Crosswalk of the Medicare Access and CHIP Reauthorization Act of 2015 (H.R. 2)
April 21, 2015
ACP has developed a cross-walk analysis of legislation in the 114th Congress to permanently repeal Medicare’s Sustainable Growth Rate (SGR) as
compared to ACP policy. This cross-walk outlines only the key elements of legislation, as introduced on March 19, 2015 in the SGR Repeal and
Medicare Provider Payment Modernization Act of 2015 (H.R. 1470/S.810). Before floor consideration in the House, this legislation to repeal the
SGR was then merged with other policy reforms to reauthorize the Children’s Health Insurance Program (CHIP) and other expiring provisions of
current law. The merged bill then became the Medicare Access and CHIP Reauthorization Act of 2015 (H.R. 2). The House overwhelmingly
passed H.R. 2 on March 26 by a vote of 392 to 37. The Senate approved the measure on April 14 by a vote of 92 to 8, and the President signed
the bill into law on April 16 (P.L. 114-10) averting a 21 percent physician payment cut.
Provision of H.R. 1470/S. 810
ACP Policy
Section 2: Repealing the sustainable growth rate (SGR) and improving Medicare payment for physicians’ services
Stabilizing Fee Updates:
Consistent with the 2014 bills (H.R. 4015/S. 2000), except that the 0.5
The flawed SGR mechanism is permanently repealed, averting a 21
percent update will start mid-year in 2015, resulting in 4.5 years of
percent SGR-induced cut scheduled for April 1, 2015. Professionals
0.5 percent updates (rather than 5 years) prior to the update being
will receive an annual update of 0.5 percent starting on July 1, 2015
held at the 2019 amount, and the updates for 2026 and subsequent
through the end of 2019 (the rate from January 1, 2015 – June 30,
years have been reduced from one percent for APMs and 0.5 percent
2015 will be 0.0 percent). The rates in 2019 will be maintained
for other eligible professionals to 0.75 percent and 0.25 percent
through 2025, while providing professionals with the opportunity to
respectively (this change was included H.R. 2 but was not in previous
receive additional payment adjustments through a new Merit-Based
versions of the bill).
Incentive Payment System (MIPS). In 2026 and subsequent years,
professionals participating in Alternative Payment Systems (APMs)
This approach is consistent with ACP policy, as we have long-held that
that meet certain criteria would receive annual updates of 0.75
the SGR should be repealed and we should move to a value-based
percent, while all other professionals would receive annual updates
system focused on quality of care and care coordination with
of 0.25 percent.
positive, stable and predictable updates. We are pleased to see a
transition period of 4.5 years with positive updates and that
physicians will have opportunities to achieve higher payments
through participation in APMs (beginning in 2018), especially PCMHs,
a model we have espoused for over a decade, and through the MIPS
(beginning in 2019).
As with the 2014 legislation, we would have liked to see higher
updates afforded to E&M services. We also knew that the political
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MedPAC Reporting:
MedPAC is required to submit reports to Congress in 2019
evaluating the impact that the 2015-2019 updates on beneficiary
access and quality of care, with recommendations regarding
further updates. Further, MedPAC will submit reports to Congress
in 2017 and 2021 that assess the relationship between spending on
services furnished by professionals under Medicare Part B and total
expenditures under Medicare Parts A, B, and D. These reports
recognize the critical role that professionals have in directing care
and utilization by evaluating their impact on total program
spending, including under the MIPS program.

ACP Policy
hurdles in achieving that would be difficult. Of significance is the fact
that there are substantial achievements benefitting internal medicine
in this legislation, not least of which is the greater importance and
credence given to medical home and medical home specialty
practices (outlined below).
The inclusion of these reports is consistent with the 2014 legislation,
with one update on the due dates.
ACP policy is supportive of the MedPAC report to Congress that
would evaluate the impact that the 2015-2019 updates have on
beneficiary access and quality of care including recommendations
regarding further updates—as the inclusion of this report was a direct
response to one of ACP’s specific recommendations to both
committees in 2014.

ACP policy also supports conducting the other MedPAC reports on
expenditures. ACP has long advocated for CMS to look across all Parts
of Medicare when determining utilization and savings. This is a
positive first step in this direction.
Consolidating Current Law Programs into a unified MIPS:
This is in line with what was included in the 2014 legislation, but with
Payments to professionals will be adjusted based on performance in some updates to the dates (i.e., the program would now start in 2019
the unified MIPS starting in 2019. The MIPS streamlines and improves rather than 2018).
on the three distinct current law incentive programs:
The College strongly supports alignment across the various CMS
 Meaningful use of EHRs (EHR MU) that entails meeting
reporting programs to reduce the reporting burden on physicians—
certain requirements in the use of certified EHR
and it appears that this new MIPS payment program would
systems;
facilitate that alignment. ACP also called on Congress to consider
 The Physician Quality Reporting System (PQRS) that
how the infrastructure that has been built for the existing programs
incentivizes professionals to report on quality of care
should be leveraged to the extent possible and not recreated, which
measures; and
this legislation seems to do. The College further recommends that,
 The Value-Based Modifier (VBM) that adjusts payment
when aligning these programs (through the creation of the new MIPS
based on quality and resource use in a budget-neutral
program), the measurement targets remain patient-centered and
manner.
reflect potential differences in risk/benefit for specific populations.
2
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The payment implications associated with the current law incentive
program penalties are to sunset at the end of 2018 (i.e., starting in
2019, the penalties associated with these programs will be
eliminated), including the 2019 2 percent penalty for failure to
report PQRS quality measures and the 5 percent penalty for failure
to meet EHR MU requirements. The money from penalties that
would have been assessed would now remain in the physician fee
schedule, significantly increasing total payments compared to the
current law baseline. Additionally, the value-based payment
modifier (which is currently a separate budget-neutral program) will
not be applied starting in 2019, but rather will be incorporated into
the MIPS program at that time.
The MIPS will apply to: doctors of medicine or osteopathy, doctors
of dental surgery or dental medicine, doctors of podiatric medicine,
doctors of optometry, chiropractors, physician assistants, nurse
practitioners, clinical nurse specialists, and certified registered
nurse anesthetists beginning in 2019. Other professionals paid
under the physician fee schedule may be included in the MIPS
beginning in 2021, provided there are viable performance metrics
available. Professionals who treat few Medicare patients, as well as
professionals who receive a significant portion of their revenues
from eligible APM(s) will be excluded from the MIPS.

