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The New Market Place
The Perfect Storm!

Shift in HCP 
Reimbursement!

“Someone has to do something; 
and it’s pathetic it has to be us.”  

Jerry Garcia  

As told by Michael Leavitt; former Gov. of 
Utah, Secretary U.S. H.H.S.
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Presentation Notes
Patients/Caregivers
Individuals/Families are under greater financial pressure!
Health insurance has shifted to “catastrophic” coverage 
Higher deductibles, co-pays, and plan costs etc.
Foregoing care/procedures/visits to reduce costs
Prescription drug holidays
Poorer clinical outcomes especially for chronic conditions such as diabetes, high cholesterol, and hypertension.
Seeking alternatives or lower cost options for care
More educated about their conditions and seeking advice from family and friends
HCP’s are being evaluated on patient experience
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Path 
Options

2019 Annual 
Bonus +5%

2019 +/- 4%

CMS has designed 
a limited # of 
Advanced Payment 
Models.

QP’s are physicians who see a certain % of 
their patients OR receive a set % of 
payments through Advance APMs are not 
subject to MIPS A limited number of AAPM 
participants become QP’s

Aspects of PQRS VBPM and EHR incentive 
programs will be rolled into these four 
performance categories in MIPS

Final score is based on 
performance in all four 
categories.  Performance in 
2017 will determine your 
payment adjustment for 2019 
in MIPS

Value Based 
Payment

MACRA Ready!

Pick 
One



MACRA: Executive Summary
Legislation!

Legislation in Brief
• MACRA (Medicare Access and CHIP Reauthorization Act) passed with bipartisan support in April 2015
• Final rule issued October 14, 2016
• Repeals the Sustainable Growth Rate (SGR)
• Locks Medicare Physician Fee Schedule reimbursement rates at near-zero growth:

– 2016-2019: 0.5% annual increase
– 2020-2025: 0.0% annual increase
– 2026 and on: 0.25% annual increase, or 0.75% increase, depending on payment track

• Stipulates development of the Quality Payment Program (QPP)
• Programs to be implemented on: 

January 1, 2019 based on annual performance period starting January 1, 2017

1)Meaningful Use, Physician Quality Reporting System and the Value Based Payment Modifier.
2)Electronic health record. 
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Presentation Notes
Let’s quickly review MACRA, which was signed into law in April of 2015.  As we know, this is the law that repealed the Sustainable Growth Rate formula or SGR.

Among other changes, the law mandates a few critical updates to Medicare provider payment across the next few years. For one, it locks provider payment rates at near-zero growth.

It also stipulates the development of the Quality Payment Program (QPP) which is comprised of two new payment tracks—the Merit-Based Incentive Payment System (MIPS) and the Advanced Alternative Payment Models (APM). Starting in 2019, provider Medicare payment adjustments each year will depend on which track our medical group falls into. 

First, the Merit-Based Incentive Payment System, or MIPS. In this option, Medicare will consolidate and expand upon all three of providers’ pay-for-performance programs—Meaningful Use, the Value-Based Modifier, and the Physician Quality Reporting System—into a single model. Providers will be scored according to their performance in four categories: quality, cost, improvement activities, and electronic health record use. Starting in 2019, physicians in this track will face a range of payment adjustments that increase over time; in 2022 physicians payment reductions could be as much as 9% and increases could be up to 27%. 

The second track—the Advanced Alternative Payment Model or APM track—offers incentives for providers to move into downside risk models. Providers who participate in advanced alternative payment models, as defined by CMS, AND are able to convert a large enough share of revenue or patients to risk-based payment models, will earn a 5% payment bump in years 2019-2024. They will also be exempt from the MIPS requirements. 




MACRA: Executive Summary
QPP (Quality Payment Program)!

Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model (APM) Incentive under the Physician Fee Schedule, and 
Criteria for Physician-Focused Payment Models,” Oct. 14, 2016, available at: qpp.cms.gov. Advisory Board interviews and analysis.

