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On April 27, 2016 the Department of Health and Human Services issued a Proposed Rule to implement provisions of the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA). MACRA was bipartisan legislation that replaced the Sustainable Growth Rate formula with a new payment system based on value and quality of care provided by clinicians. The proposed rule would implement these changes though the “Quality Payment Program” (QPP) which included two tracks, Merit-based Incentive Payment System (MIPS) and Alternative Payment Models (APMs). 

The following gives a 10,000ft overview of the proposed rule. 

Merit-based Incentive Payment System (MIPs)
Most Medicare clinicians will initially participate in the QPP through MIPS. MIPS allows Medicare clinicians to be paid for providing high value care through success in four performance categories: Quality, Advancing Care Information, Clinical Practice Improvement Activities, and Cost. CMS would begin measuring performance for doctors and other clinicians through MIPS in 2017, with payments based on those measures beginning in 2019.

Quality (50 percent of total score in year 1): For this category, clinicians would choose to report six measures from among a range of options that accommodate differences among specialties and practices.

Advancing Care Information (25 percent of total score in year 1): For this category, clinicians would choose to report customizable measures that reflect how they use technology in their day-to-day practice, with a particular emphasis on interoperability and information exchange. Unlike the existing reporting program, this category would not require all-or-nothing EHR measurement or redundant quality reporting.

Clinical Practice Improvement Activities (15 percent of total score in year 1): This category would reward clinical practice improvements, such as activities focused on care coordination, beneficiary engagement, and patient safety. Clinicians may select activities that match their practices’ goals from a list of more than 90 options.

Cost (10 percent of total score in year 1): For this category, the score would be based on Medicare claims, meaning no reporting requirements for clinicians. This category would use 40 episode-specific measures to account for differences among specialties.
The proposed rule seeks to streamline and reduce reporting burden across all four categories, while adding flexibility for physician practices. 

Alternative Payment Models
To continue to move the Medicare program away from FFS and towards a value-based payment system, QPP creates incentives for participation in Advanced APMs. For years 2019 through 2024, a clinician who meets the Advanced APM participation standards is excluded from MIPS adjustments and receives a 5 percent Medicare Part B incentive payment. For years 2026 and later, a clinician who meets these standards is excluded from MIPS adjustments and receives a higher fee schedule update than those clinicians who do not significantly participate in an Advanced APM. 
QPP requires that Advanced APMs meet certain criteria. Eligible APMs must: 

· Require use of certified Electronic Health Records (EHR) technology;
· Bear a certain amount of financial risk; and 
· Provide payment based on quality measures comparable to those used in the MIPS quality performances category.

The proposed rule includes a list of current models that would qualify under the terms of the proposed rule as Advanced APMs. These include:

· Comprehensive ESRD Care Model (Large Dialysis Organization Arrangement) 
· Medicare Shared Savings Program— Tracks 2 and 3 
· Next Generation ACO Model 
· Comprehensive Primary Care Plus (CPC+)
· Oncology Care Model Two-Sided Risk Arrangement 

CMS continues to develop new Advanced APMs, such as one that would concentrate on chronic conditions, and works to turn others, such as the Comprehensive Care for Joint Replacement (CJR) model into Advanced AMPs in the future. 
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