ACP Policy
As ACP has noted in previous comments on the earlier draft bills,
the penalties for the existing Medicare programs will still be in
place during the transition period to this new system. These
penalties include:
 2015 – 1.5 percent penalty for those that did not PQRS
report (in 2013); groups of 100 or more Medicare eligible
professionals (EPs), which includes physicians and other
clinicians authorized to bill Medicare for their services) that
do not PQRS report also would be subject to VBM penalties
of 1 percent; plus a 1 percent penalty if an EP does not
successfully demonstrate meaningful use. TOTAL POSSIBLE
PENALTIES: 3.5 percent
 2016 – 2.0 percent penalty for those that do not PQRS
report (in 2014); groups of 10 or more EPs that do not PQRS
report also would be subject to value-based modifier
penalties of 2 percent (so, a total of -4 percent for lack of
PQRS reporting); plus a 2 percent penalty if an EP does not
successfully demonstrate meaningful use. TOTAL POSSIBLE
PENALTIES: 6 percent
 2017 – 2.0 percent penalty for those that do not PQRS
report (in 2015); all physicians would that do not PQRS
report also would be subject to the VBM penalty of either 2
percent (for solo up to 10 EP practices) or 4 percent (for 10+
EP practices); plus a 3 percent penalty if an EP does not
successfully demonstrate meaningful use. TOTAL POSSIBLE
PENALTIES: 7-9 percent
 2018 – 2.0 percent penalty for those that do not PQRS
report (in 2016); VBM details are yet to be determined for
this year, but it is likely to build on prior years; plus a 4
percent penalty if an EP does not successfully demonstrate
meaningful use. TOTAL POSSIBLE PENALTIES: approximately
10 percent
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Use of Registries in the MIPS program:
Under the MIPS, the Secretary shall encourage the use of qualified
clinical data registries.
Accounting for Risk Factors:
Taking into account relevant studies and recommendations on risk
factors, the Secretary shall:
 Assess appropriate adjustments to quality measures,
resource use measures, and other measures used under
MIPS; and
 Assess and implement appropriate adjustments to payments,
composite performance scores, scores for performance
categories, or scores for measures and activities under MIPS.
MIPS Assessment Categories:
The MIPS will assess the performance of eligible professionals in
four categories: quality; resource use; EHR Meaningful Use; and
clinical practice improvement activities.
Quality. Measures used for this performance category will be
published annually in the final measures list developed under the
methodology specified below. In addition to measures used in the

ACP Policy
This could potentially hamper the ability of many EPs, particularly
those in small practices, to prepare for this new, more
comprehensive program. Therefore, ACP continues to believe that
it would have been preferable for the penalties for these programs
over the next three years be eliminated, until the new MIPS
program is put into place. However, it is important to reiterate
that the new MIPS program will eliminate the penalties from these
programs, which could be over 10 percent overall in 2019 and
returns the money from the PQRS and MU programs (likely at
least 7 percent of these overall penalties) back to the physician fee
schedule, significantly increasing the baseline. ACP is strongly
supportive of this change.
This is consistent with the 2014 bill language.
ACP is supportive of encouraging the use of qualified clinical data
registries.
This is consistent with the 2014 bill language.
ACP is supportive of applying appropriate, evidence-based risk
adjustment methodologies to all measures used within the MIPS
program.

