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Agenda

� MACRA & Allergy/Immunology
� MIPS

� Year 1 and Year 2 Proposals

� APMs

� Current Regulatory Issues
� 2018 MPFS

� “Medicare Flexibilities”

� Network Adequacy

� Regulatory Pipeline
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MACRA & Allergy/Immunology

MACRA

� Medicare Access and CHIP 
Reauthorization Act of 2015 
(MACRA)

� Enacted into law on April 
16, 2015

� Repealed the flawed 
Sustainable Growth Rate 
(SGR) formula!

� Established a two-track 
Medicare physician 
payment system

� Merit-Based Incentive 
Payment System 
(MIPS)

� Alternative Payment 
Models (APMs)

� Framework for these 
two programs is known 
as the “Quality Payment 
Program”

MACRA

MIPS APMs

QPP



7/20/2017

3

MACRA Payment Adjustments

2016-2019

0.5% MPFS Update

2020-2025

0% MPFS Update

2026 & Beyond

0.25% or 0.75% MPFS 
Update 

2016-2018

Current
Programs

2019

-4% TO +4% (3x) +
min 0.5% TO 10%

2020
-5% TO +5% (3x) + 
min. 0.5% TO 10%

2021
-7% TO +7% (3x) + 
min. 0.5% TO 10%

2022 & Beyond
-9% TO +9% (3x) +
min. 0.5% TO 10%

2019 - 2024

+5% bonus

2025 & 
Beyond

no bonus

MPFS  

Updates

MIPS 

Adjustment

APM 

Bonus

Exceptional 

Performance 

Adjustment funded 

from $500M “bonus” 

pool

MIPS 
Adjustment & 
Part B Drugs

� From the MACRA statute:
� “Application of MIPS adjustment factors.--In the case of items and 

services furnished by a MIPS eligible professional during a year 
(beginning with 2019), the amount otherwise paid under this part…”

� Clarification in the 2018 QPP Proposed Rule:
� “…For Part B items and services furnished by a MIPS eligible clinician 

such as purchasing and administering Part B drugs that are billed by 
the MIPS eligible clinician, such items and services may be subject to 
MIPS adjustment based on the MIPS eligible clinician’s performance 
during the applicable performance period or included for eligibility 
determinations. For those billed Medicare Part B allowable charges 
relating to the purchasing and administration of Part B drugs that we 
are able to associate with a MIPS eligible clinician at an NPI level, such 
items and services furnished by the MIPS eligible clinician would be 
included for purposes of applying the MIPS payment adjustment or 
making eligibility determinations…”
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MIPS Year 1: 
Performance 
Categories and 
Weights

Quality 

(60%)

Improvement

Activities

(15%)

Advancing 
Care 

Information

(25%)

Cost

(0%)

MIPS Year 1 
SnapshotQuality 

(60%; 60 pts)

• Report 6 quality measures, 
including one outcome/high 
priority  measure, for a minimum 
of 90 days (or a specialty measure 
set)

• Bonus points for reporting high 
priority measures

• 3-point floor for all submitted 
quality measures

• CMS will only count the “top 6” 
reported measures toward 
quality score

Improvement Activities 
(15%; 40 pts)

• Attest that you completed up to 
4 improvement activities for a 
minimum of 90 continuous days*

• Activities are weighted “high”  
(20 pts) and “medium”  (10 pts)

• CMS doubled the points for small 
practices*

• If at least one clinician in the 
group performs the activity, the  
entire group may count it 

Advancing Care 
Information (ACI)
(25%; 155 pts/
capped @ 100 pts)

• Fulfill required measures for a 
minimum of 90 consecutive days  
(BASE score @ 50%)

• Submit up to 9 measures for 
additional credit 
(PERFORMANCE score @ 90%)

• Bonus points available (BONUS 
@ 5%)

Cost (0%; 0 pts)

