
Content is based on the proposed rule. Educational content regarding the final rule 

will be available after it is published in the fall of 2016.

Overview of new payment models

Medicare Access and CHIP  
Reauthorization Act (MACRA)



MACRA – 
What is it?

The Medicare Access and 
CHIP Reauthorization Act 
(MACRA) ties more payments 
to value, while simplifying 
reporting for physicians. It 
was passed into law with 
overwhelming Congressional 
support (more than 90% of 
Senate and House votes)  
on April 16, 2015. This is an 
overview of the law and what 
it means for you.



MERIT-BASED INCENTIVE PAYMENT  
SYSTEM (MIPS)

Most physicians will begin being paid  
under MACRA through this modified  
fee-for-service model.

• Streamlines PQRS, VM, and MU programs  
to work as one, adding flexibility.

• Adds a fourth component to promote  
and reward practice improvement  
and innovation.

• CMS estimates 690,000–750,000  
eligible professional in MIPS.

ELIGIBLE ADVANCED ALTERNATIVE 
PAYMENT MODEL (APM) 

An annual bonus payment is available  
for physicians participating in payment  
models specifically approved by  
the Centers for Medicare & Medicaid  
Services (CMS).

• CMS estimates 30,000–90,000 in  
Advanced APMs 
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TWO TRACKS 
FOR PHYSICIAN 

PAYMENT*

There will be two main pathways  
for physician  

payment under MACRA: 

MIPS

ADVANCED 
APM
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* “The Medicare Access & Chip Reauthorization Act Of 2015: 

Path to Value” Centers for Medicare & Medicaid Services.



 

Simplification
Currently, physicians participate in several overlapping  
Medicare reporting programs:

• Electronic health records incentive program (Meaningful  
Use or MU)

• Physician Quality Reporting System (PQRS)
• Value-based Payment Modifier (VBPM)

MACRA streamlines these programs with the Merit-based 
Incentive Payment System (MIPS). It consolidates, better aligns 
and simplifies these reporting programs to make it easier for 
physicians.  The act creates a Quality Payment Program plus 
incentive payments for participating in Advanced Alternative 
Payment Models (APMs).

MACRA also adds a new clinical practice improvement activities 
component with more than 90 activities from which physicians 
can choose to receive credit for providing high-value services. 

GOALS OF THE LAW

• Offer multiple pathways with varying levels of provider  
risk and reward to tie more payments to value 

• Minimize additional reporting burdens on physicians

• Expand the opportunities for a broad range of providers  
to participate in Advanced Alternative Payment  
Models (APMs)

• Promote understanding of each physician’s or 
practitioner’s status with respect to MIPS and/or 
Advanced APMs

• Support multi-payer initiatives and the development  
of Advanced APMs in Medicaid, Medicare Advantage,  
and other payer arrangements

WHO DOES MACRA AFFECT?

• Clinicians who bill Medicare for Part B Services  
(no direct impact on hospitals or Medicaid providers)

• All Medicare MU eligible professionals, eligible 
hospitals and critical access hospitals

• Physicians with annual Medicare billing charges less 
than or equal to $10,000 who provide care for 100  
or fewer Part B-enrolled Medicare beneficiaries  
(the low-volume threshold) are exempt from MIPS

Why MACRA?

Less penalty
Without the passage of MACRA, physicians could have been 
subject to negative payment adjustments of 11% or more in 
2019 as a result of the MU, PQRS and VBM programs, with even 
greater penalties in future years. In contrast, under MACRA, the 
largest penalty a physician can experience in 2019 is 4%. MACRA 
also provides incentives for physicians to develop and participate 
in different models of health care delivery and payment known 
as Advanced Alternative Payment Models (APMs).

CREATES TWO TRACKS FOR PROVIDERS

2015                       2020                    2025                   
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2015–2019 
0.5% annual  
update

2020–2025 
Frozen  
payment rates

Advanced Alternative 
Payment Models 
(APM): 2026 and on 
0.75% annual update

The Merit-Based 
Incentive System 
(MIPS): 2026 and on 
0.25% annual update

  Performance period         

  Providers notified of track assignment

  Payment adjustment
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MIPS SCORING

Merit-Based Incentive System (MIPS)
Today, there are multiple individual quality and value 
programs for Medicare physicians:  

1. PQRS

2. VBPM 

3. MU

MIPS adjusts traditional fee-for-service payments upward 
or downward based on the new reporting program, 
integrating PQRS, MU, and VBPM.

MIPS Scoring
Four components are scored individually and then 
combined for a composite score. Each physician’s  
score will result in a positive, negative or neutral  
payment adjustment. 