This section is consistent with the 2014 legislation.
Quality: ACP policy is overall supportive of the approach taken in the
legislation.
Resource Use: ACP is strongly supportive with alignment of these
measures with the methodology that is currently under development
at CMS—and appreciates the specific inclusion of a process to involve
4
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existing quality performance programs (PQRS, VBM, EHR MU), the
Secretary would solicit recommended measures and fund
professional organizations and others to develop additional
measures. Measures used by qualified clinical data registries may
also be used to assess performance under this category. (By year 3,
will account for 30 percent of the composite performance score—
in years 1 and 2 will be higher to account for lower percentage
attributed to resource use.)
Resource Use. The resource use category will include measures
used in the current VBM program. The methodology that CMS is
currently developing to identify resources associated with specific
care episodes would be enhanced through public input and an
additional process that directly engages professionals. The
additional process allows professionals to report their specific role
in treating the beneficiary (e.g., primary care or specialist) and the
type of treatment (e.g., chronic condition, acute episode). This
additional process addresses concerns that algorithms and patient
attribution rules fail to accurately link the cost of services to a
professional. Resource use measurement would also reflect
additional research and recommendations on how to improve risk
adjustment methodologies to ensure that professionals are not
penalized for serving sicker or more costly patients. (In year 1, will
account for no more than 10 percent of the composite
performance score, going up to no more than 15 percent in year 2,
and then 30 percent for year 3 and subsequent years.)
Meaningful Use. Current EHR Meaningful Use requirements,
demonstrated by use of a certified system, will continue to apply in
order to receive credit in this category. To prevent duplicative
reporting, professionals who report quality measures through
certified EHR systems for the MIPS quality category are deemed to
meet the meaningful use clinical quality measure component. (Will
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clinicians in the development of resource use measures. In general,
ACP supports the most accurate measurement of resource use as
possible.
Meaningful Use: ACP currently supports the overall goals and
objectives of the MU program. However, the College has concerns
about the appropriateness, focus and feasibility of some of the
proposed MU measures, as well as the potential unintended
consequences and additional costs to the practices of these wellintended efforts. Therefore, improvements in the program should
still be made, even as it is wrapped into the new MIPS program.
Also, ACP strongly recommends that this component of the MIPS
should not be considered a pass/fail item, but rather allow for
partial credit for those working toward meeting the requirements.
More details on ACP’s concerns about and recommendations for the
MU program (and the overall approach by ONC to HIT
implementation) can be found in the letters linked here and here.
Clinical Quality Improvement Activities: The College is supportive
that the program includes clinical improvement activities, in addition
to quality measures, and is also supportive that the measure
categories include access to care, care coordination, beneficiary
engagement, prevention and population health, and participation in a
Medicare APM. ACP appreciates the inclusion of a means for
stakeholders to provide input into this process.
ACP also strongly supports the continued inclusion of certified
PCMHs and PCMH specialty practice models in this legislation as
qualifying physicians in such practices to earn the highest possible
clinical practice improvement score (15 percent of the total). The
exact process and standards for certification, including the role of
existing non-profit PCMH certification/accreditation programs,
would need to be determined through an administrative rule5
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account for 25 percent of the composite performance score, but
could be adjusted down to 15 percent if the proportion of EPs that
are meaningful users is determined to be 75 percent or greater.)
Clinical Practice Improvement Activities. Professionals will be
assessed on their effort to engage in clinical practice improvement
activities. The subcategories for these activities shall include at
least the following:
 Expanded practice access
 Population management
 Care coordination
 Beneficiary engagement
 Patient safety and practice assessment
 Participation in an APM
Incorporation of this new component gives credit to professionals
working to improve their practices and facilitates future
participation in APMs. The menu of recognized activities will be
established in collaboration with professionals. In establishing
these activities, the Secretary must consider if they are attainable
for small practices (consisting of fewer than 15 EPs) and
professionals in rural and underserved areas. (Will account for 15
percent of the composite performance score.)

ACP Policy
making process.
ACP supported allowing physician participation in MOC to be
considered as an option for the subcategory of patient safety and
practice assessment, within the clinical practice improvement
activities, due to the potential for it to reduce burden on physicians.
If physicians are already pursuing these activities for MOC purposes,
then ACP believes they should receive credit for them for this
purpose as well. As is noted in the column to the left describing this
provision, it is important to reiterate that MOC is not a required
activity, but rather an illustrative option that may be made available.
Reports that MOC is required by the law, or that physicians will be
penalized under the MIPS program if they do not participate in MOC,
are incorrect.

Additional language in the legislation states: “A MIPS eligible
professional who is in a practice that is certified as a patientcentered medical home or comparable specialty practice, as
determined by the Secretary, with respect to a performance period
shall be given the highest potential score for [the clinical practice
improvement activities category].”
Also, of note, the newly established Clinical Quality Improvement
Activities component will include a menu of recognized activities (to
be established by the Secretary) within a set of subcategories (some
6
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of which are specified within the legislation and other subcategories
could be established by the Secretary in collaboration with
professionals). Within the specified subcategory of patient safety
and practice assessment, one of the possible activities that the
Secretary may establish for achieving points is through practice
assessments related to maintaining certification—however this is
not a required activity, but rather an illustrative option that may be
made available. Also of note, physicians will not be required to
perform activities within all of the established subcategories in
order to achieve the highest potential score.
Annual List of Quality Measures Used in MIPS:
Every year, the Secretary, through notice and comment rulemaking,
will publish a list of quality measures to be used in the forthcoming
MIPS performance period. Updates and modifications to the list of
quality measures will also occur through this process. Eligible
professionals will select which measures on the final list on which to
report and be assessed.
Eligible professional organizations and other relevant stakeholders
will identify and submit quality measures to be considered for
selection and to identify and submit updates to the measures
already on the list. While an Eligible Professional Organizations is
described in the legislation as “a professional organization as defined
by nationally recognized specialty boards of certification or
equivalent certification boards,” the submission of measures is not
limited to eligible professional organizations – measures can be
submitted by any interested organizations and other stakeholders.
Measures may be submitted regardless of whether such measures
were previously published in a proposed rule or endorsed by a
consensus-based entity that holds a contract with CMS. Any measure
selected for inclusion in such list that is not endorsed by a
consensus-based entity must be evidence-based.