Merit-Based Incentive Payment
System (MIPS)
• Rolls existing Medicare Physician Fee Schedule payment programs1 into one budget-neutral pay-for-

performance program
• Clinicians will be scored on quality, cost, improvement activities, and EHR2 use—and assigned a 

positive or negative payment adjustment accordingly

Advanced Alternative Payment 
Models (APM)
• Requires significant share of patients and/or revenue in payment contracts with downside risk, 

quality measurement, and EHR requirements 
• APM track participants will be exempt from MIPS payment adjustments and qualify for a 5 percent 

incentive payment in 2019-2024
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Let’s quickly review MACRA, which was signed into law in April of 2015.  As we know, this is the law that repealed the Sustainable Growth Rate formula or SGR.

Among other changes, the law mandates a few critical updates to Medicare provider payment across the next few years. For one, it locks provider payment rates at near-zero growth.

It also stipulates the development of the Quality Payment Program (QPP) which is comprised of two new payment tracks—the Merit-Based Incentive Payment System (MIPS) and the Advanced Alternative Payment Models (APM). Starting in 2019, provider Medicare payment adjustments each year will depend on which track our medical group falls into. 

First, the Merit-Based Incentive Payment System, or MIPS. In this option, Medicare will consolidate and expand upon all three of providers’ pay-for-performance programs—Meaningful Use, the Value-Based Modifier, and the Physician Quality Reporting System—into a single model. Providers will be scored according to their performance in four categories: quality, cost, improvement activities, and electronic health record use. Starting in 2019, physicians in this track will face a range of payment adjustments that increase over time; in 2022 physicians payment reductions could be as much as 9% and increases could be up to 27%. 

The second track—the Advanced Alternative Payment Model or APM track—offers incentives for providers to move into downside risk models. Providers who participate in advanced alternative payment models, as defined by CMS, AND are able to convert a large enough share of revenue or patients to risk-based payment models, will earn a 5% payment bump in years 2019-2024. They will also be exempt from the MIPS requirements. 


https://qpp.cms.gov/docs/CMS-5517-FC.pdf


MIPS Reporting Requirements At a Glance
MIPS Scoring

1) Merit-Based Incentive Payment System.
2) Patient-Centered Medical Home.
3) Eligible clinicians include physicians, physician assistants, nurse practitioners, 

clinical nurse specialists, certified registered nurse anesthetists, and groups that 
include such clinicians. 

Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model (APM) 
Incentive under the Physician Fee Schedule, and Criteria for Physician-Focused Payment Models,” May 9, 2016, available at: 
https://s3.amazonaws.com/public-inspection.federalregister.gov/2016-10032.pdf; Advisory Board interviews and analysis. 

Four Categories That Determine MIPS 
Score Relative Weight Over Time

25% 25% 25%

15% 15% 15%

10%
30%

60%
50%

30%

2019 2020 2021+

Quality
Cost
Clinical Practice Improvement Activities
Advancing Care Information 

Category Reporting Requirements

Quality

• Nearly 300 measures to choose from, 80% of which are tailored to 
specialists

• Eligible Clinicians only required to report six measures; in addition, all-cause 
readmissions will be calculated based on claims

• Cross-cutting measure will no longer be required

Cost

• Total per capita costs for all attributed beneficiaries and Medicare spending 
per beneficiary 

• Adds 10 episode-based measures, rather than 41
• No longer a component of MIPS performance in program year 2017;

weighted at 10% in 2018, 30% in 2019

IA

• Over 90 activities to choose from; some activities weighted higher than 
others

• Full credit requires 40 points, rather than 60
• Preferential scoring for small practices, PCMH3, and MIPS-APM participants

ACI

• Applies to all clinicians, not just physicians3

• Clinicians given opportunity to report as group or individual
• Reporting minimum: Four Modified Stage 2-equivalent measures or five 

Stage 3-equivalent measures in 2017, rather than 11 required measures
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Let’s now look at the track most medical groups will fall into—the Merit-based Incentive Payment System (MIPS). In MIPS, groups are scored on their performance across four categories: Quality, Cost, Improvement Activities, and Advancing Care Information. Currently, Medicare measures the value and quality of care provided by doctors and other clinicians through a patchwork of programs, including the Physician Quality Reporting System, the Value-Based Payment Modifier Program, and the Medicare Electronic Health Record (EHR) Incentive Program. The MIPS track is CMS’s approach to combining and streamlining these programs into one new program.

As shown on the left, a provider’s quality performance will determine 60% of their performance score in the first year, outweighing performance in each the other three categories. However, over time the relative weights of each of these categories will begin to even out and the cost category will grow from 0% to 30%. 