MSSP Track 1 ACO providers in MIPS qualify for 
preferential scoring, which could positively affect 
reimbursement.

The adjustment factor

1. Clinicians/groups/APM entities will be assigned a 
performance score of 0–100.

2. 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.

3. Clinicians/groups/APM entities that fall above the PT 
will receive bonuses. Clinicians that fall below the  
PT will face penalties.

MIPS Eligible Professionals (EPs)

1 MERIT-BASED 
INCENTIVE 
PAYMENT SYSTEM* MIPS

Quality 
Performance

Resource 
Use

Advancing 
Care 

Information

Clinical 
Practice 
Improvement 
Activities

50%

25%
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15%

QUALITY 
PERFORMANCE

50% and  
80–90 Points

ADVANCING  
CARE  

INFORMATION
25% and 100 Points

CLINICAL 
PRACTICE 

IMPROVEMENT 
ACTIVITIES

15% and 60 Points

RESOURCE USE
10% and average $ of 
attributed measures

COMPOSITE 
PERFORMANCE 

SCORE (CPS)

* “The Medicare Access & Chip Reauthorization Act Of 2015: Path to 
Value” Centers for Medicare & Medicaid Services.
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MIPS applies to Medicare Part B  
clinicians, including:

• Physicians
• Physician Assistants
• Nurse Practitioners
• Clinical Nurse Specialists
• Certified Registered Nurse
• Anesthetists
In Performance Year 3 (2019) HHS Secretary has  
the option to expand MIPS participation to other  
types of clinicians, such as
• Physical or Occupational Therapists
• Speech-language Pathologists
• Audiologists
• Clinical Social Workers

• Clinical Psychologists

Category: Quality Performance
This category builds on the PQRS. MSSP Track 1  
ACOs will automatically be awarded bonus points in 
the quality performance category for reporting high 
priority measures that are already included in the Web 
Interface measure set. See the comparison on the right. 

Category: Advancing Care Information (ACI)
This category builds on the MU component. See 
comparison on the right.

There are two new requirements for certified electronic 
health record (EHR) technology under MU, the ACI 
performance category score under MIPS, and reporting 
under the APM track.

• Providers must attest that they have cooperated 
with the authorized Office of the National 
Coordinator (ONC) surveillance of Certified EHR 
Technology (CEHRT) under the ONC Health IT 
Certification Program

• Providers must attest to facilitating health information 
exchange, not blocking information, and demonstrate 
their adherence to model interoperability and 
exchange practices

MSSP Track 1 ACOs are initially required to have at least 
50% of their eligible clinicians successfully report under 
Meaningful Use, requiring no additional reporting or 
evaluation caused by this performance category.

Category: Clinical Practice Improvement 
Activities (CPIA)
• Clinicians can choose the activities best suited for 

their practice

• More than 90 activities from which to choose

• Clinicians participating in medical homes earn  
‘full credit’ in this category

• Participants in Advanced APMs will earn at least half 
credit, including MSSP Track 1 ACOs.

Category: Resource Use
This category builds on the VBPM component. See 
comparison to the right.

• CMS will calculate these measures based on claims 
and the availability of sufficient volume

• Clinicians do not need to report anything 

• CMS will not calculate a cost score for MSSP Track 1 
ACOs under the MIPS APM Scoring Standard.

1
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MERIT-BASED 
INCENTIVE 
PAYMENT SYSTEM*MIPS

Category: Advancing Care Information

SIMILARITIES TO MU DIFFERENCES WITH MU

• Promotes EHR use • Applies to all clinicians, not just Medicare physicians
• Clinicians given opportunity to report as group or individual 
• No longer requires all-or-nothing EHR measurement, allows 

clinicians to receive partial credit
• Only requires reporting of 11 measures, and no longer 

requires reporting on the Clinical Decision Support and the 
Computerized Clinician Order Entry measures

Category: Quality Performance

SIMILARITIES TO PQRS DIFFERENCES WITH PQRS

• CMS will continue to use claims 
data to calculate population 
based measures

• There will still be a menu of  
more than 200 measures to 
choose from

• PQRS is a pay-for-reporting program, while the quality category 
under MIPS is a pay-for-performance program

• Clinicians and groups are only required to report six measures 
versus the nine that are currently required under PQRS, including 
one outcome measure and one Cross-cutting measure. They are 
no longer required to report across National Quality Strategy 
(NQS) domains

• CMS will reward clinicians or groups that report extra outcome 
measures or use certified EHR technology with bonus points

• 80% of the more than 200 measures will be tailored to specialists

Category: Resource Use

SIMILARITIES TO VBPM DIFFERENCES WITH VBPM

• Will still assess clinicians 
according to their Part A and 
Part B costs

• Continued use of two measures 
– total per capita costs for 
all attributed beneficiaries 
and Medicare spending per 
beneficiary (MSPB)

• No reporting requirement

• Adding 40+ new episode-based cost measures oriented  
to specialists

• Looking to include assessment of Part D costs

MIPS streamlines multiple quality reporting programs. Here are the similarities 
and differences of these programs:**

* “The Medicare Access & Chip Reauthorization Act Of 2015: Path to Value” Centers for Medicare & Medicaid Services.