ACP Policy

This section is consistent with the 2014 legislation. It calls for the
MIPS measures to be established via a rulemaking process and calls
for physician and other stakeholder input into the measure
development and selection processes. The legislation also emphasizes
the need for the measures to be evidence-based (although the
process(es) for determining the evidence base is not clear).
ACP is strongly supportive of filling gaps in quality measurement;
obtaining stakeholder input into the measure development process;
focusing on outcome measures, patient and family experience
measures, care coordination measures, and measures of population
health and prevention. ACP also appreciates that the legislation
continues to encourage electronic specification (reportable through
an EHR) of the measures—by identifying it as one of the top
considerations for filling measure gaps.
ACP also continues to believe that it would be preferable for all
measures, regardless of source, to go through a multi-stakeholder
evaluation process—a role that is performed by the National Quality
Forum (NQF) as a trusted evaluator of measures. This legislation
does appear to include a means of circumventing that process, as
long as the measure is evidence-based; however, as noted above, it is
not clear what process would be used to determine the robustness of
7
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To the extent practicable, quality measures selected for inclusion on
the final list will address all five of the following quality domains:
clinical care, safety, care coordination, patient and caregiver
experience, and population health and prevention. Before including
a new measure in the final list, the Secretary will submit the measure
for publication in an applicable specialty-appropriate peer-reviewed
journal, including the method for developing and selecting the
measure.
Qualified clinical data registry measures, many of which are
maintained by physician specialty organizations, and existing quality
measures will not be subject to these additional requirements and
will be automatically included in the first program year’s final list of
quality measures. These measures will remain in the MIPS program
unless they are removed under the rulemaking process.
Composite Performance Score:
Professionals will receive a composite performance score of 0-100
based on their performance in each of the four performance
categories listed above. Professionals will only be assessed on the
categories, measures, and activities that apply to them. Scoring
weights for performance categories, measures, and activities may be
adjusted as necessary, to account for a professional’s ability to
successfully report on such category measure or activity and to
ensure that individuals are measured on an equitable basis.
To incentivize improved performance, professionals will also receive
credit for improvement from one year to the next in the
determination of their quality and resource use performance
category score and may receive credit for improvement in clinical
practice improvement activities. This will be accomplished through
the establishment of performance standards by the Secretary for
each performance period that will consider: historical performance
standards, improvement, and the opportunity for continued

ACP Policy
the evidence.
ACP also remains supportive of the use of qualified clinical data
registry measures in the program’s list of quality measures.

This section is consistent with the 2014 legislation. The College
supports the concepts in the proposed performance assessment
approach – and calls for it to be a transparent process with
opportunity for input from physicians and other key stakeholders.
Additionally, ACP has long advocated for payment for improvement in
performance over time and believes that this approach will help cut
down on inappropriate competition among physicians and other EPs.
However, the College also believes that hardship exemptions need to
be available for physicians who cannot make such a transition
through no fault of their own (e.g., due to limitations in the nature of
a medical practice, limitations in the number of Medicare
beneficiaries that may be served by the provider, or other special
circumstances).

8

Provision of H.R. 1470/S. 810
improvement.
MIPS Payment Adjustment:
Each eligible professional’s composite score will be compared to a
performance threshold. The performance threshold will be the mean
or median of the composite performance scores for all MIPS eligible
professionals during a period prior to the performance period.
Professionals will know what composite score they must achieve to
obtain incentive payments and avoid penalties at the beginning of
each performance period. Because the performance threshold will
be set based on a prior period of performance, there is no
requirement that a certain percentage of professionals must fall
above or below that threshold in a given year—i.e., the majority, or
even all, of professionals could fall above the performance threshold
in a given year (however, if this were to occur, the funding for their
positive incentives would be more limited due to the budget-neutral
nature of the program—with the exception of the top performers as
described below). In the event that all MIPS eligible professionals fall
below the performance threshold, no MIPS payment adjustments
will apply.
The maximum positive and negative adjustments for each of the
following years are:
2019: +/- 4 percent
2020: +/- 5 percent
2021: +/- 7 percent
2022 and subsequent years: +/- 9 percent
As is further outlined below, HHS can increase the maximum MIPS
positive adjustment to no more than 3x maximum MIPS incentive
adjustment for that calendar year, if there are sufficient funds
available. HHS cannot increase the maximum negative MIPS
adjustment by more than the amount specified.