• Calculated from claims data; no 
additional submissions required

MIPS Year 1 Snapshot

* 15 or fewer and solo’s
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MIPS Year 1
Eligible 
Clinicians & 
Exclusions

Who’s In

� MIPS Eligible Clinicians defined 
as:

� Physicians (as defined in 
section 1861(r) of the Act)

� Physician Assistants (PAs)
� Nurse Practitioners (NPs)
� Clinical Nurse Specialists 

(CNSs)
� Certified Registered 

Nurse Anesthetists 
(CRNAs) 

� CMS will consider expanding 
the definition of a MIPS eligible 
clinician to include additional 
eligible clinicians starting in 
year 3

Who’s Out

� Newly-enrolled in Medicare
� Enrolled in Medicare for the 

first time during the 
performance period (exempt 
until the following 
performance period)

� Below the low-volume 
threshold

� Medicare Part B allowed 
charges < or = $30K or see < 
100 Medicare Part B patients 
a year

� Sufficiently participating in 
Advanced APMs

� Qualifying Participants (QP) 
and Partial QPs

MIPS Year 1 
Participation 
Letter
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MIPS 
Participation 
“Look-up” Tool

qpp.cms.gov

MIPS 
Participation & 
A/I Physicians

� While more than half of clinicians – approximately 738,000 to 
780,000 – billing under the Medicare PFS will be excluded from 
MIPS, most A/I physicians will be subject to MIPS

Specialty Newly-

Enrolled

QP

Status

Low-

Volume

Total 

Exclusions

Total 

Inclusions

Allergy/

Immunology

(3,994)

166

(4.2%)

38  

(1.0 %)

1,284

(32.1%)

1,487  

(37.2%)

2,507

(62.8%)

Source: CMS MIPS/APMs Final Rule Table 58: MIPS EXCLUSIONS BY 

REASON AND SPECIALTY FOR MIPS TRANSITION YEAR
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MIPS Year 1 
Transition 
Policies

Source: CMS QPP Web site

Performance 

threshold set at 

3 points

Exceptional 

performance 

threshold set at 

70 points

MIPS Year 1 
Reporting 
Mechanisms

Claims*
Qualified 

Registry

Qualified 

Clinical 

Data 

Registry 

(QCDR)

Certified 

EHR 

Technology

CMS 

Web-based 

Attestation

Quality

Improvement 

Activities

Advancing

Care 

Information

Cost Administrative claims (no submission required)

* Claims-based reporting is only available for MIPS EC’s reporting as individuals
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MIPS Year 1 
Quality
Data 
Completeness 
Threshold

Claims*
Qualified 

Registry

Qualified 

Clinical Data 

Registry 

(QCDR)

Certified 

EHR 

Technology

Quality

50% of 

Medicare 

Part B 

patients

50% of 

ALL patients

50% of 

ALL patients

50% of 

ALL patients

* Claims-based reporting is only available for MIPS EC’s reporting as individuals

Measure 

#
Measure Title Claims

Registry/

QCDR
CEHRT

110 Preventive Care and Screening: Influenza Immunization

111 Pneumococcal Vaccination Status for Older Adults

130 Documentation of Current Medications in the Medical Record (HIGH PRIORITY)

160 HIV/AIDS: Pneumocystis Jiroveci Pneumonia (PCP) Prophylaxis

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

317 Preventive Care and Screening: Screening for High Blood Pressure and Follow-Up Documented

331 Adult Sinusitis: Antibiotic Prescribed for Acute Sinusitis (Overuse) (HIGH PRIORITY)

332
Adult Sinusitis: Appropriate Choice of Antibiotic: Amoxicillin With or Without Clavulanate Prescribed 

for Patients with Acute Bacterial Sinusitis (Appropriate Use) (HIGH PRIORITY)

333 Adult Sinusitis: Computerized Tomography (CT) for Acute Sinusitis (Overuse) (HIGH PRIORITY)

334
Adult Sinusitis: More than One Computerized Tomography (CT) Scan Within 90 Days for Chronic

Sinusitis (Overuse) (HIGH PRIORITY)

