIN.
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Attribute Beneficiaries to TIN-NPI (TPCC)
For the TPCC measure:
• Beneficiaries are attributed to a
single TIN-NPI in a two-step
process that takes into account
the level of primary care
services received (as measured
by Medicare allowed charges
during the performance period)
and the clinician specialties that
performed these services.
• Only beneficiaries who received
a primary care service during
the performance period are
considered in attribution.

• A beneficiary is attributed to a
TIN-NPI if the beneficiary
received more primary care
services (PCS) from primary care
physicians (PCPs), nurse
practitioners (NPs), physician
assistants (PAs), and clinical
nurse specialists (CNSs) in that
TIN-NPI than in any other TINNPI or CMS Certification
Number (CCN).
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Attribute Beneficiaries to Total Per Capita
Costs (TPCC)
▪

▪

A beneficiary is attributed to a TINNPI If the beneficiary received more
PCS from PCPs, NPs, PAs and CNSs or
from a CCN than any other TIN-NPI,
or CCN.
If the beneficiary received more PCS
from PCPs, NPs, PAs and CNSs from a
CCN than any other TIN-NPI, this
beneficiary would be attributed to
the CCN, would not be attributed to
any TIN-NPIs, and would be excluded
from risk adjustment.

•

Primary care services include
evaluation and management services
provided in office and other noninpatient and non–emergency-room
settings, as well as initial Medicare
visits and annual wellness visits.

•

If two TIN-NPIs tie for the largest
share of a beneficiary’s primary care
services, the beneficiary will be
attributed to the TIN-NPI that
provided primary care services most
recently.
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Attribute Beneficiaries to Total Per Capita
Costs (TPCC)
▪

▪

▪

If a beneficiary did not receive a
primary care service from any
primary care clinician, PCP, NP, PA, or
CNS during the performance period,
the beneficiary is attributed to a TINNPI in the second step.
If the beneficiary received more
primary care services from nonprimary care physicians within the
TIN-NPI than in any other TIN-NPI or
CCN.
If two non-primary TIN-NPIs tie for
the largest share of a beneficiary’s
primary care services, the beneficiary
will be attributed to the non-primary
care TIN-NPI that provided primary
care services most recently.

▪

▪

If the beneficiary received more PCS
from non-primary care physicians
from a CCN than any TIN-NPI, this
beneficiary would be attributed to
the CCN, would not be attributed to
any TIN-NPIs, and would be excluded
from risk adjustment.
If the beneficiary did not receive any
primary care service via PCP, NP, PA,
CNS or non-primary care physician,
then the beneficiary would not be
attributed.
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Operationalizing Cost Measures
So Now What Do I Do?
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Operationalizing Cost Measures
• You need to know something about your QRUR report and how to find
that information on your current QRUR and the corresponding tables
that give you the drill-down detail

• Table 3A. Per Capita Costs, by Categories of Service, for the Per Capita
Costs for All Attributed Beneficiaries Measure
• Action items: 3A, 3B, & 4A - 4D

• Review 3A summary per capita costs by category
• 4A-4D same as 3A, but by specific condition
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Operationalizing Cost Measures
• Table 5B. Beneficiaries and Episodes Attributed to Your TIN for the
Medicare Spending per Beneficiary (MSPB) Measure
• Table 5C. Costs per Episode, by Categories of Service, for the Medicare
Spending per Beneficiary (MSPB) Measure
• Table 5D. Medicare Spending per Beneficiary (MSPB) Costs, by Episode
and Service Category

• Action item: Review principal diagnosis for high cost episodes
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Operationalizing Cost Measures
Position for the future
• Access and download QRUR report as often as it is available
• Analyze the QRUR data and share it with all providers; where do you
need to improve
• Identify areas of opportunity
– Update PECOS

– Coding - HCC coding
– Clinical documentation
– Controlling costs

• Include in your MIPS strategy coding and billing opportunities
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Operationalizing Cost Measures
Position for the future
Work on lowering costs in 2018 and
beyond
•

•

•

Work more closely with care partners
across the continuum i.e. transitions
of care, improved communications,
avoid duplication of testing (Choosing
Wisely)
Develop a MIPS monitoring system to
track the quality metrics as well as
ACI measures
Work closely with your vendors such
as EHR to aide in your success i.e.
reports, registry data for tracking
necessary components

