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PROBLEMS WITH THE SUSTAINABLE GROWTH RATE (SGR) 
PROMPTED POLICY MAKERS TO SEEK A SOLUTION 

• As part of the Balanced Budget Act of 1997, the SGR was 
intended to limit Medicare fee for service payments to a 
budgeted amount through a formula based on an estimate of 
the: 
 percentage change in physician service fees 

 percentage change in the average number of Medicare FFS beneficiaries 

 10-year average annual percentage change in real GDP 

 percentage change in expenditures due to laws or regulations 

• For the first few years of SGR, doctors received modest 
increases 

• In 2002, doctors faced a 4.8% pay cut 

• Every year since 2002, Congress has passed legislation to 
temporarily  defer pay cuts 



TOO MANY PAYMENT PATCHES UNDER SGR 

Law Cut Year Score 
(bil.) 

PL 108-7 2003 $54.0 

PL 108-173 2004, 2005 $0.2 

PL 109-171 2006 -$0.4 

PL 109-432 2007 $3.1 

PL 110-173 2008 (6 mos) $6.4 

PL 110-276 2008 (6 mos), 
2009 

$9.4 

PL 111-118 2010 (2 mos) $2.0 

PL 111-144 2010 (1 mo) $1.0 

PL 111-157 2010 (2 mos) $2.0 

Law Cut Year Score 
(bil.) 

PL 111-192 2010 (6 mos) $6.0 

PL 111-286 2010 (1 mo) $1.0 

PL 111-309 2011 $14.9 

PL 112-78 2012 (2 mos) $3.6 

PL 112-96 2012 (10 mos) $18.0 

PL 112-240 2013 $25.2 

PL 113-67 Jan-Mar 2014 $7.3 

P.L. 113-93 Apr 2014-Mar 
2015 

$15.8 

Total Cost $169.5 

Source:  Congressional Budget Office 2015 



 
 
 
 

MACRA - Medicare Access & CHIP 
Reauthorization Act of 2015 

 

• Largest healthcare law since Affordable Care Act 

• Permanently repeals Sustainable Growth Rate (SGR)  

• Sets Medicare Part B fee schedule adjustments for next 10+ years 

 

 

 

 

 

 

• Creates Quality Payment Program (QPP) 

 Additional payment adjustments based on QPP go into effect 2019 with 2017 being 
the first performance year 

 

 

2016-2019 0.5% annual increase 

2020-2025 0% annual increase 

2026 + 
0.25% annual increase for Merit-Based Incentive Payment System 
OR 
0.75% increase for Advanced Alternative Payment Model 



TWO NEW PAYMENT TRACKS CREATED BY 
MACRA 

• Merit-Based Incentive Payment System (MIPS)  

         

        PQRS  

        VBPM  

        MU 
 

 

• Advanced Alternative Payment Models          
(Advanced APM) 
 Requires “significant” share of revenue in contracts with two-sided risk, quality 

measurement and EHR requirements. 

 

Quality  

Advancing Care 
Information  

Improvement 
Activities  

Cost   



THE MACRA FINAL RULE WAS RELEASED 
OCTOBER 14, 2016 

• Compared with the Proposed Rule: 
 Instead of a full year of reporting being required in 2017, very limited 

participation in MIPS will allow the penalty to be avoided in 2019.  

 Six instead of nine Quality metrics will need to be reported.  

 Four instead of eighteen Advancing Care Information metrics will need to be 
reported.  

 Four medium weighted or two high weighted Improvement Activities instead 
of six or three, respectively, with additional relief for small and rural or health 
shortage area practices.  

 The Cost category has been reweighted to 0% (from 10%) for 2017 (while the 
weighting of the Quality category has gone up from 50% to 60%.)  

 All physicians participating in Medicare will receive a 0.5% update for services 
provided in 2017.  

 The final rule simplifies the financial risk criteria for Advanced APMs. CMS 
anticipates exploring a new Advanced APM in 2018, called “ACO Track 1+,” 
which will require lower levels of risk than other accountable care 
organizations (ACO).  
 