The MIPS track of MACRA was most impacted by the final rule. In an effort to reduce the negative impact of MACRA on providers, CMS reduced MIPS reporting requirements. On the right, I’ve outlined the four MIPS categories and highlighted some of the requirements and changes announced in the final rule. 

For Quality, CMS is dropping the number of measures clinicians need to report. Under the current Physician Quality Reporting System (PQRS), providers must report 9 measures, but under this MIPS category they only have to report 6. One of the biggest complaints from many providers under the current PQRS program is the lack of measures available for specialists. However, in MIPS 80% of the nearly 300 measures available for reporting are specialist measures. The biggest change here between the proposed rule and the final rule was CMS will no longer require individuals or groups to report one cross-cutting measure. 

In the Cost category there is no reporting requirement for clinicians. CMS will calculate measures automatically using claims data. CMS is carrying over two of the cost measures from the current Value-Based Payment Modifier program and adding new episode-based cost measures for specialists. The biggest change between the proposed rule and final rule was clinicians WILL NOT be scored on cost in 2017. However, as you can see, the weight of the cost category increases quickly, so it should not be ignored.

Improvement Activities is a new category entirely for clinicians. CMS is looking for evidence of practices seeking to enhance things like care coordination, beneficiary engagement, and patient safety. Under this category, groups and clinicians can select and report on 2-4 activities from a list of 90 options across 9 categories. Some activities will be weighted higher than others. 

Clinicians that participate in certain alternative payment models and those that are certified patient-centered medical homes will receive favorable scoring under this category. The biggest change to this category from the final rule was the reduction of total possible points from 60 to 40. 

The Advancing Care Information category is a continuation and modification of the current EHR incentive program.  Providers in this category will be able to receive partial credit, as opposed to before, under MU, when it was “all or nothing”. The biggest change to this category from the final rule was CMS reduced the reporting minimum from 11 measures to four modified Stage 2- equivalent measures or five Stage 3-equivalent measures. I’d also like to point out that CMS expanded the definition of an eligible provider to instead apply to “Eligible Clinicians.” This means non-physician clinicians like Physician Assistants and Nurse Practitioners could be subject to reporting in this category.

Note that the reporting requirements we just reviewed are considered the full  MIPS measure set. 

As I mentioned earlier, providers who participate in qualifying APMs but don’t meet the QP threshold will receive preferential scoring under MIPS. On the next slide we’ll discuss which clinicians might receive preferential scoring and how it works.



2017 & 2018 Transitional Years
Flexible Reporting Requirements Ease Providers into MIPS

Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model 
(APM) Incentive under the Physician Fee Schedule, and Criteria for Physician-Focused Payment Models,” Oct. 14, 
2016, available at: qpp.cms.gov. Advisory Board interviews and analysis.

Eligible for small positive payment 
adjustment

1

Eligible for moderate positive 
payment adjustment 

20182017

MACRA Implementation Timeline
Transition Year 1 Transition Year 2 Payment Year 1

Three Options for MIPS Reporting in 20171

Avoid 
penalty

2 3 One Measure in Any 
Category
Report any measure in any 
category for any period of time

More than One Measure
Report more than 
one measure for 90 days 
or more

Full Measure Set Across All 
Categories
Report required MIPS 
measures for 90 days or more

Organizations only penalized for 
non-reporting Cost category not scored

1) For payment in 2019.

Presenter
Presentation Notes
For the 2017 performance year, CMS has finalized three options for individuals and groups to successfully report under MIPS:�
Report the full measure set across all categories for 90 days or more: groups that report on all the measures we outlined on the previous slide will be eligible for a moderate positive payment adjustment�
Report just one measure or more for at least 90 days: groups that report more than one measure for 90 days or more will be eligible for a small positive payment adjustment

Report one measure in any category: groups that report one measure for any period of time will be meeting the minimum bar of reporting and will not be penalized for the 2017 performance year. 

Based on these options, organizations will only be penalized for not reporting any measures in 2017. However, beginning in 2018, groups will be required to report on the full measure set across all categories. That said, just because the MIPS requirements in 2017 are not as stringent as initially proposed, it should not be a year off. Medical groups should use 2017 as an opportunity to test the waters with the new reporting requirements to ensure we can meet the full requirements in 2018. 

