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MIPS Value Pathways (MVPs) Overview and 
Request for Information 

Overview 
(Please note: This section is an excerpt from the 2020 Quality Payment Program Proposed Rule 
Overview Fact Sheet) 

In the Medicare Physician Fee Schedule Notice of Proposed Rulemaking, CMS proposed MIPS 
Value Pathways (MVPs), a conceptual participation framework that would apply to future 
proposals beginning with the 2021 performance year. The goal is to move away from siloed 
activities and measures and move towards an aligned set of measure options more relevant to a 
clinician’s scope of practice that is meaningful to patient care. The MVP framework would aim to 
align and connect measures and activities across the Quality, Cost, Promoting Interoperability, 
and Improvement Activities performance categories of MIPS for different specialties or 
conditions. A clinician or group would be in one MVP associated with their specialty or with a 
condition, reporting on the same measures and activities as other clinicians and groups in that 
MVP. 

In addition, the MVP framework would incorporate a foundation that leverages Promoting 
Interoperability measures and a set of administrative claims-based quality measures that focus 
on population health/public health priorities, and reduce reporting burden by limiting the number 
of required specialty or condition specific measures so all clinicians or groups reporting on a 
clinical area would be reporting the same measure set(s). We believe this combination of 
administrative claims-based measures and specialty/condition specific measures would 
streamline MIPS reporting, reduce complexity and burden, and improve measurement.  

Another key component of the MVP framework proposal is that we would provide enhanced 
data and feedback to clinicians. We also intend to analyze existing Medicare information so that 
we can provide clinicians and patients with more information to improve health outcomes. We 
believe the MVP framework would help to simplify MIPS, create a more cohesive and 
meaningful participation experience, improve value, reduce clinician burden, and better align 
with APMs to help ease the transition between the two tracks. Additionally, we believe that 
implementing the MVP framework honors our commitment to keeping the patient at the center 
of our work. In addition to achieving better health outcomes and lowering costs for patients, we 
anticipate that these MVPs would result in comparable performance data that helps patients 
make more informed health care decisions. 

We recognize that this would be a significant shift in the way clinicians may potentially 
participate in MIPS, therefore we want to work closely with clinicians, patients, specialty 
societies, stakeholders, third parties and others to establish this new framework. We encourage 
each of these groups to review our Transforming MIPS: MIPS Value Pathways Request for 
Information (RFI) as well as our illustrative diagram and submit comments on all areas of 
interest. We want to develop the future state of MIPS together with each of you to ensure that 

https://qpp-cm-prod-content.s3.amazonaws.com/uploads/594/2020%20QPP%20Proposed%20Rule%20Fact%20Sheet.pdf
https://qpp-cm-prod-content.s3.amazonaws.com/uploads/594/2020%20QPP%20Proposed%20Rule%20Fact%20Sheet.pdf
https://www.federalregister.gov/documents/2019/08/14/2019-16041/medicare-program-cy-2020-revisions-to-payment-policies-under-the-physician-fee-schedule-and-other
https://qpp-cm-prod-content.s3.amazonaws.com/uploads/587/MIPS%20Value%20Pathways%20Diagrams.zip
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we are reducing burden, driving value through meaningful participation, and, most importantly, 
improving outcomes for patients.  

How Do I Comment on the 2020 Proposed Rule? 

CMS would like feedback on the RFI questions related to the MVP participation framework. 
Please see the proposed rule for instructions on how to submit comments. Comments must be 
received within the 60-day comment period, which closes on September 27, 2019. When 
commenting refer to file code: CMS-1715-P. FAX transmissions won’t be accepted. Use one of 
the following ways to officially submit your comments: 

• Electronically through Regulations.gov 

• Regular mail 

• Express or overnight mail 

• Hand or courier 

Transforming MIPS: MIPS Value Pathways RFI Questions 

• Should clinicians and groups be able to self-select an MVP or if an MVP should be 
assigned. If assigned, what is the best way to assign an MVP – should it be based on 
place of service codes, specialty designation on Part B claims, or in the case of groups, 
should the assigned MVP(s) be based on the specialty designation of the majority of 
clinicians in the group, specific services, or other factors? 