374 Closing the Referral Loop: Receipt of Specialist Report (HIGH PRIORITY)

398 Optimal Asthma Control (HIGH PRIORITY)

402 Tobacco Use and Help with quitting Among Adolescents

444 Medication Management for People with Asthma (HIGH PRIORITY)

Allergy/Immunology Specialty Measure Set
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MIPS: Quality
AAAAI’s 
Qualified 
Clinical Data 
Registry 
(QCDR)

MIPS: Quality
AAAAI’s 
Qualified 
Clinical Data 
Registry 
(QCDR)
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Examples of 
“Improvement 
Activities”

•Expanded hours in evenings and on 
weekends

•Provision of same-day or next-day 
access for urgent care

Expanded 
Practice 
Access

•Improve health status of 
communities/work with QIO

•Participation in a QCDR or other 
registries for quality improvement

Population 
Management

•Participation in the CMS Transforming 
Clinical Practice Initiative

Care 
Coordination

•Collection and follow-up on patient 
experience and satisfaction data on 
beneficiary engagement, including 
development of improvement plan

Beneficiary 
Engagement

•Participation in MOC Part IV for 
improving professional practice

•Use of tools that assist specialty practices 
in tracking specific measures

Patient Safety
and Practice 
Assessment

•Seeing new Medicaid patients in a 
timely manner

Achieving 
Health Equity

•Participation in domestic or international 
humanitarian volunteer work (registered 
for 6 months)

Emergency 
Response and 
Preparedness

•Conduct regular case reviews for at-risk 
or unstable patients and those who are 
not responding to treatment

Integrated 
Behavioral 
and Mental

Health

NOTE: Bolded IA’s are high-weighted; unbolded IA’s are medium-weighted

MIPS Year 1 
Improvement 
Activities

• MIPS eligible clinicians and groups in a certified 
patient-centered medical home will receive 100 
percent (or 40 points) toward their CPIA score

• MIPS eligible clinicians and groups participating in 
APMs* can earn at least 50 percent (or 20 points) 
toward their Improvement Activities score

Participation in APMs

*An eligible clinician that participates in an APM as defined in statute (Sec. 1833(z)(3)(c)), 
even one that is not an Advanced APM or MIPS APM, would receive one-half the 
maximum score for improvement activities through APM participation. CMS defines 
participation in APMs by presence on a CMS-maintained list associated with an APM. 
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MIPS Year 1 
ACI 
Base Score 
(required)

Security 
Risk Analysis

(“yes”)

e-Prescribing

(numerator/
denominator)

Provide 
Patient Access

(numerator/
denominator)

Health Information 
Exchange

(numerator/
denominator)

� Fulfill the 
required 
measures for 
a minimum of 
90 consecutive
days to earn 
your base 
credit (50%)

Option 2: Advancing Care Information 
Transition Objectives and Measures 

(Modified Stage 2)

MIPS Year 1 
ACI 
Performance 
Score

� For additional 
credit (90%), 
submit up to 7 
measures for 
a minimum of 
90 consecutive
days

REQUIRED: 
Provide 

Patient Access

REQUIRED:

Health Information 
Exchange

Patient-Specific 
Education

View, Download, 
or Transmit

Secure Messaging
Medication 

Reconciliation

Immunization 
Registry Reporting

Option 2: Advancing Care Information 
Transition Objectives and Measures 

(Modified Stage 2)
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MIPS Year 1 
ACI Bonus 
Score

� For bonus credit (15%), 
you can

� Report Public Health 
and Clinical Data 
Registry Reporting 
measures (5%)

� Attest to 
completing at least 
one improvement 
activity using 
CEHRT (10%)

Syndromic
Surveillance 

Reporting

Specialized 
Registry Reporting

Option 2: Advancing Care 
Information Transition 

Objectives and Measures 
(Modified Stage 2)