Now that we understand the reporting requirements under MIPS let’s discuss how CMS determines payment adjustments.


https://qpp.cms.gov/docs/CMS-5517-FC.pdf


Calculating MIPS Participant Rewards, Penalties

Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative 
Payment Model (APM) Incentive under the Physician Fee Schedule, and Criteria for Physician-Focused 
Payment Models,” May 9, 2016, available at: https://s3.amazonaws.com/public-
inspection.federalregister.gov/2016-10032.pdf; Advisory Board interviews and analysis. 

1) The mean or median of the composite performance scores for all MIPS eligible 
professionals with respect to a prior period.

2) Bonus, penalty size correspond with how far providers deviate from the PT. 
3) High performers eligible for additional incentive of up to 10% for MIPS eligible providers 

that exceed the 25th percentile.
4) In payment year 2019 clinicians only penalized for not reporting.
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Payment Adjustment Determination

1

2

3

High performers eligible 
for additional incentive3Clinicians assigned score of 

0-100 based on performance across four 
categories

Score compared to CMS-set 
performance threshold1 (PT); non-
reporting groups given lowest score

A score above PT receives bonus; a score 
below PT subject to penalty2

Payment Year

3 

Predetermined Performance Threshold (PT) for 2017 
(2019 payment); score below 3 points results in penalty
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Here is how CMS plans to translate provider MIPS scoring into a payment adjustment for each performance year. 

On the left is the high-level overview for how the performance score will be translated into a payment adjustment. First, providers will be assigned a MIPS Composite Performance Score (CPS) of 0-100. Next, that score will be compared to the performance threshold (PT). The PT will either be the mean or the median—as selected by CMS—of the composite performance scores for all MIPS participants. Providers that fall above the PT will receive bonuses, whereas providers that fall below the PT will be hit with penalties. 

An important deviation from current programs such as the VBPM is that there is no “held harmless” zone for performance scores. In other words, only a MIPS score exactly equal to the performance threshold yields no payment adjustment. Even one point above or below the threshold will result in a positive or negative payment adjustment, respectively. 

On the right, you can see the maximum provider penalties and bonuses. One thing I’ll note here is that while the upper echelon of provider bonuses looks very appealing at upwards of 12-27% bonus potential, few groups will likely receive such steep payment increases. Just like MIPS’s predecessor quality program– the VBPM– MIPS is a revenue neutral program. So these red arrows show what the payout could amount to if, and only if, the total revenue in penalties CMS collects from low performers is significantly more than the total revenue in bonuses CMS plans to divvy out to high performers. 

Before we move on I’d like to review what scoring will look like in the first year of the program (2017), since it differs slightly from what’s outlined on this slide. As we discussed, CMS has significantly reduced reporting requirements for 2017 so that eligible clinicians or groups only need to report one measure in any category to avoid a negative payment adjustment. Because of this, the PT in performance year 2017 will be set at 3 points. Individuals or groups that report at least one measure in any category for any period of time will receive 3 points and avoid a negative payment adjustment. For this reason, because the program is a revenue neutral program, we should anticipate bonuses awarded to high performers will have a lower dollar amount tied to them because fewer providers will be penalized. 



The New Market Place
What does this look like for HCP’s
who choose MIPS?

CMS MIPS (Merit-based Incentive Program) 

Good MIPS score!  
HCP gains an additional 4.0% in reimbursement in year 1!
If he/she continues delivering quality, cost effective care; 

Reimbursement escalates to +9.0% in year 4!Dr. Smith

Poor MIPS score.  
HCP loses 4.0% in reimbursement in year 1!

Loss escalates to -9.0% in year 4!
PR Problem!Dr. Jones



Advancing Risk Through Physician Reimbursement 
Greater Payment Updates, Bonuses Depend on Payment Migration

Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative Payment 
Model (APM) Incentive under the Physician Fee Schedule, and Criteria for Physician-Focused Payment 
Models,” Oct. 14, 2016, available at: qpp.cms.gov. Advisory Board interviews and analysis.

1) Clinicians with a threshold final score of 70 or higher eligible for 
additional bonus.

2) Relative to 2015 payment.

