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MACRA

ÔWhat is MACRA?
ÔMedicare Access and CHIP Reauthorization Act 

(Replaces SGR)

ÔWhat is at Stake?
Ô4 % penalty in CMS 2019 payments

Ô5% penalty in CMS 2020 payments
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MACRA

ÔBased on Two New Reimbursement Structures:

ÔMerit -Based Incentive Payment (MIPS)

ÔAlternative Payment Models

ÔAdvanced Alternative Payment Model
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What is the Merit -Based Incentive Payment 

System (MIPS)?

ÔWhat is the Merit Based Incentive Payment 
System (MIPS)?

ÔEligible Professionals Will be Measured On:

ÔQuality reporting

ÔImprovement Activities

ÔAdvancing Care Information 
3



Quality PaymentProgram

What are the Performance Category Weights?

Weights assigned to each category based on a 1 to 100 point scale

Transition YearWeights

Improvement  
Activities

Advancing Care  
Information

Note: These are default weights; the weights can be adjusted in certaincircumstances

Quality

60%

Cost

0%
15% 25%
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Quality PaymentProgram

MIPS: Choosing to Test for 2017

1
Quality

Measure

1
Improvement  

Activity

4 or 5  
Required  

Advancing  
Care  

Information  
Measures

OR OR

ÅSubmit minimum amount of 2017 data to Medicare

ÅAvoid a downwardadjustment

You Have Asked: ά²Ƙŀǘ is a minimum amount ofŘŀǘŀΚέ 
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Quality PaymentProgram

When Does the Merit -based Incentive Payment  
System (MIPS) Officially Begin?

Performance: The first  
performance periodopens  
January 1, 2017 andcloses
December 31, 2017. During  2017, 
you will record quality  data and how 
you used  technology to support your  
practice. If an Advanced APM  fits 
your practice, then you  can provide 
care during the  year through that
model.

Send in performance data: To  
potentially earn a positive  
payment adjustment under  
MIPS, send in data about the  
care you provided and how  
your practice used technology  
in 2017 to MIPS by the  
deadline, March 31, 2018. In  
order to earn the 5% incentive  
payment for participating inan  
Advanced APM, just send  
quality data through your  
AdvancedAPM.

Feedback: Medicare gives  
you feedback about your  
performance after yousend  
yourdata.

Payment: You may earn a  
positive MIPS payment  
adjustment beginning January1,  
2019 if you submit 2017 data by  
March 31, 2018. If you  
participate in an Advanced APM  
in 2017, then you could earn 5%  
incentive payment in2019.

2017
PerformanceYear

March 31,2018
DataSubmission

Feedback January 1,2019
PaymentAdjustment

Feedbackavailable adjustmentsubmitPerformanceyear
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MIPS Scoring for Quality 
(60% of Final Score in Transition Year) 

Quick Tip :

Easier for a clinician 

that participates 

longer to meet case 

volume criteria 

needed to receive 

more than 3 points

Select 6 of the approximately 300 available 
quality measures (minimum of 90 days)
Å Or a specialty set
Å Or CMS Web Interface measures
Å Readmission measure is included for group reporting with 

groups with at least 16 clinicians and sufficient cases

Clinicians receive 3 to 10 points on each 

quality measure based on performance 

against benchmarks

Failure to submit performance data 
for a measure = 0 points

Bonus points are 

available
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Quality PaymentProgram

MIPS Performance Category: Advancing 
Care  Information

Advancing Care Information  

Objectives and Measures:

Base Score RequiredMeasures

2017 Advancing Care Information  

Transition Objectives and Measures:

Base Score RequiredMeasures

Objective Measure

Protect PatientHealth

Information
Security RiskAnalysis

ElectronicPrescribing e-Prescribing

Patient ElectronicAccess Provide PatientAccess

HealthInformation  

Exchange

Send a Summaryof  

Care

HealthInformation  

Exchange

Request/Accepta  

Summary ofCare

Objective Measure

Protect PatientHealth  

Information
Security RiskAnalysis

ElectronicPrescribing e-Prescribing

Patient ElectronicAccess Provide PatientAccess

HealthInformation  

Exchange

HealthInformation  

Exchange
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Objective Measure

Patient ElectronicAccess Provide PatientAccess*

Patient ElectronicAccess Patient-SpecificEducation

Coordination of Carethrough View, Downloadand

PatientEngagement Transmit(VDT)