** “The Medicare Access & Chip Reauthorization Act Of 2015: The Merit-based Incentive Payment System.” Centers for  
Medicare & Medicaid Services.
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Advanced Alternative Payment Models (APM)

Eligible APM   

• Supported by their own payment rules, plus:

• 5% annual bonus fee-for-service payments for physicians 
who get substantial revenue from alternative payment 
models that:

• Involve upside and downside financial risk, e.g. 
Accountable Care Organizations or bundled payments 

• Patient-centered Medical Homes (PCMH) with a 
quality increase at lower or equal cost; decreased 
costs with increased or neutral quality improvement 
(e.g., Comprehensive Primary Care Plus (CPC+))

• Participation in alternative payment models that fall  
outside of the models approved by CMS will still help 
physicians in their performance measurements under MIPS

Who can participate in Advanced APM?

Beginning in 2019

If an eligible clinician participates in an Advanced APM,  
they may become a Qualifying Participant (QP)

Eligible clinicians who are QPs are excluded from MIPS

2019 through 2025

QPs receive a lump sum incentive payment equal to  
5% of their prior year’s payments for Part B covered  
professional services

Beginning in 2026

QPs receive a higher update under the Physician Fee 
Schedule than non-QPs

Payment and Patient Thresholds

• To qualify for incentive payments, clinicians have to 
receive enough of their payments or see enough of  
their patients through Advanced APMs

• In 2019 and 2020, the participation requirements for 
Advanced APMs are only for Medicare payments or 
patients. Starting in 2021, the requirements for Advanced 
APMs may include non-Medicare payers and patients

2
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ADVANCED 
ALTERNATIVE 
PAYMENT MODELS*APM

Requirements for Advanced APM + 5%  
Incentive Bonus

QPs in advanced APMs are eligible for a 5 percent bonus 
and are exempt from MIPS.

• Provide payment for covered professional services 
based on quality measures similar to those in the quality 
performance category of MIPS 

• Use certified EHR technology

• Bear more than a nominal amount of risk for monetary 
losses, or be a medical home model that CMS has expanded
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BASED ON MIPS-

LIKE QUALITY 
MEASURES 

CERTIFIED EHR 
TECHNOLOGY
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NOMINAL RISK

MINIMUM  
PAYMENT 

OR PATIENT 
THRESHOLD

ADVANCED  
APM AND 5% 

BONUS

Advanced APM expansion 

2019 and 2020

Eligible clinicians may become QPs only through 
participation in Advanced APMs

2021 and later

Eligible clinicians may become QPs through a combination 
of participation in Advanced APMs and APMs with other 
payers (Other Payer Advanced APMs). 

Other Payer Advanced APMs:

• Are developed by non-Medicare payers, such as private 
insurers or state Medicaid programs

• Include Medicaid Medical Home Models

* “The Medicare Access & Chip Reauthorization Act Of 2015: Path to Value” 
Centers for Medicare & Medicaid Services
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General considerations 

 Determine whether you have $10,000 or less in Medicare 
charges and 100 or fewer Medicare patients annually. If so, 
you are exempt from MIPS participation. 

 If you are not already participating in a patient clinical data 
registry, contact your specialty society about participating 
in theirs – data registries can streamline reporting and assist 
with MIPS performance scoring. 

 Physicians in a practice of more than one eligible clinician 
should decide whether to report individually or as a group. 

 Determine whether your practice meets the requirements 
for small, rural or non-patient-facing physician 
accommodations. 

MIPS: Quality measurement and reporting 

 Check your Medicare Physician Quality Reporting System 
(PQRS) feedback reports. Make sure that you understand 
your current quality metrics reporting requirements 
and how you are scoring across both PQRS and private 
payers. While it is anticipated that the general PQRS 
requirements will stay the same under MIPS, there are 
some proposed changes to MIPS quality requirements 
and quality measures. Determine which quality measures 
you plan to report on; there are individual measures and 
specialty-specific measure sets. 

 Access and review the 2014 annual PQRS feedback 
reports to see where improvements can be made. 
Authorized representatives of group and solo 
practitioners can view the reports on the CMS Enterprise 
Portal using an Enterprise Identity Data Management 
account with the correct role. 