5% BONUS for 

reporting to 

AAAAI QCDR

MIPS Year 1 
Cost

Cost

Value 
Modifier

Medicare 
Spending per 

Beneficiary 
(MSPB)

Total per 
capita 
costs

Episode-
based 

Measures

Mostly 
procedure/

surgical

� Part B drugs (physician-
administered) 
considered in cost 
measures; not Part D 
drugs 

� Secretary has the 
authority to 
include Part D 
drugs in cost 
measures, if 
feasible, in the 
future

� Risk-adjustment for 
socio-demographic 
status (SDS) will be 
incorporated as 
feasible, through 
rulemaking
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MIPS Year 1 
Cost 

� CMS posted 117 
“episode groups” and 
“trigger codes” for 
comment, including:

� Bronchitis and 
Asthma

� COPD

� Respiratory 
Infections and 
Inflammations

� Asthma/COPD

� AAAAI provided robust 
comments expressing 
concerns about 
identified “trigger 
codes” and other issues

MIPS Year 1 
Final Score

Final 
Score

Payment 
Adjustment

≥ 70 

points

• Positive adjustment

• Eligible for exceptional 

performance bonus –

minimum of additional 

0.5%

4- 69 

points

• Positive adjustment

• Not eligible for 

exceptional 

performance bonus

3 points
• Neutral payment 

adjustment

0 points
• Negative payment

adjustment of -4%

Final Score

IA

• 15%
(40 pts)

ACI

• 25% 
(100 pts)

Quality

• 60% 

(60 pts)
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That seems easy, right?

MIPS Year 2: 
Proposals

� More clinicians will be exempt from MIPS
� CMS proposes to increase the low-volume threshold exempt individuals 

or groups with fewer than $90,000 in Part B charges or 200 Part B 
patients (up from $30,000 and 100 patients in Year 1)

� This means 63% of all Medicare clinicians will be exempt from MIPS in 
2018

� “Pick your pace” will continue in Year 2 with modifications
� CMS proposes to maintain the 3-point floor for quality measures (in most 

instances)

� CMS proposes to increase the MIPS performance threshold from three to 15

� Cost will continue to be held at 0% of the final score
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MIPS Year 2: 
Proposals

� Use of 2015 Edition CEHRT is optional in 2018, with the option for 
bonus points for those who do upgrade their systems

� Small practices may be exempt from MIPS ACI under new “significant 
hardship” exemptions authorized under 21st Century Cures

� Only 90-days of reporting for the ACI performance category will be 
required in 2018 and 2019

� Virtual groups will be offered as a new way for practices to participate 
in MIPS

� Reporting can be accomplished through multiple mechanism with the 
ACI, quality and improvement activities categories to meet program 
requirements

MIPS Year 2
Impact on 
Allergy/
Immunology
Measure Set

� Addition of:
� Measure #238: Use of High-Risk Medications in the Elderly 

� Measure #338: HIV Viral Load Suppression

� Measure #340: HIV Medical Visit Frequency 

� Removal of:
� Measure #331: Adult Sinusitis: Antibiotic Prescribed for Acute Sinusitis 

(Overuse) (HIGH PRIORITY) – Moved to Emergency Medicine/Family Medicine 
Specialty Measure Sets

� Measure #332: Adult Sinusitis: Appropriate Choice of Antibiotic: Amoxicillin 
With or Without Clavulanate Prescribed for Patients with Acute Bacterial 
Sinusitis (Appropriate Use) (HIGH PRIORITY) – Moved to Emergency 
Medicine/Family Medicine Specialty Measure Sets

� Measure #333: Adult Sinusitis: Computerized Tomography (CT) for Acute 
Sinusitis (Overuse) (HIGH PRIORITY) – Moved to Emergency Medicine/Family 
Medicine Specialty Measure Sets

� Measure #334: Adult Sinusitis: More than One Computerized Tomography (CT) 
Scan Within 90 Days for Chronic Sinusitis (Overuse) (HIGH PRIORITY) – Moved 
to Family Medicine Specialty Measure Set