0%

1%

2%

3%

4%

5%

6%

2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029

2015 – 2019: 
0.5% annual update
(both tracks)

2020 – 2025:
Payment rates frozen
(both tracks)

Annual Provider Payment Adjustments

2026 onward:
0.25% annual update (MIPS track)
0.75% annual update 
(APM track)

APM Track

MIPS Track

Baseline 
payment 
updates2:

2. APM Bonuses/Penalties1. MIPS Bonuses/Penalties

5%
Annual lump-sum 
bonus from 
2019–2024

+/-4% Maximum annual 
adjustment, 2019

+/-9% Maximum annual 
adjustment, 2022

$500
M

Additional bonus pool 
for high performers1

(plus any bonuses/penalties 
from Advanced Alternative  
Payment Models themselves)
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With that, let’s take a closer look at how each track affects baseline provider payments. In both tracks, providers will see a 0.5% annual Medicare payment update from 2016 to 2019. Then, payment rates are frozen from 2020 to 2025. But from 2026 on, MIPS track participants will see a 0.25% annual payment update while APM participants will see three times the MIPS annual payment rate update or 0.75% payment increases each year. 

In the grey box at the top, you can see the bonus and penalty rates associated with each payment track. Starting in 2019, providers in the MIPS track will be either rewarded or penalized based on their performance across those four categories we mentioned. 

Critically, starting in 2019, providers in groups that participate in the APM track will receive a 5% annual participation bonus, significantly boosting APM participant payment rates from 2019-2024. As you can see, the APM track offers more of an upside in the first few years of the program. But qualifying for that track is no easy feat, as we will see on the next slide.


https://qpp.cms.gov/docs/CMS-5517-FC.pdf


The New Market Place
CMS is Moving to a Risk Based
Payment Model!

F.F.S 
(Fee For Service)

HCP: Paid a % for Each Service HCP Fully Capitated
HCP: Share in the Risk 

+/-

Many Practices were 
Built on the 

Common Cold

M.I.P.S. 
(Merit Based 

Incentive)

Value Care 
Economic, Efficient, 
Quality, Satisfaction

A.P.M. 
(Advanced 

Payment Model)

Fixed 
Reimbursement 

Amount Plus 
Potential Bonus

Key Points:
1. FFS “0” Risk!
2. MIPS Share in 

the risk!
3. APMs Greatest 

risk!
4. APMs are the 

ultimate goal 
for CMS!



The New Market Place
ACO & MIPS Value Based Healthcare

More than ever, HCP’s have financial incentive to:

1. Control cost!
2. Keep patients out of the hospital!
3. Improve Patient Satisfaction!
4. Improve Care Effectiveness!



What Happens if ACA (Obamacare) is Repealed?



Strong Bipartisan Support for MACRA Persists
Repeal or Perpetual Delays Unlikely

Source: House Energy and Commerce Committee, “Bipartisan Energy and Commerce, Ways and Means Leaders Comment 
on Final MACRA Rule,” available at: energycommerce.house.gov; “H.R.2- Medicare Access and CHIP Reauthorization Act of 
2015”, Congress.gov; CMS, “Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model (APM) 
Incentive under the Physician Fee Schedule, and Criteria for Physician-Focused Payment Models,” October 14, 2016; 
Advisory Board interviews and analysis.

Legislation Continues to Enjoy Bipartisan Support

92-8 Senate vote in favor of 
MACRA

“This historic law has been a collaborative effort from the start. We 
are encouraged by this final rule and CMS’s commitment to ongoing 
collaboration with Congress and the health care community.”

Bipartisan Leaders from House Energy and Commerce Committee and Ways 
and Means Committee

“Congress overwhelmingly passed the bipartisan Medicare Access and 
CHIP Reauthorization Act (MACRA) with the goal of moving towards a 
high-quality, value-based health care system…. [W]e are committed to 
the successful and timely implementation of the law while still providing 
practitioners time and opportunities to succeed.”

Bipartisan Leaders from House Energy and Commerce Committee and Ways 
and Means Committee

392-37 House vote in favor of 
MACRA
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As a reminder, the MACRA legislation passed with strong bipartisan support. So it’s unlikely we’ll see efforts to repeal this legislation as the Trump administration transitions into office in 2017.

MACRA is also a cost-saving mechanism, and has huge budgetary implications if it were to be repealed. This further indicates that MACRA, and the Quality Payment Program are here to stay.






