
 

 

Glossary of Terms 
 

Accountable Care Organization (ACO): Group of health care providers who provide coordinated care 
and chronic care management, and thereby improve the quality of care patients receive; payment is tied 
to achieving quality goals and outcomes that result in cost savings. 
 

Alternative Payment Model (APM): CMS Innovation Model that pays providers for services based on 
quality, outcomes, and cost-containment; 5% annual bonus payment to physicians who are participating 
in APMs and exempts them from participating in MIPS. 
 

Consumer Assessment of Healthcare Providers and Systems (CAHPS): Survey tool for measuring 
patient satisfaction with service and care delivered by provider. 
 

Chronic Care Management (CCM): Services furnished to Medicare beneficiaries having multiple (two 
or more) chronic conditions that are expected to last at least 12 months or until the death of the patient, 
and place the patient at significant risk of death, acute exacerbation/decompensation, or functional 
decline; providers manage illness through screenings, check-ups, monitoring and coordinating 
treatment, and patient education; goal is to improve quality of life while reducing health care costs by 
preventing or minimizing the effects of a disease. 
 

Improvement Activities (IA): One of the four performance categories under MIPS. Six pillars are 
expanded practice access, population management, care coordination, beneficiary engagement, patient 
safety and practice assessment, and participation in an APM. 
 

Group Practice Reporting Option (GPRO): Web-based quality measure reporting option for group 
practices defined as a single TIN with 2 or more individual ECs who have reassigned their billing rights 
to the TIN. Group practices can register to participate in PQRS through the GPRO to be analyzed at the 
TIN level. 
 

Group: A single TIN associated with two or more EC’s (including at least one MIPS EC), as identified by 
an NPI, that have their Medicare billing rights reassigned to the TIN. 
 

Health Information Service Provider (HISP): Service which enables providers to share patient health 
information across a secure network. 
 

Hospital-Based MIPS Eligible Clinician: A MIPS EC who furnishes 75% or more of his/her covered 
professional services in sites of service identified by the Place of Service codes used in the HIPAA 
standard transaction as an inpatient hospital, on campus outpatient hospital or emergency room setting 
based on claims for a period prior to the performance period as specified by CMS. 
 

Medicare Access and CHIP Reauthorization Act (MACRA): Legislation that replaced SGR with 
alternative set of predictable, annual baseline payment increases; goal is for CMS to pay for quality and 
value, rather than volume (fee for service); providers will choose between MIPS and APM; choice of 
program and performance will determine reimbursement rates after 2019. 
 



 

 

Medicare Spending Per Beneficiary (MSPB): Performance measure used to determine the Value-
Based Incentive Payment Adjustment for a hospital and to determine the Value-Based Payment Modifier 
for a physician practice. 
 

Merit-Based Incentive Payment System (MIPS): Medicare pay-for-performance system for physicians 
created by MACRA that consolidates several existing Medicare pay-for-performance programs – the EHR 
Incentive program, the Physician Quality Reporting System, and the Value-Based Modifier programs. 
 

Medicare Shared Savings/ACO Program (MSSP): Payment program established by the Affordable 
Care Act that providers can voluntarily choose to participate in if they meet the qualifications for an 
ACO.  
 

Non-Patient Facing: An individual MIPS EC that bills 100 or fewer patient facing encounters during 
determination period or a group with more than 75% of the NPIs billed under the group’s TIN that meet 
the definition of a non-patient facing individual MIPS EC. 

 

Patient Centered Medical Home (PCMH)/Patient Centered Specialty Practice (PCSP): Primary care 
practice/specialty practice that is structured and operated based on a set of established principles; care 
delivery model whereby patient treatment is coordinated through the primary care physician to ensure 
patients receive the necessary care when and where they need it, in a manner they can understand. 
 

Physician Quality Reporting System (PQRS): Reporting program that encourages individual EPs and 
group practices to report information on the quality of their care to CMS; data publicly available on 
Physician Compare. 
 

Quality Clinical Data Registry (QCDR): Reporting mechanism for PQRS; collects and submits PQRS 
quality measure data on behalf of provider. 
 

Quality Payment Programs (QPP): unified framework created by the MACRA legislation which pays 
for quality and value rather than volume (fee for service); providers will choose between MIPS and APM; 
choice of program and performance will determine reimbursement rates after 2019. 

 

Qualifying APM Participant (QP): Advanced APMs provide the pathway through which ECs, who 
would otherwise participate in MIPS, can become QPs, and therefore, earn incentive payments for their 
Advanced APM participation. A QP is an EC who is determined by CMS to have met or exceeded the 
relevant QP payment amount or QP patient count threshold for a year based on participation in an 
Advanced APM. 
 

Quality and Resource Utilization Report (QRUR): CMS report for physician practices to enable them 
to compare quality and cost measures for their patients to the patients of other physician practices.    
 

Small Practice: Practices consisting of 15 or fewer clinicians and solo practitioners. 
 

Transitional Care Management (TCM): Care management services for a patient following a discharge 
from a hospital, SNF, or CMHC stay, outpatient observation, or partial hospitalization. 
 