� Measure #398: Optimal Asthma Control (HIGH PRIORITY) – Moved to Family 
Medicine Specialty Measure Set

� Measure #444: Medication Management for People with Asthma (HIGH 
PRIORITY) – Moved to Family Medicine Specialty Measure Set
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MIPS Year 2 
Impact on 
Allergy/
Immunology 
Specialists

� In 2018, approximately 37 percent of 1,548,022 Medicare clinicians 
billing to Part B will be included in MIPS, however, most A/I 
physicians will be exempt from MIPS 

Number of MIPS 

eligible clinicians 

by specialty

% engaging 

with quality 

reporting

% w/ + or 

null 

payment 

adj.

% w/ exp.

payment  

adj. 

% w/  -

payment 

adj. 

A/I physicians

(1,692)

89.4% 90.0% 80.5% 10.0%

Source: CMS 2018 QPP Proposed Rule Table 87

APMs in 
MACRA

� MACRA defines APMs at section 1833(z)(3)(c) as:

• CMS Innovation Center Model (under section 1115A, 
other than a health care innovation award) 

• Medicare Shared Savings Program (section 1899) 

• A demonstration under the Health Care Quality 
Demonstration Program (section 1866C) 

• A demonstration required by Federal law 
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Advanced 
APMs in 
MACRA

� To be an Advanced APM, MACRA requires the APM to meet 
the following three criteria: 

1) Require participants to use certified EHR 
technology; 

2) Provide payment for covered professional services 
based on quality measures comparable to those 
used in the quality performance category of MIPS; 
and 

3) Either: 

� be a Medical Home Model expanded under CMS 
Innovation Center authority; or 

� require participating APM Entities to bear more 
than a nominal amount of financial risk for 
monetary losses. 

Physician-
Focused 
Payment 
Models 
(PFPMs)

� An APM: 

1. in which Medicare is a payer; 

2. in which eligible clinicians that are EPs as defined in 
section 1848(k)(3)(B) of the Act are participants and play 
a core role in implementing the APM’s payment 
methodology, and 

3. which targets the quality and costs of services that 
eligible clinicians participating in the Alternative Payment 
Model provide, order, or can significantly influence 

� Does not have to be an Advanced APM
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First PTAC 
Recommendations

� PTAC deliberated and voted on the first set of models April 
10 – 11, 2017

Model Recommendation

Project Sonar, submitted by Illinois 

Gastroenterology Group and 

SonarMD, LLC 

Recommend for limited-scope testing

The COPD and Asthma Monitoring 

Project (CAMP), submitted by 

Pulmonary Medicine, Infectious 

Disease and Critical Care Consultants 

Medical Group, Inc. 

Do not recommend

The American College of Surgeons –

Brandeis Advanced Alternative 

Payment Model, submitted by the 

American College of Surgeons 

Recommend for limited scope testing

Pending LOI: 
Patient-
Centered 
Asthma Care 
Payment

� “To improve outcomes for 
asthma patients and control 
costs for payers”

� “To resolve current payment 
barriers to providing 
optimum asthma care”

2



Slide 36

2 Replaced with another slide, so not likely to use this one, but 

saving this one just in case
Cindy Moon, 4/14/2017
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Other Regulatory Issues 
& Regulatory Pipeline

2018 MPFS 
Proposals

� Misvalued Code Initiative
� 95004, Perc. Allergy Skin Tests – No change in work RVU; Proposed changes in direct PE 

inputs

� E/M Guidelines
� Seeking comments to update the guidelines

� PQRS Reporting
� Reduce the number of required measures to 6 from 9

� Value Modifier
� If you didn’t meet the quality reporting requirement:

� Reduce the penalty for 2018 to -2 instead of -4  for groups of 10+

� Reduce the penalty for 2018 to -1 instead of -2 for solo practitioners and groups of 2-9