Coordination of Carethrough

PatientEngagement
SecureMessaging

Coordination of Carethrough Patient-GeneratedHealth

PatientEngagement Data

Health InformationExchange Send a Summary ofCare*

Health InformationExchange
Request/Accept aSummary

ofCare*

Health InformationExchange
ClinicalInformation
Reconciliation

Public Health and ClinicalData ImmunizationRegistry

RegistryReporting Reporting

Quality PaymentProgram

Objective Measure

Patient ElectronicAccess Provide PatientAccess*

Patient ElectronicAccess
View, Downloadand  

Transmit(VDT)

Patient-SpecificEducation Patient-SpecificEducation

SecureMessaging SecureMessaging

Health InformationExchange
HealthInformation  

Exchange*

MedicationReconciliation MedicationReconciliation

Public HealthReporting
ImmunizationRegistry  

Reporting

Advancing CareInformation  

Objectives and Measures:  

Performance Score*Measures

MIPS Performance Category: Advancing 
Care  Information

2017 Advancing Care Information  

Transition Objectives and Measures  

Performance Score Measures

*Performance Score: Additional achievement on measures above the basescore
requirements
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Quality PaymentProgram

MIPS Performance Category:

Improvement Activities

ÅAttest to participation in activities that improve clinicalpractice

- Examples: Shared decision making, patient safety, coordinating care, increasingaccess

ÅClinicians choose from 90+ activities under 9subcategories:

4.  BeneficiaryEngagement

2.  PopulationManagement

5.  Patient Safetyand
PracticeAssessment

1.  Expanded PracticeAccess 3.  CareCoordination

6.  Participation in anAPM

7.  Achieving HealthEquity
8. Integrating Behavioral  

and MentalHealth
9. Emergency Preparedness  

andResponse
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Quality PaymentProgram

Improvement Activities:

Flexibilities

Participants in certified patient-
centered medical homes, comparable  

specialty practices, or an APM  
designated as a Medical Home  

Model: You will automatically earn full  
credit.

Groups with 15 or fewer participants,  
non-patient facing clinicians, or if you  
are in a rural or health professional  

shortage area: Attest that you  
completed up to 2 activities for a  

minimum of 90days.

Shared Savings Program Track 1 or the Oncology Care Model: You will  
automatically receive points based on the requirements of participating in the  
APM. For all current APMs under the APM scoring standard, this assigned score  

will be full credit. For all future APMs under the APM scoring standard, the  
assigned score will be at least half credit.
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The MIPS Calculator

Russ Montgomery, PhD, MHS
GPTN in MD Quality Improvement Advisor
Discern Health 



How to Select the Merit-Based Incentive Payment 
Program (MIPS) Metrics to Report



Selecting MIPS Quality Measures: 
Challenges

ÁKnowing where to start

ÁAppropriate 90 day period

ÁSelecting the entire year

ÁElectronic Health Record (EHR) limitations
×Does not allow reporting by quarters or other time periods

×Only can report for the entire year

×EHR only supports pre-selected measures on MIPS Dashboard

1

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

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


Selecting MIPS Quality Measures

ÁSelect measures that represent the best side of your practice

×Look for themes across patients with specific health conditions
üDiabetes

üHeart disease

üPulmonary disease

×Look for themes by clinical or age categories
üPreventive services

üAdults

üChildren 
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Selecting MIPS Quality Measures

ÁIdentify at least 6 measures
×Look for some of the common measures

×Examples:

üSmoking screening and counseling (NQF 0028; Quality ID 226)

üInfluenza immunization (NQF 0041; Quality ID 110)

ÁDetermine the appropriate outcome or high priority measures for r 
primary care practices (examples)

×Hemoglobin A1C (NQF 0059; Quality ID 001)

×Controlling High Blood Pressure (NQF 0018; Quality ID 236) 

3
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{ŜƭŜŎǘƛƴƎ aLt{ vǳŀƭƛǘȅ aŜŀǎǳǊŜǎ ό/ƻƴǘΩŘύ

ÁDetermine the appropriate outcome or high priority measures for 
specialty practices
×Controlling High Blood Pressure (NQF 0018; Quality ID 236) 

×Care Plan (NQF 0236; Quality ID 047)

×Documentation of current medications in the chart (NQF 0419; Quality ID 
130)
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{ŜƭŜŎǘƛƴƎ aLt{ vǳŀƭƛǘȅ aŜŀǎǳǊŜǎ ό/ƻƴǘΩŘύ

ÁOther sources for metrics
×Practices participating in the Transformation PTN review the key performance 

indicators (KPIs) 