Request for Feedback on MVP Approach, Definition, Development, Specification, 
Assignment, and Examples 

• We have stated MVP guiding principles regarding reducing burden, providing comparative 
performance data to patients and caregivers, encouraging improvements in high priority 
areas, and reducing barriers to APM participation. Should we consider other guiding 
principles as we define and develop MVPs? 

• In addition to gathering feedback from the proposed rule, how do we best engage 
stakeholders in the development of MVPs? 

• How would stakeholders like to be engaged in MVP development? What type of outreach 
would be the most effective in gathering the voice of the patient in the MVP concept and 
the selection of measures? 

• For quality measures, should we initiate a “Call for MVPs” that aligns with policies 
developed for the Call for Measures and Measure Selection Process, described in section  
III.K.3.c.(1)(d)(i) of the proposed rule, or should we use an approach similar to the process 
used to solicit recommendations for new specialty measure sets and revisions to existing 
specialty measure sets, as described in section III.K.3.c.(1)(d)(i) of this proposed rule? 

https://www.federalregister.gov/documents/2019/08/14/2019-16041/medicare-program-cy-2020-revisions-to-payment-policies-under-the-physician-fee-schedule-and-other
https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-16041.pdf
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• How should MVPs be organized, for example, around specialties and areas of practice? 
Alternatively, should MVPs be organized to address a small number of public health 
priorities, for example, HIV care or healthcare-associated infections? Please refer to Table 
34 of the proposed rule for examples of specialty MVPs. 

• How can we ensure the right number of MVPs that result in comparable and 
comprehensive information that is meaningful for the clinicians, patients, and the Medicare 
program? How should we limit the number of MVPs? Should each specialty have a single 
MVP? 

• How should we build on Promoting Interoperability, a foundational component of MVPs, as 
we link the 4 categories within MVPs? How could we best promote the use of health 
information technology and interoperability in practices not yet using electronic health 
records? 

• How can MVPs effectively reduce barriers to clinician movement into APMs, such as 
practice inexperience with cost measurement and lack of readiness to take on financial 
risk? 

Request for Feedback on Selection of Measures and Activities for MVPs 

• Please provide feedback on the Example MVPs in Table 34 of the proposed rule that 
might help us in our development of additional MVPs. In the example, there is a list of 
required quality measures and improvement activities. Should MVPs include only 
required measures and activities, or a small list of quality measures and activities from 
which clinicians could choose what to report?  

• What criteria should be used for determining which measures and activities should be 
included in an MVP, such as prioritizing outcome, high priority and patient-reported 
measures; limiting the number of quality measures to 4, including only cost measures 
that align with quality measures, etc.? How should performance categories and 
associated measures and activities be linked (e.g., quality measures aligned with cost 
measures)? 

• For the quality measures, should clinicians and groups be required to use a certain 
collection type (eCQMs, MIPS Clinical Quality Measures [MIPS CQMs], CMS Web 
Interface, or QCDR measures) in order to have a comparable data set in the MVPs? 
What will clinicians’ administrative burden be for changing to a new, specific collection 
type for a measure, for example, changing from MIPS CQM to an eCQM? 

• Currently we have similar measures addressing the same clinical topic, with different 
collection types (for example, eCQMs, MIPS CQMs, QCDR measures, etc.) that have 
different specifications and separate benchmarks. What methodology could be used to 
develop a single benchmark when multiple collection types are used? Another solution 
we may consider to ensure comparable measure data and request feedback on is to 
require a single collection type. Please also refer to section III.K.3.a.(3)(c) of this 
proposed rule for more about QCDR measures in MVP. 

https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-16041.pdf
https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-16041.pdf
https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-16041.pdf
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• Should improvement activities in MVPs be restricted to activities directly related to the 
clinical outcomes of the quality and cost measures in the MVP, for example, IA_PM_4 
“Glycemic Management Services” for a Diabetes MVP, or should the selection of 
improvement activities include cross-cutting activities, for example, IA_EPA_1 Provide 
24/7 Access to MIPS Eligible Clinicians or Groups Who Have Real-Time Access to 
Patient's Medical Record? Should attestation to participation in a specialty accreditation 
program satisfy the improvement activities performance category requirements for an 
MVP? Should this option be available for all MVPs or limited to specific MVPs, such as 
particular specialties for which accreditation programs are available? What criteria 
should we use to identify such programs? 