ACP Policy
This is in line with what was included in the 2014 legislation, but with
some updates to the implementation dates.
ACP supports the specificity around the performance threshold; the
College particularly appreciates that using a prior performance period
to determine the threshold will allow physicians to know in advance
what composite score they must achieve in order to obtain incentive
payments and avoid penalties. However, the legislation is not clear
on how this threshold will be established for the first year of the
program.
The linear distribution of payment adjustments is aligned with the
previous bills and ACP is generally supportive as long as it is
implemented in a fully transparent manner. Also, as noted earlier,
hardship exemptions need to be available for physicians who
cannot make such a transition through no fault of their own.
Therefore, the College is supportive of the new merit-based
payment incentive program, including the budget-neutral
redistributions from lower scoring physicians to higher performing
ones, with the existing PQRS and MU penalties for 2019 and
subsequent years being added back to the pool, and with the $500
million set aside annually for top performers. The College is
especially supportive of having the penalties that would have been
assessed for these programs remain in the physician payment
pool, as it significantly increases the total funds available to pay
physicians. This money would be lost if the current system remains
in place.
ACP agrees that the additional $500 million incentive will enable the
higher performing physicians to receive incentive payments even if all
professionals perform above the threshold (which would make the
9
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Positive Adjustments – Eligible professionals whose composite
performance scores are above the threshold will receive positive
payment adjustments. The adjustments will follow a linear
distribution, with those eligible professionals with higher
performance scores receiving proportionally larger positive
adjustments. The maximum positive adjustments will follow the
percentages listed above each year. However, the Secretary has the
authority to increase the positive adjustment ceiling to be consistent
with budget neutrality if necessary (to no more than 3x maximum
MIPS incentive adjustment for that calendar year).
Negative Adjustments – Eligible professionals whose composite
performance scores fall below the threshold will receive negative
payment adjustments. Eligible professionals whose composite
performance score falls between 0 and 1/4 of the threshold will
receive the maximum possible negative payment adjustment for the
year. Professionals with composite performance scores closer to the
threshold will receive proportionally smaller negative payment
adjustments. These negative payment adjustments for eligible
professionals whose composite performance scores fall below the
threshold will fund positive payment adjustments to professionals
with composite performance scores above the threshold. Payment
adjustments will follow a linear distribution.

ACP Policy
budget-neutral payment pool very limited in its ability to provide
rewards).
Further, ACP continues to support “resetting” the payment
adjustments each year; so that physicians are not penalized if they
continuously perform at a high level. However, the implementation
of this approach will need to be done carefully so that the goal of
also rewarding improvement (as noted earlier) can be met.
ACP also continues to support conducting GAO studies to assess the
MIPS program and its impact as it rolls out. These evaluations should
assess the MIPS program to ensure it is meeting its goals, is
meaningful for physicians and patients, and is not overly
burdensome.

Zero adjustments – Eligible professionals whose composite
performance score is at the threshold will not receive a MIPS
payment adjustment.
Additional “Exceptional Performance” Incentive Payment – An
additional performance threshold for exceptional performance will
be set at either the 25th percentile of the range between the initial
performance threshold and 100 (e.g., if the performance threshold is
a score of 60, the additional performance threshold would be a score
10
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of 70) or the 25th percentile of actual composite performance
scores for MIPS eligible professionals with composite scores at or
above the initial performance threshold (i.e., 75 percent of
professionals who receive a positive payment adjustment would
receive an additional payment adjustment). Eligible professionals
with composite scores above the additional performance threshold
will receive an additional incentive payment. Aggregate additional
incentive payments will be capped at $500 million per year for each
of 2019 through 2024, and they are funded by additional funds
allocated by Congress, as opposed to the budget-neutral process.
Additional incentive payments will be allocated according to a linear
distribution, with better performers receiving larger incentive
payments; however, this additional “exceptional performance”
adjustment cannot exceed 10 percent in any year. These payments
will enable some professionals to receive incentive payments even if
all professionals score above the initial threshold.

ACP Policy

A professional’s payment adjustment in one year will have no impact
on their payment adjustment in a future year.
The Government Accountability Office (GAO) is required to evaluate
the MIPS and issue reports:
 In 2021 on the distribution of composite scores and MIPS
adjustment factors, how to improve the program, and the
impact of the technical assistance.
 Within 18 months, on the alignment of quality measures used
in public and private programs.
 In 2017 on the role of independent risk managers.
 In 2021 on APMs in rural and health professional shortage
areas.
Expanded Participation Options and Tools to Enable Success:
Professionals will have the flexibility to participate in MIPS in a way
that best fits their practice environment. These options include:

The flexibility language is the same as the 2014 legislation; however,
the funding amount for technical assistance to small practices has
been reduced significantly. In the 2014 bill, $40 million was going to
11
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use of EHRs, use of qualified clinical data registries maintained by
physician specialty organizations, and the option to be assessed as
a group, as a “virtual” group, or with an affiliated hospital or
facility.
Technical assistance will be available to help practices with 15 or
fewer professionals improve MIPS performance or transition to
APMs. Priority will be given to practices with low MIPS scores and
those in rural and underserved areas. Funding will be $20 million
annually from 2016 through 2020.
Professionals will receive confidential feedback on performance in
the quality and resource use categories at least quarterly, likely
through a web-based portal. Professionals may also receive
confidential feedback on performance through qualified clinical data
registries.
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be allocated for this purpose annually for 5 years, with $10 million
being reserved for practices in areas designated as health
professional shortage areas or medically underserved areas. The
2015 bill only allocates $20 million annually for 5 years, with priority
given to practices with low MIPS scores and those in rural areas or
areas designated as health professional shortage areas (although no
additional specific dollar amount is reserved for these areas). The
confidential feedback language is the same, with some updates to the
dates, as the 2014 legislation.
ACP is supportive of allowing multiple options for participation. ACP
also supports the use of qualified clinical data registries (particularly if
they help to align and harmonize reporting for different purposes and
entities). The College also supports the option to be assessed as a
group, as it is aligned with the operations of the current reporting
programs.
ACP strongly supports assistance and funding to help small practices
with this transition; however, we are concerned about the
significant reduction in the funding allocated to assist small
practices.