•

•
•

Develop innovative ways to increase
outcomes. Don’t just run a list of
patients needing colorectal cancer
screening but stratifying the list for
those at highest risk of colon cancer.
Apply strategies and measures to all
populations and payers
Consider NP or PA for chronic care
management and coordinating care
to lower overall costs
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So Where Is My Cost Data ?
Finding your 2016 QRUR
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Getting started
• Authorized representatives of groups and solo practitioners can access the
2016 Annual QRURs at https://portal.cms.gov using an Enterprise Identity
Management (EIDM) account
• For a solo practitioner (TIN with only 1 National Provider Identification
(NPI) that bills under the TIN):
▪ Individual Practitioner
▪ Individual Practitioner Representative
• For a group with 2 or more eligible professionals (TIN with 2 or more
NPIs that bill under the TIN):
▪ Security Official
▪ Group Representative
• Having an EIDM account with one of these roles will allow you to access
your TIN’s Annual QRURs
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Getting started
• Instructions for obtaining an EIDM account are available at:
https://www.cms.gov/Medicare/Medicare-Fee-for-ServicePayment/PhysicianFeedbackProgram/Obtain-2013-QRUR.html

• For questions about setting up an EIDM account and/or resetting the
EIDM password, please contact the QualityNet Help Desk:
• Monday – Friday: 8:00 am – 8:00 pm Eastern Time Zone

• Phone: (866) 288-8912 (TTY (877) 715-6222)
• Fax: (888) 329-7377
• Email: qnetsupport@hcqis.org
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Getting started
• For retrieving a forgotten password go to: https://portal.cms.gov, and
select the Forgot your Password link located in the CMS Enterprise
Portal screen.
• To find out if someone can already access your TIN’s QRUR, please
contact the QualityNet Help Desk and provide your TIN and the name
of your group (or your name, if you are a solo practitioner).
• For questions about information contained in your 2016 Annual QRUR
or to provide feedback to CMS, please contact the Physician Value Help
Desk:

• Monday – Friday: 8:00 am – 8:00 pm Eastern Time Zone
• (888) 734-6433 (option 3)
• Email: pvhelpdesk@cms.hhs.gov
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Accessing Your 2016 QRUR

43

Accessing 2016 QRUR
1. Go to the CMS Enterprise Portal
at: https://portal.cms.gov.
• Note: The CMS Enterprise Portal
supports the following internet
browsers:
• Internet Explorer 11
• Firefox
• Chrome
• Safari
• Enable JavaScript and adjust any
browser zoom features to ensure
you are not seeing the screen in
too wide of a view.
2. Enter your EIDM User ID.
• Note: The Choose MFA Device
drop-down menu is displayed when
you enter the User ID.

44

Accessing 2016 QRUR
3. Enter your Password.
4. Complete the Multi-Factor
Authentication (MFA) process
each time you attempt to log in to
the CMS Enterprise Portal.
a. Select an option under the
Choose MFA Device drop-down
menu.
b. Select Send MFA Code to receive
the Security Code.
Note: You previously registered to
complete the MFA process when
setting up your EIDM account. Please
ensure that you select the same MFA
Device type you selected when
registering for the MFA process
during your initial account set-up.

Note: The Send MFA Code option is
displayed only when one of the
following Choose MFA Device types is
selected:
• Text Message (SMS)
• Interactive Voice Response
(IVR)
• Email
c. Retrieve the security code from
the selected MFA device type.
d. Enter the Security Code and
select Agree to our Terms &
Conditions.
e. Select Login.
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Accessing 2016 QRUR
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Accessing 2016 QRUR
5. Select the PV-PQRS option on the
My Portal screen and then select
Feedback Reports.
• Note: If you do not see the PVPQRS option on the My Portal
screen, please select View Apps to
access the PV-PQRS option
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Accessing 2016 QRUR
6. Select 2016 from the Select a Year
dropdown menu, and then select a
report 2016 Annual Quality and
Resource Use Report (QRUR), or
any one of the Tables from the
Select a Report dropdown menu.
• Note: If you do not see the 2016
Annual Quality Resource User
Report (QRUR) in the dropdown
menu:
• Verify that you selected 2016 from
the Select a Year dropdown menu.
• Call the QualityNet Help Desk to
ensure that you logged in with an
EIDM account with a correct role.
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Accessing 2016 QRUR
7. To view the 2016 report online:
Select View online from the select an
action drop down menu
▪ To download the 2016 annual
QRUR in PDF format: proceed to
section VI.A
▪ To access the 2016 annual QRUR
tables proceed to section VII.
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Accessing 2016 QRUR
8. Read the Attestation Message and
make the appropriate attestation
selection.
• Select one of the options under *I
plan to use this data in my
capacity as a:
• Then select I Confirm to continue.
Note: If you select ‘Neither of the
above’ or ‘I do not know’, the option
to Exit to Resources screen will be
enabled.
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Accessing 2016 QRUR
•