AMA Update
■ CMS proposes more flexibility, transition time for QPP's 2nd yearThe Centers for Medicare and Medicaid Services (CMS) 

has released a proposal that could affect how doctors practice next year and how they will be paid in 2020. Year two of 
the Medicare Quality Payment Program (QPP) could serve as another transition year for physicians adjusting to value-
based payment if a proposed rule, released June 20 by CMS, is implemented.

The QPP, created by the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA), was rolled out this year. 
Physicians were given four options for their level of implementation under a "pick your pace" approach. These include 
participating in an Advanced Alternative Payment Model (APM) and three different levels of participation in the QPP's 
Merit-based Incentive Payment System (MIPS). How physicians perform this year will affect payments in 2019.

The new proposal includes more accommodations for small practices and, if it's implemented as written, CMS estimates 
94 percent of eligible clinicians will receive either a positive or neutral adjustment to their Medicare payments in 2020, 
based on the success of their MIPS participation next year.

The AMA commended CMS for its approach to the second year of the program.

"CMS is proposing a number of policies to help physicians avoid penalties under the Quality Payment Program," said AMA 
President David O. Barbe, MD. "The Administration showed it heard the concerns raised by the AMA on behalf of 
practicing physicians. In proposing these rules, the administration has taken another step to make sure the promise of 
MACRA—where physicians are rewarded for improvement and for delivering high-quality, high-value—will be fulfilled."

A major accommodation to small practices was expanding the low-volume threshold for exemption from MIPS. For 2017, 
physicians who made $30,000 or less on Medicare Part B charges or saw 100 or fewer Medicare patients are exempt 
from MIPS quality-reporting requirements. For 2018, CMS proposes tripling the financial threshold, increasing it to 
$90,000, while doubling the patient threshold to 200.
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Possible Impact

• Safeguards rural practices from taking a significant 
negative financial hit

• Slows the pace of total reform by giving practices 
increased time for transformation

• AMA and CMS are showing continued transparency 
and cooperation which increases the chances of 
success long term

• Smaller physician practices may not feel the urgency 
to consolidate due to the improved exclusion criteria

16



Two Criteria to Qualify for APM Track

Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model (APM) 
Incentive under the Physician Fee Schedule, and Criteria for Physician-Focused Payment Models,” May 9, 2016, available 
at: https://s3.amazonaws.com/public-inspection.federalregister.gov/2016-10032.pdf; Advisory Board interviews and 
analysis. 

Clinicians Assessed Within Entity to Determine Advanced APM Eligibility

1) End-stage renal disease.
2) Large dialysis organization.

Final Advanced APM Criteria

Meet revenue-based standard 
(average of at least 8% of 
revenues at-risk for 
participating APMs) or 

Meet benchmark-based 
standard (maximum possible 
loss must be at least 3% of 
spending target) 

Certified EHR use

Quality requirements comparable 
to MIPS

Financial 
Risk 
Criteria

APM Entities Must Meet Percent of Payments or 
Patient Counts

25% 25%

50% 50%

75% 75%

20% 20%

35% 35%

50% 50%

2019 2020 2021 2022 2023 2024+

May Include Non-Medicare

Payments through Advanced APMs

Patients in Advanced APMs

1 2
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Here are the two key conditions clinicians collectively in the APM entity must meet in order to qualify for the APM track. 1) Clinicians have to be in the right payment model and 2) Must have the right amount of revenue or patients tied to that payment model. Let’s take a closer look at each of these conditions.

First, Providers must participate in Advanced Alternative Payment Models in order to qualify for the APM track. 

APMs must meet the four eligibility criteria listed here on the left in order to qualify as an Advanced APM. The first two are CMS’ determination of how much financial risk the model should impose on the provider entity. These requirements changed in the final rule, so I’ve included the updated requirements here. It’s now slightly easier for models to qualify as Advanced Alternative Payment Models. 

Then of course, the Advanced APM must also require certified EHR use and include quality measures comparable to the MIPS track. We will talk about what models qualify and don’t qualify under these criteria on the next slide.

The second key condition for qualifying for the APM track (shown on the right) is that the APM entity must meet stringent requirements for the minimum percentage of payments through an Advanced APM OR patient count under one of these Advanced APMs. 

APMs that meet both of these conditions will be considered Qualifying Participants or QPs. Organizations that participate in an Advanced APM but do not meet the patient count or revenue targets will have the opportunity to receive preferential scoring in the MIPS track (more on that in a few slides).