WHAT ARE  
YOUR OPTIONS?

YES NO

FAVORABLE MIPS SCORING & ADVANCED APM  
SPECIFIC REWARDS

> Excluded from MIPS

> 5% lump sum bonus payment (2019-2024)

> APM Specific rewards

Not  
subject  
to  
MIPS

Subject 
to  
MIPS

Am I an  
Advanced APM?

Am I an  
APM?

Is this my first  
year in Medicare  

OR am I below the  
low-volume  
threshold?

Qualified Advanced APM Participant (QP)

Do I have enough 
payments or  

patients through  
my Advanced APM?

Bottom line: There will be financial incentives 
for participating in an Advanced APM, even if 
you don’t become a QP.

YES NO YES NO

YES NO

HERE IS WHAT THE AMA RECOMMENDS YOU CAN DO NOW TO PREPARE:
Whether you ultimately participate in an APM or the MIPS, this checklist can help 
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 Consider whether you plan to report through claims, 
electronic health record (EHR), clinical registry, qualified 
clinical data registry (QCDR) or group practice reporting 
option (GPRO) Web-interface. The GPRO Web-interface 
is only available for physicians in practices of 25 or more 
eligible clinicians. 

MIPS: Resource use 

 Check your Medicare quality and resource use reports 
(QRURs) to see where improvement can potentially  
be made. 

 Review CMS’s proposed list of episode groups at cms.gov. 

 Identify your most costly patient population conditions 
and diagnoses. 

 Identify targeted care delivery plans for these conditions. 

 Identify any internal workflow changes that can be made 
to support care delivery plans. 

 Identify potential partners outside of your practice to 
advance a coordinated care plan (e.g., other specialists 
to whom you refer patients). 

MIPS: Clinical practice improvement activities 

 Review the proposed rule’s list of clinical practice 
improvement activities (CPIAs) to evaluate what 
activities your practice is already doing and what 
adjustments it should make to complete additional 
activities in 2017. 

 The reporting period for CPIAs is 90 days. Consider 
which 90 days in 2017 would work best for your 
practice’s selected CPIAs. 

 If you participate in a nationally recognized, accredited 
patient-centered medical home (PCMH), a Medicaid 
medical home model, a medical home model, or are 
recognized by the National Committee for Quality 
Assurance as a patient-centered specialty model, ensure 
that your certifications and accreditations (as applicable) 
are current. Physicians participating in these medical 
homes earn full CPIA credit. 

MIPS: Advancing Care Information 

 If you have an EHR, make sure it is certified EHR 
technology, which is often referred to as CEHRT. 
Determine whether it is 2014- or 2015-edition certified 
health information technology; the version will determine 
the measures on which you report in 2017. 

 Speak with your vendor about how their product  
supports new payment model adoption. For example:  
How does their product support Medicare quality 
reporting? Document these conversations. 

 Consider how to ensure that you can report at least one 
unique patient (or answer “yes,” as applicable) for each 
measure of the base score’s six objectives. Ideas include: 

– Reach out to existing patients to encourage their use 
of patient portals to view, download and transmit their 
health information in 2017. 

– Your EHR may allow you to send a secure message 
through the patient portal to all of your patients 
at once—if so, and doing so is appropriate for your 
practice, consider sending an appointment reminder 
to all of your patients in 2017. 

 Conduct a careful security risk analysis in early 2017. 
Failure to properly do so will result in a score of zero for 
this category. Your risk analysis should comply with the 
HIPAA Security Rule requirements. The AMA website has 
resources to help with this step at ama-assn.org/go/hipaa. 

 Determine whether there is an additional public health 
registry to which you can report to receive an additional 
point towards your total Advancing Care Information score. 

Advanced Alternative payment models 

 Confirm whether you are a participant in any of the 
advanced APMs. If not, contact your specialty society 
or state medical society to find out if there are APM 
opportunities for your practice. 

 Evaluate whether you are likely to meet the threshold 
for significant participation in an advanced APM, which 
would qualify you for incentive payments. 

 Determine whether 50 percent of your clinicians use 
certified EHR technology to document and communicate 
clinical care information.

* Checklist: Steps You Can Take Now to Prepare from the American 
Medical Association (http://www.ama-assn.org/ama/pub/advocacy/
topics/medicare-new-payment-systems.page).
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CareAllies can help you maximize your  

reimbursements. We partner with you  

to assess your readiness and provide  

performance projections, conduct market  

opportunity assessments and can even  

support you with a comprehensive MACRA  

program strategy and operating model  

based on your organization’s needs.  

Just ask. 

866.302.7560

info@CareAllies.com
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