� If you met the quality reporting requirement, hold harmless from the penalty

� Reduced maximum upward adjustment:
� From 4x to 2x for high quality/low cost

� From 2x to 1x for average quality/ low cost or high quality average cost

� Implementation of MACRA Patient Relationship Codes

Proposed 2018 

Conversion Factor

$35.99 (up 0.10)

Impact of RVU changes on A/I -3%
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”Medicare 
Flexibilities”
Request for 
Information

� CMS has released a “Request for Information” welcoming feedback on the Medicare 
Program as part of each payment regulation issued this year, including the 2018 
MPFS

� “...committed to maintaining flexibility and efficiency throughout the Medicare 
program…”

� “…start a national conversation about improving the health care delivery system and 
about how Medicare can contribute to making the delivery system less bureaucratic and 
complex, and how we can reduce burden for clinicians, providers and patients in a way 
that increases quality of care and decreases costs – and thereby making the health care 
system more effective, simple and accessible while maintaining program integrity and 
preventing fraud…”

� “…soliciting ideas for regulatory, sub-regulatory, policy, practice and procedural 
changes to better accomplish these goals. Ideas could include recommendations 
regarding payment system re-design, elimination or streamlining of reporting, 
monitoring and documentation requirements, operational flexibility, feedback 
mechanisms and data sharing that would enhance patient care, supporting doctor-
patient relationship in care delivery, and facilitating patient-centered care. They could 
also include recommendations regarding when and how CMS issues regulations and 
policies, and how CMS can simplify rules and policies for Medicare beneficiaries, 
clinicians, providers and suppliers...”

� “…CMS should be provided with clear and concise proposals that include data and 
specific examples. If the proposals involve novel legal questions, analysis regarding 
CMS’ authority is welcome...”

Network 
Adequacy

� ACA Market Stabilization final rule released by the Centers for 
Medicare & Medicaid Services (CMS) on April 13, 2017

� Finalizes proposals to defer development and enforcement of 
network adequacy standards to States and private accrediting 
organizations

� State regulators would conduct network adequacy reviews where 
authorized, in lieu of CMS assessing plans based on previously 
established “time and distance” standards

� Where States lack authority to conduct reviews, CMS would revert 
to 2014 plan year standards 

� Plan accreditation by an HHS-recognized accreditation body (i.e., 
AAAHC, NCQA or URAC)

� Unaccredited plans would need to demonstrate its network adequacy 
standards are consistent with the National Association of Insurance 
Commissioners (NAIC) Health Benefit Plan Network Access and 
Adequacy Model Act 74 (updated October 2015)
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Network 
Adequacy

� Significant concerns from the patient and provider community that 
network adequacy will deteriorate

� Most states are not prepared to address network adequacy and already 
faced challenges before the Marketplace was in existence with their 
Medicaid plans

� Accrediting organizations have no enforcement capabilities and are not an 
appropriate surrogate for a regulatory agency

� Medicare Advantage (MA) plans adopted “narrow networks”, which caused 
access to care issues and prompted the establishment of federal standards

� CMS believes States are best positioned to determine what constitutes 
an adequate network in their geographic area, but will monitor States’ 
implementation of the NAIC Model Act and use that information to 
shape future network adequacy policy

� CMS will provide information to issuers about which States have been 
determined not to have sufficient network adequacy processes in the 
near future 

Regulations 
Pending 
OMB Review
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Regulations 
Pending 
OMB Review

� CY 2018 Revision to Payment Policies Under the Physician Fee 
Schedule and Other Revision to Medicare Part B

� Medicare Program; Changes to Advancing Care Coordination 
through Episode Payment Models; Cardiac Rehabilitation 
Incentive Payment Model; and Comprehensive Care for Joint 
Replacement Payment Model

� Expedited Coverage of Innovative Technology (ExCITe)

� Coverage Of Certain Preventive Services Under The Affordable 
Care Act

Thank you!