×Review your 2016 Quality Resource and Use Report (QRUR)
üIdentify the measures where you have done well in the past

üCompare to 2017

üMake a special request to your EHR vendor for the 2017 data, if you do not have it as part of 
your MIPS dashboard

ü±ŜƴŘƻǊǎ Ƴŀȅ ŎƘŀǊƎŜ ŦƻǊ ǘƘƛǎ άǎǇŜŎƛŀƭέ ǊŜǉǳŜǎǘ

ÁBefore making final selection use the MIPS Calculator to check 
potential points
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Resources
Centers for Medicare & Medicaid Services (CMS) Quality Payment Program (QPP) Website

https://qpp.cms.gov/mips/quality-measures
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Ambulatory Practice 
Transformation Landscape in 

Maryland

MACRA  Briefing
February 7, 2018



Value -Based Payment Strategies

ÅPractice Transformation Network (PTN)

ÅMaryland Primary Care Program (MDPCP)

ÅHospital Care Improvement Program (HCIP) and the Complex 

and Chronic Care Improvement Program (CCIP)

ÅMACRA Awareness and Support Program (MAS)
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Physician Revenue

2

Source : ©2014 The Advisory Board Company, 

ñResults from the 2013 Accountable

Payment Survey.ò 

All rights reserved.



Environment Post ACA

ÅAccept more value-based care arrangements

ÅInvest in more evolved care-management models

ÅEstablish new partnerships

ÅReduce operating costs

ÅIntegrate physicians and hospitals

ÅUse population health management data to support clinical 

improvements
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Total Cost of Care Model
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Total Cost of Care Model (2019 -2029) 

Improving health, enhancing patient experience, and reducing per capita costs .

HSCRC Care Redesign 

Programs

2017 - TBD

Reduce unnecessary lab 

tests

Increase communication between 

hospital and community providers

Increase complex care coordination 

for high and rising risk

Improve efficiency of care in 

hospital

2029

Maryland Primary 

Care Program

2018-2026

Increase care coordination

Increase community 

supports

Increase preventive care to 

lower the Total Cost of Care

Decrease avoidable 

hospitalizations

Decrease unnecessary ED 

visits

HSCRC  Models

All Payer ï2014-18

Total Cost of Care ï2019-29

2014 - 2029

Reduce hospital-based 

infections

Reduce unnecessary readmissions/ 

utilization

Increase appropriate care 

outside of hospital

2017



Population Health Transformation

28

Advanced Primary Care Practice

+

Care Transformation Organization 

+ 

State And Community Population 
Health Policy and Programs

Care Management Personnel

+

Practice Transformers/Transformation 
Programs

+

Broad Focus on Achievable Goals

+

Performance Data

Reduce PAU

Lower TCOC

Improved Health Outcomes

A System of Coordinated Care 



Total Cost of Care Model

Total Cost of Care Model is the umbrella

Maryland Primary Care Program (MDPCP) is a distinct contract element

Å Separate contract element of the Maryland Total Cost of Care Model contract between State and CMMI

Å CMS will issue Requests For Applications (RFA) for practices and care transformation organizations (CTOs); CMS 

selects participants

Å Require Participation Agreements for practices and CTOs

29



How is MDPCP Different from CPC+?

30

CPC+ MDPCP

Integration with other 

State efforts

Independent model Component of MD TCOC Model

Enrollment Limit Cap of 5,000 practices nationally No limit ïpractices must meet 

program qualifications

Enrollment Period One-time application period for 5-year program Annual application period starting in 

2018

Track 1 v Track 2 Designatedupon program entry Migration to track 2 by end of Year 

3

Supports to transform 

primary care

Payment redesign Payment redesign and CTOs

Payers 61 payers are partnering with CMS including 

BCBS plans; Commercial payers including 

Aetna and UHC; FFS Medicaid, Medicaid 

MCOs such as Amerigroup and Molina; and 

Medicare Advantage Plans

Medicare FFS, Duals, (Other payers 

encouraged for future years)



Program Components

9



32

1. Access and Continuity
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Track One

ÅAchieve and maintain > 95% empanelment to care teams

ÅEnsure patients have 24/7 access to a care team practitioner with real-time 

access to the EHR

ÅBuild a care team responsible for a specific, identifiable panel of patients to 

optimize continuity

Track Two (all of the above, plus)

ÅRegularly offer at least one alternative to traditional office visits such as e-

visits, phone visits, group visits, home visits, alternate location visits (e.g., 

senior centers and assisted living centers), and/or expanded hours in early 

mornings, evenings, and weekends
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2. Care Management
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Track One

Å Risk-stratify all empaneled patients

Å Provide targeted, proactive, relationship-based (longitudinal) care management to all 

patients identified as at increased risk, based on a defined risk stratification process and 

who are likely to benefit from intensive care management

Å Provide episodic care management along with medication reconciliation to a high and 

increasing percentage of empanelledpatients who have an ED visit or hospital 

admission/discharge/transfer and who are likely to benefit from care management

Å Ensure patients with ED visits receive a follow up interaction within one week of 

discharge.

