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Meaningful Use Modified Rule for 2015 - 2017
CMS has released the Modified Meaningful Use (MU) rule which will go into effect for 
reporting years 2015-2017. 

Key take-aways:
•  The modified rule removes redundant, duplicative, and topped out measures,  
    bringing the list from 18 objectives down to 10 objectives.
•  All providers must report on the same set of 10 objectives in 2015, 2016, and  
    2017.
•  Any providers who were scheduled to report on Stage 1 in 2015 have an extra  
   set of exclusions available to them, however they will still attest to the same set of  
   10 objectives as the Stage 2 providers.
•  All providers will be required to report on the new set of 10 objectives in 2016  
   and 2017, regardless of when they began MU. There is no longer a separate set  
   of measures for “Stage 1” or “Stage 2.”
•  The “Stage 1 extra set of exclusions” is for 2015 only, and will not apply to any  
   providers in 2016 or 2017.

•  All providers will report for a full calendar year in 2016 unless it is their first time  
   attesting to MU in which they will attest for a 90 day period.

The Modified rule also details out the Stage 3 rules, which will go into effect for all 
providers in 2018. There will be a 60 day comment period before CMS finalizes the 
Stage 3 measures.  Click here to view the Modified rule.

If you have questions about Meaningful Use, reach out to your ALN Support Team.

 
 CHECK OUT THE 

LATEST BLOG POST:
         •  CO-OPS AND 
            CORRIDORS

ICD-10 went into effect on October 1st.  Forty percent of ALN’s physicians were coding in ICD-10 out of the EMR prior 
to the October 1st go-live! 

Key things to remember:

If you are using a custom form or custom list that was originally built with ICD-9 codes, those forms/lists will need to 
be updated to include the ICD-10 codes, or you will need to revert back to using standard forms/lists that have been 
updated already by GE. If you need custom work updated, please reach out to your ALN Support team for a quote.

Continue to review any active problems in the patient list and make sure all active problems are updated to the most 
specific ICD-10 code. Problems that were entered before the ICD-10 transition have been mapped to an ICD-10 code 
using GEMS (General Equivalence Mappings), however some codes will not have a mapping and other codes will be 
mapped to more specific code.

CMS released a 12-month grace period during which Medicare claims will not be denied based on which diagnosis 
code was selected as long as the physician submits an ICD-10 code from an appropriate family of codes. Also during 
the grace period, Medicare claims will not be audited based on the specificity of the diagnosis codes used as long as 
they are from an appropriate family of codes. Click here to read the FAQ from CMS. 

Should you have questions about ICD-10, CMS has made available a dedicated team of experts, called the ICD-10 
Ombudsman, to help answer your questions. Responses are typically sent within 3 business days of receipt. 

As Tim mentions in his recent blog post ‘War Rooms’, while the first few weeks of the ICD-10 transition have gone 
seemly well, the true indicator of the ICD-10 impact will come many weeks after the October 1st implementation date 
when we begin to see how the carriers handle the ICD-10 claims and reimbursement. 

ICD-10 Update
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Medicare Part B fee-for-service (FFS) providers will be happy to know that CMS has made available to 2014  
Supplemental Quality and Resource Use Reports (QRURs) to all group practices and solo practitioners.

QRURs provide information to TINs on the management of their Medicare FFS patients based on episodes of care in 
2014.  The 2014 Supplemental QRURs are for informational purposes only, however they will be useful as providers 
begin to look forward to the Value-based Payment program which will evaluate providers based on a cost and quality 
score that is reflected in the QRURs. 

Click here to review the “Instructions for Medical Group Practices and Solo Practices to Access Their 2014 
Supplemental QRURs.” 

Or visit the “Supplemental QRURs and Episode-Based Payment Measurement” page on the CMS website.  

PQRS and VBP Update

Next year, 2016, will be the last individual performance year for Meaningful Use, PQRS, and Value Based Modifier. 

Beginning with reporting year 2017, CMS will roll all incentive programs under one umbrella called the Merit-Based 
Incentive Payment System (MIPS).

MIPS measures Medicare Part B providers, on an annual basis, in 
four performance categories that derive a total MIPS score (1-100).