Encouraging Participation in APMs:
Professionals who receive a significant share of their revenues
through an APM(s) that involves risk of financial losses and a quality
measurement component will receive a five percent bonus each year
from 2019 – 2024 on their fee-for-service payments (in addition to
whatever payment methodology is applicable to the particular APM).
A patient-centered medical home (PCMH) APM will be exempted
from the downside financial risk requirement (i.e., the requirement
that APM participants be at risk for financial losses), if the PCMH is

ACP continues to be supportive of the confidential feedback
approaches included in this legislation.
This is in line with what was included in the 2014 legislation, with
some updates to the implementation dates.
ACP continues to be strongly supportive of providing a bonus to those
clinicians participating in APMs—and also strongly supports that
PCMHs are included as advanced APMs that are exempt from the
downside financial risk requirement. We will be seeking to ensure
that PCMH specialty practices are also protected from having to bear
financial risk.
12
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proven to work in the Medicare population. Comparable PCMH
specialty practices are not specifically included—although they are
not excluded either. Two tracks will be available for professionals to
qualify for the bonus:
1. The first option will be based on receiving a significant
percent of Medicare revenue through an APM. In 2019 and
2020, this means that 25 percent of payments or more
(assessed during the most recent year or less for which data
are available) are attributable to a Medicare APM. Then in
2021 and 2022, 50 percent of payments or more are
attributable to a Medicare APM.
2. The second will be based on receiving a significant percent of
APM revenue combined from Medicare and other payers.
This track starts in 2021 and 2022 – if 50 percent or more of
payments to an EP are attributable to the sum of Medicare
APM payments plus APM payments from other payers.

ACP Policy
ACP also continues to appreciate the flexibility in terms of the
revenue qualification process for advanced APMs. This begins to
address the concern about unintended consequences of the
retrospective determination of APM status by providing clarity to EPs
as to how much of their revenue (based on a prior timeframe) must
have come from a Medicare (or other payer) APM project.
ACP believes that excluding APMs from MIPS requirements as well as
most EHR MU requirements will encourage APM participation.
ACP is supportive of including opportunities for specialty societies
and other stakeholders to propose additional new models. And, ACP
is supportive of having a technical advisory committee in place to
consider these new physician-focused APM models.

The second option makes it possible for professionals to qualify for
the bonus even if Medicare APM options are unavailable in their area.
Additionally, if there is no Medicaid APM available in a state, a
professional’s Medicaid revenue will not be counted against the
proportion of revenue in an APM. In states where Medicaid APMs are
available, Medicaid medical homes will also be exempted from
downside financial risk if they are proven to work in the Medicaid
population.
Professionals who meet these criteria will be excluded from the MIPS
assessment and most EHR meaningful use requirements.
The bonus payment for APM participation encourages professionals
to consider participation and testing of new APMs, recognizes that
practice changes are needed to facilitate such participation, and
promotes the alignment of incentives across payers.
13
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ACP Policy

See table below on the range of potential incentive and APM
adjustments under H.R. 2.
To make the bonus opportunity available to the greatest number of
professionals, the Secretary is specifically encouraged to test APMs
relevant to specialty professionals, professionals in small practices,
and those that align with private and state-based payer initiatives.
Further, a Technical Advisory Committee (TAC) will be established to
consider physician-focused APM proposals. CMS would be required
to provide a detailed response to TAC-recommended APMs. The
section also requires HHS to identify potential fraud vulnerabilities in
APMs.
Section 3: Priorities and funding for measure development
Measure Development Plan:
Gaps in quality measurement programs will be addressed to ensure
meaningful measures on which to assess professionals, and funding
will be provided for measure development priorities. The Secretary,
with stakeholder input, is required to develop and publish a plan for
the development of quality measures for use in the MIPS and in
APMs, taking into account how measures from the private sector and
integrated delivery systems could be utilized in the Medicare
program. The plan, which must be finalized by May 1, 2016, will
prioritize outcome measures, patient experience measures, care
coordination measures, and measures of appropriate use of services,
and consider gaps in quality measurement and applicability of
measures across health care settings. The Secretary will contract with
entities, which could include physician organizations, to develop
priority measures and focus on measures that can be reported
through an EHR.
Annual Report:
By May 1, 2017, and annually thereafter, the Secretary is required to

This is in line with what was included in the 2014 legislation, but with
some updates to the implementation dates.
ACP is strongly supportive of filling gaps in quality measurement;
obtaining stakeholder input into the measure development process;
focusing on outcome measures, patient and family experience
measures, care coordination measures, and measures of population
health and prevention. ACP also appreciates that the legislation
continues to encourage electronic specification of the measures—by
identifying it as one of the top considerations for filling measure gaps.
ACP also continues to recommend that all measures, regardless of
source, go through a multi-stakeholder evaluation process—a role
that is performed by the National Quality Forum (NQF) as a trusted
evaluator of measures
This is in line with what was included in the 2014 legislation, with an
update to the implementation date.
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report on the progress made in developing quality measures. The
report will include descriptions of the number of measures
developed, including the name and type of each measure. The report
will also include descriptions of the measures under development,
including an estimated timeline for completion of such measures, as
well as quality areas being considered for future measure
development.
Funding:
Funding will be $15 million annually in 2015 to 2019 for professional
quality measure development. The funding will remain available
through fiscal year 2022.

ACP Policy
ACP is supportive of transparency and stakeholder involvement in the
measure development, maintenance, and prioritization process.

This is in line with what was included in the 2014 legislation, with
updates to the implementation dates.