Å Contact at least 75% of patients who were hospitalized in target hospital(s), within 2 

business days
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2. Care Management
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Track Two (Track 1, plus)

Å Use a two-step risk stratification process for all empanelledpatients:

ü Step 1 - based on defined diagnoses, claims, or another algorithm (i.e., not care team intuition);

ü Step 2 - adds the care teamôs perception of risk to adjust the risk-stratification of patients, as 

needed

Å Use a plan of care centered on patientôs actions and support needs in management of 

chronic conditions for patients receiving longitudinal care management
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3. Comprehensiveness and Coordination
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Track One

Å Systematically identify high-volume and/or high-cost specialists serving the patient 

population using CMS/other payerôs data

Å Identify hospitals and EDs responsible for the majority of patientsô hospitalizations and 

ED visits, and assess and improve timeliness of notification and information transfer 

using CMS/other payerôs data
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3. Comprehensiveness and Coordination
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Track Two (Track 1, plus)

Å Enact collaborative care agreements with at least two groups of specialists identified 

based on analysis of CMS/other payer reports

Å Choose and implement at least one option from a menu of options for integrating 

behavioral health into care

Å Systematically assess patientsô psychosocial needs using evidence-based tools

Å Conduct an inventory of resources and supports to meet patientsô psychosocial needs

Å Characterize important needs of sub-populations of high-risk patients and identify a 

practice capability to develop that will meet those needs, and can be tracked over time
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4. Patient and Caregiver Engagement
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Track One

Å Convene Patient Family Advisory Council (PFAC) at least annually and incorporate 

recommendations into care, as appropriate

Å Assess practice capability + plan for patientsô self-management

Track Two (the above, plus)

Å Convene a PFAC in at least two quarters in PY2018 and integrate recommendations into 

care, as appropriate

Å Implement self-management support for 3 or more high risk conditions
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5. Planned Care and Population Health
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Track One

Å Use quarterly feedback reports to assess utilization and quality performance, identify 

practice strategies to address, and identify individual candidates to receive outreach, 

care management

Track Two (the above, plus)

Å Regular care team meetings to review practice and panel-level data, refine tactics to 

improve outcomes and achieve practice goals
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Quality Metrics
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electronic Clinical Quality Measures (eCQM) (75%)

Å Group 1: Outcome Measures (2) ïReport both outcome measures

Å Group 2: Other Measures (7) ïReport at least 7 of 16 process Measures

Å Measures overlap closely with MSSP ACO measures

Patient Satisfaction (25%)

Å Consumer Assessment of Healthcare Providers and Systems (CAHPS) Clinician and 

Group Patient-Centered Medical Home Survey 

Å CMS will survey a representative population of each practiceôs patients, including non-

Medicare FFS patients
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Quality - eCQM Metrics ïGroup 1
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Report both outcome measures

CMS ID# Measure Title

CMS165v6 Controlling High Blood Pressure

CMS122v6 Diabetes: Hemoglobin A1c (HbA1c) Poor Control 

(>9%)
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Quality - eCQM Metrics ïGroup 2
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Report at least 7 Other process Measures:
CMS ID# Measure Title

Cancer

CMS125v6 Breast Cancer Screening

CMS130v6 Colorectal Cancer Screening

CMS124v6 Cervical Cancer Screening

Diabetes

CMS131v6* Diabetes: Eye Exam

CMS134v6 Diabetes: Medical Attention for Nephropathy

Care Coordination

CMS50v6 Closing the Referral Loop: Receipt of Specialist Report

Mental Illness/Behavioral Health

CMS2v7 Preventive Care and Screening: Screening for Depression and Follow- Up Plan

CMS160v6 Depression Utilization of the PHQ-9 Tool

CMS149v6 Dementia: Cognitive Assessment

Substance Abuse

CMS138v6 Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention

CMS137v6 Initiation and Engagement of Alcohol and Other Drug Dependence Treatment