 



MACRA’S IMPACT ACROSS PROVIDERS 
Who is Included and Who is Exempt 

 Included: 

• Physicians, Physician Assistants, 
Nurse Practitioners, Clinical 
Nurse Specialists, Certified 
Registered Nurses, Anesthetists  

• Medical groups that include any of 
the aforementioned clinicians 

• Medicare Part B payments 

 

 

 Exempt: 

• Clinicians or groups that fall 
under low volume threshold (less 
than $30,000 in allowed 
Medicare charges OR 100 or fewer 
Medicare Part B patients)  

• Providers in their first year of 
Medicare billing 

• Clinicians billing under RHC or 
FQHC payment methodologies 

• Medicare Part A 

 

 

 



YOUR OPTIONS FOR 2017 TO AVOID 
PAYMENT PENALTY IN 2019 

 MIPS 

• Test the Quality Payment Program by submitting one quality measure or 
one improvement activity or the required ACI measures on at least one 
occasion.  

• Partially Participate as above for at least 90 days and become eligible for 
positive adjustment of less than 4%. 

• Fully Participate for the Full Calendar Year:  Meet all reporting  
requirements and become eligible for the maximum positive adjustment.  

 
 Advanced APM   

• If you receive 25% of Medicare Part B payments or see 20% of your Medicare 
patients through an Advanced APM in 2017, then you earn a 5% incentive 
payment in 2019.                                              

 

 

 

 

 

Source:  https://apps.ama-assn.org/pme/#/education/mips 



FINAL RULE MIPS REQUIREMENTS FOR 2017  
 

Source: https://qpp.cms.gov/measures/performance 

Quality  Report on 6 quality measures, including an outcome measure for 90 days.   

Advancing 
Care 

Information  

Improveme
nt Activities  

Cost   

Report 4 ACI required measures for 90 days.  

Groups with </= 15 participants or those in a rural or health professional shortage 
area report 2 activities (or 1 high weighted) for 90 days. Others report 4 activities 
(or 2 high weighted) for 90 days.  Special treatment for APM and medical homes.  

No data submission requirement as this category score is calculated from claims.  



FINAL RULE MIPS REQUIREMENTS FOR 2017  
 

• Clinicians will report 6 measures, one which must be an outcome 

• Measures are chosen from six quality domains:  
 person-centered care 

 care coordination 

 patient safety 

 effective clinical care (outcomes) 

 efficient care 

 population health 

• Available measures to select from will be updated annually and 
published by November 1.  

• 1 to 10 points are assigned for each measure based on a benchmark. 

• Some groups in MIPS APMs qualify for special scoring such as those in 
Shared Savings Track 1 or the Oncology Care Model.   

 

Quality  

Source: https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MIPS-Scoring-Methodology-slide-deck.pdf 

https://qpp.cms.gov/measures/quality 
 



FINAL RULE MIPS REQUIREMENTS FOR 2017  
 

Advancing 
Care 
Information  

• A base score is calculated from 
  Protect patient health information 

  e-Prescribing 

  Provide electronic patient access 

  Health information exchange 

 
• The 4 measures are to be reported for 90 days. 

 
• There are two options for reporting based on your EHR 

type. 
 

 

 

https://qpp.cms.gov/measures/aci 
 

Source: https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MIPS-Scoring-Methodology-slide-deck.pdf 



FINAL RULE MIPS REQUIREMENTS FOR 2017  
 

• Clinicians report 4 medium weight or 2 high weight activities.  

• For practices of 15 or fewer or those in rural of professional 
shortage areas, only 2 medium weight or 1 high weight activity 
is required.  

• Those participating in a MIPS APM automatically get 50% of 
maximum score and can increase to the maximum with other 
activities. 

• Those in a certified medical home will receive the maximum 
score automatically. 

 

Improvement 
Activities  

https://qpp.cms.gov/measures/ia 
 

Source: https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MIPS-Scoring-Methodology-slide-deck.pdf 



FINAL RULE MIPS REQUIREMENTS FOR 2017  
 

•This category will be calculated from claims in 2017 
but will not be used until 2018 to contribute to 
payment calculation in 2020. 