ACP continues to recommend that CMS work with NQF and other key
stakeholders to ensure this funding is put to the best possible use.
Section 4: Encouraging care management for individuals with chronic care needs
In order to encourage the management of care for individuals with
This section has been updated – It no longer calls for a code (or
chronic conditions, the Secretary will make payment for care
codes) to be established, but rather it would put the force of law
management services furnished on or after January 1, 2015. In order
behind the current payment for the existing CCM code. An additional
to prevent duplicative payments, one professional or group practice
significant change is that the legislation now no longer would require
will receive payment for providing these services to an individual
payment for such services to be made to professionals practicing in a
during a specified period, and payments for chronic care
patient-centered medical home or comparable specialty practice
management would not require that an annual wellness visit or an
certified by an organization(s) recognized by the Secretary.
initial preventive physician examination be furnished as a condition of
payment. Additionally, this payment will not be paid if duplicative
ACP continues to support that the bill would solidify in statute the
payment is otherwise made for such services.
newly established CCM code that we believe is extremely beneficial
to internal medicine and many other specialties. The establishment of
this code has been a top priority of the College for several years—and
we believe that it is an important and welcome step in recognizing
the full breadth of primary care through the fee-for-service payment
system. We are also pleased that the payment for these codes will
continue to not be tied to an annual wellness or other preventive
physical examinations—which would increase the administrative
burden on the physicians providing these services.
However, the College is disappointed that the legislation does not
15
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ACP Policy
specify that payment for this service be made to professionals
practicing in a patient centered medical home or comparable
specialty practice certified by an organization(s) recognized by the
Secretary.
Section 5: Empowering beneficiary choices through access to information on physicians’ services
On an annual basis, starting in 2015, for physicians and other
NOTE: This was previously section 7 in the 2014 legislation.
eligible professionals, in addition to the quality and resource use
information that would be posted through the MIPS, the Secretary
The dates have been slightly updated so that while this information
is required to make utilization and payment data for professionals
must be made publicly available in 2015, it does not have to be
publicly available—and published on Physician Compare starting in
integrated into Physician Compare until 2016. Additionally, the 2015
2016. With emphasis on the services a professional most
legislation removes the language stating that the website will
commonly furnishes, such information will include the number of
indicate, where appropriate, that information may not be
services furnished and submitted charges and payments for such
representative of the eligible professional’s entire patient population,
services and will be searchable by at least the eligible
variety of services furnished, or the health conditions of the
professional’s name, location, and services furnished.
individuals treated. Also, the language noting that professionals will
to have an opportunity to review and correct this information prior to
its posting on the website has been removed in the 2015 legislation.
The College supports the overall goals of the Physician Compare
Website and supports efforts to improve transparency in the health
care system. Transparent healthcare information is useful for a wide
range of stakeholders, and can help patients and their families make
more informed health care choices. ACP recommends that evaluation
of physician performance be based on a number of important criteria,
including that information be reliable and valid; transparent in its
development; open to prior review and appeal by the physicians and
other health care professionals referenced; minimally burdensome to
the reporting physician and other healthcare professionals; and
comprehensible and useful to its intended audience including a clear
statement of its limitations.
College policy emphasizes the importance of physicians and other
health care professionals having timely access to performance
16
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Section 6: Expanding availability of Medicare data
Qualified Entities:
Consistent with relevant privacy and security laws, entities that
currently receive Medicare data for public reporting purposes
(qualified entities, “QEs”) will be permitted to provide or sell nonpublic analyses and claims data to physicians, other professionals,
providers, medical societies, and hospital associations to assist them
in their quality improvement activities or in developing APMs. Any
data or analyses must be de-identified, though the provider
accessing the data or analysis can receive identifiable information on
the services furnished to his or her patient. QEs will be permitted to
provide or sell non-public analyses to health insurers (who provide
claims data to the QE) and self-insured employers (only for purposes
of providing health insurance to their employees or retirees).
Providers identified in such analyses will have an opportunity to
review and submit corrections before the QE provides or sells the
analysis to other entities.

ACP Policy
information prior to public reporting and a fair chance to examine
and appeal potential inaccuracies—therefore, we are disappointed
to see this specific language has been removed.
NOTE: This was section 8 in the 2015 legislation. It is fully consistent
with the language that was in the 2014 legislation.
ACP is generally supportive of allowing those that currently do not
have access to Medicare data to have that access for use assisting
quality improvement efforts. It appears that this language includes
protections for those data.

To ensure the privacy, security, and appropriate use of Medicare
claims information, QEs must: have a data use agreement with
providers and entities to which they provide data; and be subject to
an assessment for breach of such agreement. Further, providers and
entities receiving data and analyses are prohibited from re-disclosing
them or using them for marketing. QEs that provide or sell analyses
or data shall provide an annual report to the Secretary that provides
an accounting of: 1) the analyses provided or sold, including the
number of analyses and purchasers, the amount of fees received,
and the topics and purposes of the analyses; and 2) a list of entities
that were provided or sold data, the uses of that data, and the fees
received by the QE for such data. The claims data available to QEs
17
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will also include Medicaid/CHIP data.
Qualified Clinical Data Registries:
Consistent with relevant privacy and security laws, the Secretary is
required to make data available, for a fee that covers the cost of
preparing the data, to requesting qualified clinical data registries to
support quality improvement and patient safety activities. Providers
identified in public reports will have an opportunity to review and
submit corrections.
Section 7: Reducing administrative burden and other provisions
Rule of Construction Regarding Standard of Care:
Provides that the development, recognition, or implementation of
any guideline or other standard under any Federal health care
provision, including Medicare, cannot be construed to establish the
standard of care or duty of care owed by a health care professional
to a patient in any medical malpractice or medical product liability
action or claim. This ensures that MIPS participation cannot be used
in liability cases. This provision would not preempt any state or
common law governing medical professional or medical product
liability actions or claims.
Allows professionals who opt-out of Medicare, and chose private
contracting with beneficiaries, to automatically renew at the end
of each two-year cycle.
Requires regular reporting of opt-out physician characteristics.