Safety

CMS139v6 Falls: Screening for Future Fall Risk

Infectious Disease

CMS147v7 Preventive Care and Screening: Influenza Immunization

CMS127v6 Pneumococcal Vaccination Status for Older Adults

Cardiovascular Disease

CMS164v6 Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antiplatelet

CMS347v1 Statin Therapy for the Prevention and Treatment of Cardiovascular Disease
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Utilization Metrics
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ED Visits 

Å Emergency department utilization (EDU) per 1,000 attributed beneficiaries

Hospitalizations

Å Inpatient hospitalization utilization (IHU) per 1,000 attributed beneficiaries

Utilization measures require no reporting on the part of practices

Calculated by CMS and its contractor at the end of each program year
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Payment Incentives for Better Primary Care

    

    

   

    

   

 

Care Management Fee 

(PBPM)

Å$15 average payment

Å$6-$50 PBPM

ü Tiered payments based on 

acuity/risk tier of patients in 

practice including $50 to 

support patients with 

complex needs

ÅTiming: Paid prospectively 

on a quarterly basis, not 

subject to ñclawbackò

43

Underlying 

Payment 

Structure

ÅStandard FFS

ÅTiming: Regular 

Medicare FFS 

claims payment

Practices ïTrack 1

Performance-Based 

Incentive Payment (PBPM)

ÅUp to a $2.50 PBPM 

payment opportunity

ÅMust meet quality and 

utilization metrics to 

keep incentive payment

ÅTiming: Paid 

prospectively on an 

annual basis, subject to 

ñclawbackò if measures 

are not met

AAPM Status under MACRA Law to be determined ïpotential for additional bonuses 
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Payment Incentives for Better Primary Care

    

    

   

    

   

 

Care Management Fee 

(PBPM)

Å$28 average payment

Å$9-$100 PBPM

ü Tiered payments based on 

acuity/risk tier of patients in 

practice including $100 to 

support patients with complex 

needs

ÅTiming: Paid prospectively on a 

quarterly basis, not subject to 

ñclawbackò

Performance-Based 

Incentive Payment 

(PBPM)

ÅUp to a $4.00 PBPM 

payment opportunity

ÅMust meet quality and 

utilization metrics to keep 

incentive payment

ÅTiming: Paid prospectively 

on an annual basis, subject 

to ñclawbackò

Underlying Payment 

Structure

ÅñComprehensive Primary 

Care Paymentò (CPCP)

ÅPartial pre-payment of 

historical E&M volume

Å10% bonus on CPCP

ÅTiming: CPCP paid 

prospectively on a quarterly 

basis, Medicare FFS claim 

submitted normally but paid at 

reduced rate

44

Practices ïTrack 2

AAPM Status under MACRA Law to be determined ïpotential for additional bonuses 
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Application and Track Progression
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Å Annual application process, practices enroll when they are ready to succeed

Å Practices may enter in Track 1 or Track 2 

Å Practices will progress from Track 1 to Track 2

Å Track 1 Practices have three years to reach Track 2 



Care Transformation Organizations

46



47

Care Transformation Organization

Designed to assist the practice in meeting care transformation requirements

CTO

Care Coordination Services

Practice Transformation TA

Data Analytics and Informatics

Standardized Screening

Practice

Care Managers

Pharmacists

LCSWs

Community Health 

Workers

Services Provided to Practice: Provision of Services By:

Support for Care Transitions
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CTOs Role in the Program

CTOs will provide services that are integral to meeting the care 

transformation requirements but do not require the personal professional 

services of a physician. CTOs shall help practices with personnel and 

expertise to:

ü Transform the delivery of primary care

ü Meet utilization and quality metrics

ü Improve care coordination and care transitions

ü Ensure appropriate connections with other providers

ü Assess and  assist practices to manage care  

ü Access non-traditional workforce to enhance care management

ü Use data to control total cost of care
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Payment Incentives for Better Primary Care

Care Management Fee (PBPM)

üUp to 50% of a practiceôs care 

management fee; depends on option 

chosen by practice

ü Timing: Paid prospectively on a 

quarterly basis

Performance-Based Incentive Payment 

(PBPM)

ü Receives a payment for Track 1 and 

Track 2 practices engaged with CTO

ü Timing: Paid prospectively on an 

annual basis; CTO will be required to 

repay funds if they do not meet annual 

performance thresholds

49

CTOs