Request for Feedback on MVP Assignment 

• How should we identify which MVP(s) are most appropriate for a clinician? Would it be 
based on the clinician specialty as identified in PECOS or the specialty reported on 
claims? If we assign an MVP, how would we be able to verify the applicability of the 
assigned MVP? 

• Should we provide clinicians and groups more than one applicable MVP and allow 
clinicians to select their MVP(s) from those identified? What tools would be helpful for 
clinicians to understand what MVP(s) might be applicable, for example NPI lookup, 
measure shopping cart, etc.? 

Request for Feedback on Transition to MVPs 

• What practice level operational considerations do we need to account for in the timeline for 
implementing MVPs? 

Request for Feedback on Small and Rural Practices Participation in MVPs 

• How should we structure the MVPs to provide flexibility for small and rural practices and 
reduce participation burden? What MVP related policies could best assist small and/or 
rural groups when submitting measures and activities? Should we have alternate 
measures and activities submission requirements for small and/or rural practices? For 
example, should small and/or rural practices be allowed to report fewer measures and 
activities within an MVP? 

• How can we mitigate challenges small and/or rural practices have in reporting? What 
types of technical assistance would be most helpful to help small and/or rural practices to 
have successful participation in MVPs? 

• How can we reduce barriers to small and/or rural groups to transitioning into APMs, such 
as lack of information on performance on quality and cost measures and limited 
resources? What approaches could help small practices transition to MVPs? 
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Request for Feedback on Multispecialty Practices Participation in MVPs 

• We are considering a requirement in future years that multiple specialty types within a 
group report relevant MVPs to provide more comprehensive information for patients. We 
are seeking comment on whether we can use the MVP approach as an alternative to sub-
group reporting to more comprehensively capture the range of the items and services 
furnished by the group practice. For example, would it better for multispecialty groups to 
report and be scored on multiple MVPs to offer patients a more comprehensive picture of 
group practice performance or for multispecialty groups to create sub-groups which would 
break the overall group into smaller units which would independently report MVPs? How 
should we balance the need for information for patients on clinicians within the 
multispecialty practice with the clinician burden of reporting?  

• What criteria should be used to identify which MVPs are applicable to multispecialty 
groups? For example, should it be based on the number or percentage of clinicians from 
the same specialty in the group? Should a group be able to identify which clinicians will 
report which MVP? 

• Should there be a limit on the number of MVPs that could be reported by a multispecialty 
group? 

• What mechanisms should be used to assess a group’s specialty composition to determine 
which MVPs are applicable? For example, would groups need to submit identifying 
information to assure that measure MVPs aligned with the number or percent of clinicians 
of different specialties within a group? Is there information (such as specialty as identified 
in PECOS or the specialty reported on claims) we could leverage to ensure the 
appropriateness of MVPs for groups? 

• In section III.E.1.c. of the proposed rule, we seek public comment on whether to align 
Shared Savings Program quality reporting requirements and quality scoring methodology 
with MIPS. As MIPS transitions to MVPs and addresses multispecialty practices, What 
MVP policies should be applied to MIPS APM participants? 

Request for Feedback on Incorporating QCDR Measures into MVPs 

• Should QCDR measures be integrated into MVPs along with MIPS measures, or should 
they be limited to specific MVPs consisting of only QCDR measures? How do we continue 
to encourage clinicians to use QCDRs under MVPs? 