 

Source: https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MIPS-Scoring-Methodology-slide-deck.pdf 

Cost 



MIPS Reporting for ACO Track 1 

MIPS Category Weight Reporting Requirements 
Reporting Levels and 

Performance 

Quality 50% 
Report GPRO quality measures 

required for the ACO 

Reported at the ACO level and 

overall performance applies to 

all physicians and other eligible 

clinicians within the ACO 

Advancing Care 

Information 
30% 

Two options for reporting:  

1. Report four Stage 2-

equivalent measures 

2. Report five Stage 3-

equivalent measures 

Reported at the TIN level for all 

TINs within the ACO; weighted 

average of each TIN’s 

performance used for the MIPS 

composite score 

Clinical Practice 

Improvement 

Activities 

20% 

No reporting required; receive 

automatic full 20% due to ACO 

participation 

Not applicable  

Cost 0% Not applicable in 2017 



 

 

Under the new scoring system, a single MIPS composite performance 
score will be generated based on an assessment of performance in the four 

different categories 

2020 based on 2018 scores  

Over time the cost weighting increases as the quality weighting 
decreases  

10% 

50% 

25% 

15% 

Cost Quality Adv Care Info Impr Activities



Under the new scoring system, a single MIPS composite performance 
score will be generated based on an assessment of performance in the four 

different categories 

 

2021 based on 2019 scores  

Over time the cost weighting increases as the quality weighting 
decreases  

30% 

30% 

25% 

15% 

Cost Quality Adv Care Info Impr Activities



MIPS TRACK: THE COMPOSITE SCORE 

 Total possible points of 100 

• The threshold will be 3 for 2017, meaning that a 
score of 3 or higher will avoid the penalty in 2019 

• CMS estimates that 90% of eligible clinicians will 
receive neutral or positive payment adjustments in 
2019 

• Eligible clinicians who score 70 or higher will be 
eligible for a portion of the “exceptional payment 
adjustment” funded from a pool of $500M. 



MIPS: A ZERO-SUM GAME FOR CLINICIANS 
Stronger Performers Benefit at Expense of Those with Low 

Scoring/No Data 

 Payment Adjustment 
Determination 
1. Providers assigned score of 0-100 

based on performance across four 
categories  

2. Provider score compared to CMS-set 
annual Performance Threshold (PT); 
non-reporting groups given lowest 
score 

3. Providers scoring above PT receive 
bonus; providers scoring below PT 
subject to penalty Source: Advisory Board  

Exceptional performance bonus: Those scoring in top 25% eligible for an additional annual performance adjustment 
of up to 10%, 2019-25 (This part of the arrangement is not  budget neutral) 



Only “Advanced” APMs qualify for full MIPS exemption , and these 
APMs must meet certain criteria 

 
As defined by MACRA,  

advanced APMs must meet  
the following criteria: 

 
The APM requires participants to use 
certified EHR technology. 

The APM bases payment on quality  
measures comparable to those in the 
MIPS quality performance category.  

The APM is construed more 
narrowly than expected. The 
regulation: (1) requires APM’s to 
bear more than nominal financial 
risk for monetary losses;  or (2) is a 
Medical Home Model  expanded 
under CMMI 



ADVANCED APMS 

Currently include: 
 Next Generation ACO Model 

 Shared Savings Program (Tracks 2 and 3) 

 Comprehensive ESRD Care (CEC) (large dialysis 
organization arrangement) 

 Comprehensive Primary Care Plus (CPC+) 

 Oncology Care Model (OCM) (the two-sided risk track 
available in 2018) 

 

 

 

Advanced APM track participants will be exempt from MIPS 
payment adjustments, will qualify for a 5 percent per annum 
Medicare Part B incentive payment in 2019-2024, and will 
receive a higher fee schedule update for 2026 and beyond.  



• Timeline: Payment Adjustment is operated on a two-year Look-Back 
Policy 
 Payment adjustment in 2019 is determined 

based on quality reporting measures in 2017 

• Public Reporting Data: Physician Compare 
 Website includes information about providers who participate in CMS quality programs 

(Quality Program Participation Indicators), as well as Quality Measures 

 Continued phase-in of quality measures that will be reported 

• Individual versus Group Reporting 
 Clinicians can choose whether to report individually or as a group (Those in Advanced 

APM must report as a group) 

• Data Submission Requirements 
 Those clinicians choosing to report as individuals will use a combination of their billing 

Taxpayer Identification Number (TIN) and National Provider Identifier (NPI) to report 
and assess their performance. 

 Those clinicians reporting as a group would use their group’s billing TIN. 