While CMS anticipates that the slight changes made to financial risk criteria will allow more clinicians in alternative payment models to qualify for the APM track, in most cases, providers that haven’t already set the wheels in motion to participate in an alternative payment model will likely fall into the MIPS payment track in the first few years of the program. And even some providers that have already opted to participate in CMS-led ACO models may not qualify for this track given the stringent patient count and revenue requirements. 



Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model 
(APM) Incentive under the Physician Fee Schedule, and Criteria for Physician-Focused Payment Models,” May 9, 
2016, available at: https://s3.amazonaws.com/public-inspection.federalregister.gov/2016-10032.pdf; Advisory 
Board interviews and analysis. 

Two Categories of CMS Payment Models

1) .
2) Available in 2018. 
3) End stage renal disease.

More Models Expected to Qualify as Advanced APMs in 2018 and Beyond

• Medicare Shared Savings Program (MSSP) Tracks 2 and 3
• Next Generation ACO Model
• The Oncology Care Model Two-Sided Risk Arrangement2

• Comprehensive ESRD3 Care Model (Large Dialysis Organization 
Arrangement)

• Comprehensive Primary Care Plus (CPC+)
• Comprehensive Care for Joint Replacement (CJR)
• MSSP Track 1+ (to come)
• Medicare Episode-Based Payment Model
• Certain commercial contracts with sufficient risk, including 

Medicare Advantage 

• Bundled Payments for Care Improvement Initiative 
(BPCI)

Advanced APM-Ineligible Payment Models Advanced APM-Eligible 
Payment Models

CMS has indicated it 
plans to modify BPCI 
models to be eligible 
in the future

In 2017

In 2018

In 2019

• Medicare Shared Savings Program (MSSP) Track 1 
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So what CMS payment models count as advanced alternative payment models? 

On the left we have three payment models that don’t qualify as advanced APMs in 2017 including the Bundled Payment for Care Improvement program and MSSP track one.

On the right, those that do, including MSSP tracks 2 and 3 as well as the Next Gen ACO model. The newly released CPC+ program also qualifies. However, only smaller groups will be eligible for the APM bonus through CPC+ beginning in 2018.

Looking at this list, you’ll also notice that starting in performance year 2019, clinicians could qualify for incentive payments based, in part, on participation in Advanced APMs developed by non-Medicare payers, such as private insurers or state Medicaid programs. 

Under the final rule, CMS indicated it would update the list of qualifying Advanced APMs annually to add new payment models that may qualify. I’ve placed brackets around models that CMS has indicated will qualify in future years, but for now only those on the top right of this slide qualify for 2017. CMS also announced it will continue to modify models in coming years to help them qualify as Advanced APMs. 

We’ve already seen CMS begin to deliver on this promise. For example, in December 2016 CMS made adjustments to the CJR and Episode-Based Payment Models, enabling them to qualify as Advanced APMs in 2017 and 2018 respectively. Similarly, in the final rule CMS announced it would be creating an MSSP Track 1 Plus model that could qualify as an Advanced APM. While CMS has not released all of the details about this new model yet, they have stated it will be largely based on MSSP Track 1 with some elements of Track 3 including: prospective beneficiary assignment, the introduction of limited downside risk, and the option to request a Skilled Nursing Facility (SNF) 3-Day Rule Wavier.

While not all groups that participate in alternative payment models will qualify for the APM track, CMS does intend to reward clinicians for remaining in MSSP Track 1 or participating in eligible advanced alternative payment model through MIPS-APM scoring (more on that later).



Which Track Do I Qualify?
Four Provider Categories Emerging

Source: Advisory Board interviews and analysis. 

1) Qualifying Participant; 25% of payments or 20% of patients tied to 
Advanced Alternative Payment Model in 2017.

2) Partial Qualifying Participant; 20% of payments or 10% of patients 
tied to Advanced Alternative Payment Model in 2017. 

3) Alternative Payment Model that does not qualify as Advanced, but 
does qualify clinician for favorable scoring under MIPS categories. 
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Ok so how do we determine where we will fall in this new payment world?

All eligible clinicians will likely fall into one of the four categories listed on the far right of this slide. So let’s walk through those briefly:
 
First, on the far right, we have APM participants – those clinicians that will participate in an Advanced APM and meet the patient or payment targets to qualify for that 5% annual bonus from 2019-2024. CMS expects 10-17% of clinicians to fall into this category, an increase from the proposed rule prediction of 4-12%.