The screen shows the TIN(s)
associated with your EIDM
account.
9. Select one TIN from the Available
TINs:
• Select a TIN and either double-click
the mouse or click on the Arrow
button to move the TIN from
Available to Selected.
• You can also filter the list of
Available TINs by entering the
name or last 4 digits of a TIN in the
Search for field.

•

Note: Select only one TIN each
time you attempt to retrieve a
2016 Annual QRUR.
• Note: For better search results, it is
recommended to search by the last
4 digits of the TIN.
10. Select Run Document.
• Note: You will need to wait several
seconds while the system
generates your 2016 Annual
QRUR.
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Annual QRUR Report
By default the About This Report tab
is displayed. This tab contains
information on how your TIN
performed in calendar year 2016 on
the quality and cost measures used
to calculate the 2018 Value Modifier.
This tab displays information in the
following sections:
• ABOUT THIS REPORT FROM
MEDICARE
• YOUR TIN’S 2018 VALUE MODIFIER
• QUESTIONS?
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Annual QRUR contains the following
sections
A. About This Report (Default
Tab)
B. Your TIN’s 2018 Value Modifier
C. Quality Performance

D. Cost Performance
E. Accompanying Tables
F.

About the 2018 Value Modifier

G. Glossary

Tip:
• Use the back arrow button on
the MicroStrategy Platform
Toolbar to navigate between
screens when viewing your
report.
• Note: Please do not use the
browser’s arrow buttons.
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Thank you for joining us!
Pamela Ballou-Nelson, RN, MSPH, CMPE,
PhD, Principal, MGMA Consulting
www.telligenqpp.com
Michelle Brunsen
515.453.8180
mbrunsen@telligen.com
Sandy Swallow
515.223.2105
sswallow@area-d.hcqis.org
www.telligenqinqio.com
This material was prepared by Telligen, the Quality Payment Program Small, Underserved and
Rural Support contractor for Iowa, Nebraska, North Dakota and South Dakota, under contract
with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of
Health and Human Services. The contents presented do not necessarily reflect CMS policy.

This material was prepared by Telligen, the Medicare Quality Innovation Network
Quality Improvement Organization, under contract with the Centers for Medicare &
Medicaid Services (CMS), an agency of the U.S. Department of Health and Human
Services. The contents presented do not necessarily reflect CMS policy
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Resources
• For more information about the methodology used in payment
standardization, please refer to the CMS Price (Payment)
Standardization documents on QualityNet.

• More details on the MSPB measure as defined by MIPS may be
found in the CY 2017 (81 FR 77166–77171) and CY 2018 (82 FR
53643–53647) QPP Final Rules, including updates from previous
versions of MSPB.
https://www.federalregister.gov/documents/full_text/xml/2017/1
1/16/2017-24067.xml
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Resources
•

For more information about the methodology used in payment
standardization, please refer to the CMS Price (Payment)
Standardization documents on QualityNet.

•

Final details of MSPB episode construction and original
application in the Hospital Value-Based Purchasing (VBP)
Program are in the FY 2012 IPPS/LTCH PPS Final Rule (76 FR
51618–51626) and the FY 2013 IPPS/LTCH Final Rule (77 FR
53583–53596).

https://www.gpo.gov/fdsys/pkg/FR-2011-05-05/html/20119644.htm
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Resources

• Guide for Accessing the 2016 Annual QRURs and Tables
www.cms.gov/.../Downloads/2016-QRUR-Guide.pdf

• More information about the 2016 Annual QRURs and 2018 Value
Modifier is available at:
• https://www.cms.gov/Medicare/Medicare-Fee-for-ServicePayment/PhysicianFeedbackProgram/2016-QRUR.html
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