 Clinicians who participate in a non-qualified APM must report through MIPS using a 
unique APM participant identifier that combines the four identifiers: APM identifier, 
APM entity identifier, TIN(s), eligible professional NPI  

 

 

2019 2018 2017 

KEY CONSIDERATIONS FOR MIPS TRACK 



Timeline: Not much time for most providers to reach Advanced APM eligibility by 2019 

 

 

 

 

 

 

 

Participants will be notified of Qualifying Participant (QP) or Partial Qualifying Participant (PQP) 
eligibility no sooner than 6 months after performance 

 If PQP, eligible professionals will have little time to participate in MIPS so may consider 
submitting for MIPS while APM is under review  

Non-advanced APMs or advanced APMs that do not meet QP thresholds receive preferential scoring – 
MIPS APM Scoring Standard 

 Cost /Resource Use not scored 

 Automatic 50% of maximum score for Improvement Activities  

 May be eligible for special Quality scoring  

 $500 million pool of incentives available for MIPS eligible professionals who achieve 
“exceptional performance” 

 

 

KEY CONSIDERATIONS FOR 
ADVANCED APM TRACK 

2019 2018 2017 

Performance Period Payment Adjustment 

Providers notified whether on 
MIPS or APM track 



• Ensure successful participation in existing quality reporting programs or 
identify gaps to close 
 MACRA is designed to expand upon these programs (PQRS, VBPM, EHR)  

 

• Prepare your organization for new reporting measures in 2017 
 Consolidate current MU & PQRS efforts under one leadership 

 Evaluate required organizational or staffing changes 
 

 

• Understand which track your organization will likely be classified as 
(MIPS, Non Advanced APM MIPS, or Advanced APM) 
 For MIPS track, estimate your score and understand how to target improvement. 

 If APM status is in question be prepared to submit for MIPS at least 90 days in advance 
of the year end.  

 

• Educate your providers on your payment track and how it will affect 
Medicare provider reimbursement in 2019 and beyond.  
 

STEPS TO PREPARE FOR MACRA 
IMPLEMENTATION 



1. If not already in an Advanced APM or meeting MIPS requirements, get 
started as soon as possible in 2017 but no later than the end of the third 
quarter to allow for 90 days of MIPS measures submissions. Preferably 
meet requirements in all categories for 90 days. This will determine how 
2019 reimbursement is impacted in the range of -4% to +12%. 

2. The Advanced APM model has potentially large benefits but few will qualify 
in 2017 for 2019 payments, and there is both upside and downside risks 
that must be considered. 

3. Note that new CPC+ (Comprehensive Primary Care +) model may facilitate 
easier Advanced APM participation.  

4. Medicare Advantage: full risk full cap full reward may ultimately be 
Advanced APM certified but is not approved as an advanced APM for 2017.  

5. Smaller practices are projected to do poorly.  Provider groups require scale 
to efficiently comply. Administrative and clinical “roll ups” may be 
necessary to reduce overhead. 

6. Consider developing care management across the continuum with narrow 
networks and preferred partners to better manage and optimize scoring.  

 
 

CRITICAL SUCCESS FACTORS 



Telehealth & MACRA 

Section 106 of PL 114-10 
 
MACRA requires a GAO study on the 
telehealth services and remote 
patient monitoring. 
 
Of note, the legislation directs GAO 
to look at issues such as professional 
licensure, privacy and security, and 
the impact of telehealth on payment 
and delivery reform. 



Telehealth & MACRA 

Section 101 of PL 114-10 
 
MACRA requires that the Secretary 
of HHS consider telehealth as an 
Improvement Activity under the 
subcategory of care coordination for 
purposes of MIPS performance and 
scoring. 



Telehealth & MACRA 

 Telehealth integrated into an IA -  

 

 

 

 

 
 



Telehealth & MACRA 



Telehealth & MACRA 

CMS released an Annual Call 
for Measures and Activities to 
solicit recommendations for 
Improvement Activities and 
Advancing Care Information 
measures.   
 
Some telehealth stakeholders 
utilized this opportunity to 
propose additional telehealth 
and remote patient 
monitoring activities as IA 
and ACI measures. 



Telehealth & MACRA 

 
The CONNECT for Health Act 
would allow telehealth and remote 
patient monitoring to be basic 
benefits for MA plan beneficiaries. 
 
The Act would reimburse such 
services without §1834(m) 
geographic restrictions. 
 



 CMS has free resources: 

• Quality Payment Program Web Site – https://qpp.cms.gov/ 

• QPP Service Center – 866-208-82/92 or qpp@cms.hhs.gov 

• Primary Care & Specialists – Transforming Clinical Practice 
Initiative (TCPI) 

• Small, Underserved and Rural Practices – SURS 

• Large Practices – State QIO 

 
 

TECHNICAL ASSISTANCE FOR CLINICIANS 
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