Next, we have those partially qualifying APM participants—those clinicians that did not meet the APM patient or payment targets as a group, but met a set of lower targets and chose to opt out of the MIPS track. For payment years 2019-2020 partially qualifying participants will be defined as eligible clinicians or groups that have at least 20% of payment (instead of 25%) and at least 10% of patients (instead of 20%) tied to risk. Those providers will see no payment adjustment for that given year and are not eligible for the 5% bonus. CMS expects few providers to fall into this track.

Third, we have clinicians that do not meet the requirements to make the APM track or qualify for that 5% bonus, but still participate in a certain type of payment model that will give them favorable scoring under the MIPS track. CMS calls this favorable scoring category of MIPS the MIPS APM Scoring Standard.
 
Finally, the last category here where most clinicians will likely fall – the MIPS track with no extra advantage. Clinicians and groups in this last option will need to meet all the requirements under each of the MIPS categories and will be scored according to their performance. In the final rule, CMS increased the low-volume threshold from $10,000 to $30,000 in Medicare charges or 100 or fewer Medicare patients, meaning 124,000 additional clinicians will now be exempt from MACRA. Since many of these clinicians would have fallen into MIPS and CMS expects the APM track to grow over time, the MIPS track is expected to be more competitive than anticipated.

One important note here is that each year is a new opportunity for clinicians to fall into any one of these four categories. So we may fall into the plain old MIPS category in performance year 2017, but then may have an opportunity to get to the APM track the following year due to the payment models we joined. CMS noted that they will finalize the exact payment models that will qualify as Advanced APMs no later than November 1 before each performance year begins.



Requiring a Dual Focus
Two Considerations for Independent Medical Groups

Source: Advisory Board interviews and analysis. 

• Evaluate current participation in alternative payment 
models

• Compare new and existing models to understand costs 
and benefits to 
the group

• Determine if participation in new models in the coming 
years will be beneficial

• Assess performance of other providers in APMs and your 
network more broadly
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Finally, I’d like to end today’s presentation with a few key considerations for our group to discuss. Ultimately, MACRA forces us to both evaluate our group’s broader risk strategy and, if applicable, maximize our performance in the Merit-Based Incentive Payment System. 

In terms of risk model strategy, we should discuss the considerations on the left to determine how our current risk strategy is progressing, the role we want risk to play in our group’s future, and which models may contribute to our success.

[Allow time for discussion]

At the same time, we need to be mindful of our performance under MIPS, since 2017 is right around the corner. To do so, it’s essential that we:
Establish a clear strategy for reporting success
Use 2017 to work out operational kinks by reporting for the full year and on the full measure set
Understand the options available to us for reporting, and determine which is most feasible for our group
Use prior performance data to better predict and understand our group’s performance under MIPS

Since the final rule was over 2,000 pages in length, I didn’t touch upon every change covered in the document. If you’re interested in learning more about the changes to the Quality Payment Program under MACRA as outlined in the final rule I’d encourage you to watch the Advisory Board’s recent final rule update and register to attend their upcoming in-depth analysis of reporting requirements, track qualification, and scoring.


https://www.advisory.com/research/health-care-advisory-board/events/webconferences/2016/macra-how-the-final-rule-impacts-providers-2?WT.ac=Inline_HCAB_Webcon____CMO_2016Oct19_
https://www.advisory.com/research/physician-practice-roundtable/members/events/meetings/2016/2016-2017-physician-practice-roundtable-national-summit/presentations
https://www.advisory.com/research/health-care-it-advisor/tools/2016/final-mips-measure-list


Eighth National Accountable Care 
Organization Summit
■ HIE ( Health Information Exchange ), community based EMR that can be shared through out traditional and non 

traditional settings.

■ CMS taking comment on allowing all risk patients a physician treats to be counted towards the threshold that allows 
them to be under the APM program.

■ States such as New Jersey are currently running pilots to consider specific ACO development for Medicaid patients.

■ Bundle Busters / Super Users ; usually patients who have chronic conditions and utilize out of network or higher cost 
providers. Earlier engagement with these patients and creating tools that track these patients in real time when services 
are executed such as Home Health.

■ 75% of physicians are not prepared or knowledgeable in regards to the MACRA and MIPS rollout and implementation.
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