1. Value Based Modifier (VBM) quality score (up to 30 points)  
    (looks at PQRS and VBM)
2. Value Based Modifier (VBM) cost score (30 points)
3. Meaningful Use (MU) compliance (25 points)
4. *New* Clinical Practice Improvement (15 points)

The MIPS scores will be publicly reported on the CMS Physician 
Compare consumer website. 

The MIPS reimbursement impact will begin at a minimum of +/- 4% for the 2019 payment year, which will be based on 
the 2017 performance year. The reimbursement impact will increase to at least +/- 9% for the 2022 payment year, which 
is based on the 2020 performance year. 

MIPS is intended to consolidate the MU and PQRS penalties and the VBM incentives and penalties. Meaningful Use 
incentive payments will not be impacted by the MIPS program. 

Eligibility

Year 1 and Year 2: physicians, physician assistants, nurse practitioners, clinical nurse specialists, and nurse  
anesthetists who furnish Medicare Part B services. 

Year 3+: eligibility expands to physical or occupational therapists, speech-language pathologists, audiologists, nurse 
midwives, clinical social workers, clinical psychologists, and dietitians or nutrition professionals.

Who Wins and Who Loses?

The MIPS incentives will be equal to the amount of the MIPS penalties, making this a budget neutral program.  
Essentially the “winners take from the losers” and there is no “safe middle”. Only providers who have a MIPS score 
exactly equal to the performance threshold will receive no payment adjustment. Even one point above or below the 
threshold will result in a positive or negative payment adjustment.  CMS has the ability to choose the number of winners 
and losers, meaning the number of losers could far exceed the number of winners, resulting in a high incentive payment 
for those on the winning side of the equation.

CMS plans to publish the final rule to the Federal Register by the end of 2016. In the meantime, stay tuned to our blog 
for more insight on the future of value-based payument programs, like recent post “Org Psych 101.”

Incentive Programs Merge in 2017
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On September 8th, the Centers for Medicare and Medicaid Services (CMS) unveiled their plan to achieve health equity 
in Medicare.  

The CMS Equity Plan focuses on Medicare populations that experience disproportionately high burdens of disease, 
lower quality of care, and barriers accessing care.  These include racial and ethnic minorities, sexual and gender  
minorities, people with disabilities, and those living in rural areas. 

The plan is founded on six priority areas:

Priority 1: Expand the Collection, Reporting, and Analysis of Standardized Data
Priority 2: Evaluate Disparities Impacts and Integrate Equity Solutions Across CMS Programs
Priority 3: Develop and Disseminate Promising Approaches to Reduce Health Disparities
Priority 4: Increase the Ability of the Health Care Workforce to Meet the Needs of Vulnerable Populations
Priority 5: Improve Communication and Language Access for Individuals with Limited English Proficiency and Persons 
with Disabilities
Priority 6: Increase Physical Accessibility of Health Care Facilities

Click here to read the press release from CMS. 

CMS Health Equity Plan

Price transparency is a growing trend that will hit physician practices hard over the coming year. The government is 
beginning to post physician fees online (click here to read our blog post about this) and patients are beginning to ask for 
price quotes when choosing their physician (click here and here to read additional blog posts about this).

As the portion of patient pay has risen, you have likely noticed that your staff are spending a great deal of time handling 
questions from patients about upcoming costs or complaining to your billing team about a large bill that they were not 
aware of. 

More and more, we are starting to see practices implement payment estimators so that they can set expectations for the 
patient’s upcoming visit and what the insurance company will, or will not, cover. In some instances, we are even seeing 
practices collect a portion of that estimate upfront, before the patient has even come in for the visit. 

If you are interested in getting ahead of patient-pay and implementing solutions like the patient pay estimator or card on 
file pre-payments, please reach out to your ALN Support Team.

Patient Pay Estimator and Pre-Visit Payments

 ALN Support:                 alnsupport@alnmm.com      866.434.8019

Due to a large increase in counterfeit credit card fraud and continuing large-scale 
data breaches organizations are starting to use EMV (Europay, Mastercard and 
Visa) effective October 2, 2015. This global standard equips credit cards with 
added security using computer chips to authenticate transactions. 

So what does this mean for providers and how do you handle this shift in liability 
and protect your payment data? Learn more from a recent article written by our 
business partner, InstaMed or select the full article published by HIMSS. 

If you would like more information on how to protect your practice data from fraud, please contact your ALN support 
Team. 

EMV - Smart Payment Cards
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