ACP Policy
This language is fully consistent with the language that was in the
2014 legislation.
ACP is supportive of transparency, comprehensiveness, and
timeliness in physician feedback with regard to quality information,
as well as having a timely review and appeals processes for publicly
reported data.
NOTE: This was section 9 in the 2015 legislation. This language is
largely consistent with what was included in the 2014 legislation.
ACP is supportive of these protections.

This language is largely consistent with what was included in the 2014
legislation.
ACP supports the primacy of the relationship between a patient and
his/her physician, and the right of those parties to privately contract
for care, without risk of penalty beyond that relationship. However,
the contracts should have essential patient protections including: (1)
a requirement that physicians disclose their specific fee for
professional services covered by the private contract in advance of
rendering such services, with beneficiaries being held harmless for
any subsequent charge per service in excess of the agreed upon
amount; (2) a prohibition on private contracting for dual MedicareMedicaid eligible patients; and (3) a requirement that private
contracts cannot be entered into at a time when the Medicare
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Requires that Electronic Health Records (EHR) be interoperable by
2018 and prohibits providers from deliberately blocking information
sharing with other EHR vendor products.
Recommendations that the Secretary could make if the definition of
interoperability is not met by 2017 include: payment adjustments
under the Medicare EHR incentive program and recommending
criteria for decertifying EHR products.
Calls for a study and report on the feasibility of establishing a website
to compare certified EHR technology products.

ACP Policy
beneficiary is facing an emergency medical condition or urgent health
care situation.
While ACP strongly supports interoperability, the definition included
in this language is not clear. Further, the recommendations that the
Secretary could make if the definition of interoperability is not met by
2017 include payment adjustments under the Medicare EHR
incentive program and recommending criteria for decertifying EHR
products. Payment adjustments will not be effective as the EHR
incentive program will be over by that time. Decertification, as
presently constituted, cannot be an effective tool to encourage or
discourage vendor or provider actions involving interoperability. If a
product were to be decertified, the impact on practices would be
devastating. The punishment would fall on the innocent customers
far more than the vendor. Additionally, the language calls for
ensuring that no one is disabling or blocking functionality in EHR
systems that would facilitate interoperability. We agree that clinical
data exchange is not occurring at a level that is needed if we are to
see the potential of health IT to improve health care. However, we
do not believe that the proposed approach to identify "blocking"
behaviors will be successful. The factors limiting data exchange by
practices are cost, complexity, and lack of real clinical value in the
required exchange transactions.

With regard to the call for a study on the feasibility of establishing a
website to compare certified EHR technology products, ACP’s own
AmericanEHR website may be an option that the Secretary could
consider, as it meets the description in the legislative language.
NOTE: Removed from the 2015 legislation are Section 5: Ensuring Accurate Valuation of Services Under the Physician Fee Schedule and
Section 6: Promoting Evidence Based Care—both of these sections were included in the SGR patch legislation enacted in 2014.
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Under MACRA (H.R. 2), what’s the range of possible FFS updates and incentive payments per year? (Physicians can
participate in either the Merit-Based Incentive Payment System (MIPS) or Alternative Payment Models (APM), not
both)
Baseline
MIPS
Baseline, plus/minus MIPS,
MIPS
APM (FFS bonus only, does
Date
(incentive
adjustments),
without
exceptional
performance
adjustment*

without exceptional
performance adjustment*

maximum,
with
exceptional
performance
adjustment*

not include incentives from
own APM pay structure)

4-1-2015

0% instead
of
21% SGR
cut

N/A

N/A

N/A

N/A

7-1-2015
thru 12-312018

0.5%

N/A

N/A

N/A

N/A

2019

0.5%

+/-

4.0%**

=

-3.5% to +4.5%**

14.5%

FFS bonus: +5%

2020

0%

+/-

5.0%**

=

-5.0% to +5.0%**

15%

FFS bonus: +5%

2021

0%

+/-

7.0%**

=

-7.0% to +7.0%**

17%

FFS bonus: +5%

2022, 2023
and 2024

0%

+/-

9.0%**

=

-9.0% to + 9.0%**

19%

FFS bonus +5%

2025

0%

+/-

9.0%**

=

-9.0-% to plus 9.0%**

N/A

0%

2026 and
subsequent
years

0.25% (for
non-APM
physicians
only)

+/-

9.0%**

=

-8.75% to plus 9.25% **

N/A

0.75%

*Exceptional performance adjustment for those with the highest composite scores, limited to additional adjustment of 10% per year.
**HHS can increase the maximum MIPS positive adjustment (not counting the exceptional performance adjustment) to no more than 3x maximum MIPS
incentive adjustment for that calendar year, if there are sufficient funds available. HHS cannot increase the maximum negative MIPS adjustment by more
than the amount specified.