Request for Feedback on Scoring MVP Performance  

• What scoring policies can be simplified or eliminated with the introduction of MVPs? For 
example, we may consider eliminating scoring available for 2021 MIPS performance 
period providing a 3-point floor for each submitted measure that can be reliably scored (83 
FR 59842). Additionally, we may consider eliminating the scoring bonuses available for the 
2021 MIPS performance period for submitting high-priority measures and use of CEHRT 

https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-16041.pdf
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to support quality performance category submissions (83 FR 59850 to 59852). Are there 
other scoring policies that could be simplified or eliminated? 

• We seek feedback on scoring policies that will help us create level comparability across 
MVPs. Are there approaches we should take to create equity across MVPs and across 
clinician types, for example, that regardless of the number of measures and activity, no 
single MVP would “outperform” others? For example, should there be an MVP adjustment 
added to the performance category scores? 

• How should we score multispecialty groups reporting multiple MVPs? Should scores be 
consolidated for a single group score or scored separately (and with separate MIPS 
payment adjustments) for specialists within the group? Alternatively, should we have an 
aggregate score for the multispecialty group? 

Request for Feedback on Population Health Quality Measure Set 

• In addition to the quality measures described above, are there specific administrative 
claims-based quality measures we should consider, including, but not limited to, any that 
assess specialty care that are specified and/or tested at the clinician/group practice level? 

• We would like to balance the desire for quality measures specific to a clinical practice with 
a reduction in administrative burden for submission. Should administrative claims-based 
quality measures be used to replace some of the reporting requirements in the quality 
performance category? For example, if two additional administrative claims-based quality 
measures were added to MVPs should we reduce the required quality measures by 1 
measure for each of the MVPs?  

• In addition to testing, what other information or methods should be used to mitigate 
concerns about administrative claims-based quality measure reliability, applicability, and 
degree of actionable feedback for clinician performance improvement? What concerns 
should be prioritized? 

Request for Feedback on Clinician Data Feedback 

• We would like to provide meaningful clinician feedback on administrative claims-based 
quality and cost measures. As clinicians and groups move towards joining APMs, is there 
particular data from quality and cost measures that would be helpful?  

• Would it be useful to clinicians to have feedback based on an analysis of administrative 
claims data that includes outlier analysis or other types of actionable data feedback? What 
type of information about practice variation, such as the number of procedures performed 
compared to other clinicians within the same specialty or clinicians treating the same type 
of patients, would be most useful? What level of granularity (for example, individual 
clinician or group performance) would be appropriate? 
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Request for Feedback on Patient Reported Measures 

• What patient experience/satisfaction measurement tools or approaches to capturing 
information would be appropriate for inclusion in MVPs? How could current commercial 
approaches for measuring the customer experience outside of the health care sector (for 
example, single measures of satisfaction or experience) be developed and incorporated 
into MVPs to capture patient experience and satisfaction information? 

• What approaches should we take to get reliable performance information for patients using 
patient reported data, in particular at the individual clinician level? Given the current TIN 
reporting structure, are there recommendations for ensuring clinician level specific 
information in MVPs? Should clinicians be incentivized to report patient experience 
measures at the individual clinician level to facilitate patients making informed decisions 
when selecting a clinician, and, if so, how? 

• How should patient-reported measures be included in MVPs? How can the patient voice 
be better incorporated into public reporting under the MVP framework, in particular at the 
individual clinician level? 

Request for Feedback on Publicly Reporting MVP Performance Information 

• What considerations should be taken into account if we publicly report a value indicator, as 
well as corresponding measures and activities included in the MVPs? 

• If we develop a value indicator, what data elements should be included? For example, 
should all reported measures and activities be aggregated into the value indicator? 

• How would a value indicator, based on information from MVPs, be useful for patients 
making health care decisions? 

• What methods of displaying MVP performance information should we consider other than 
our current approach to using star ratings for quality measure information on clinician 
profile pages? 

• What factors should be considered to ensure publicly reported MVP information is 
comparable across relevant clinicians and groups? 

For More Information 

• Visit the QPP Website 

• View the MIPS Value Pathways Diagrams 

 

https://qpp.cms.gov/
https://qpp-cm-prod-content.s3.amazonaws.com/uploads/587/MIPS%20Value%20Pathways%20Diagrams.zip

