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at the additional performance thresh-
old and an additional adjustment fac-
tor of 10 percent is assigned for a final 
score of 100, subject to the application 
of a scaling factor as determined by 
CMS, such that the estimated aggre-
gate increase in payments resulting 
from the application of the additional 
MIPS payment adjustment factors for 
the MIPS payment year shall not ex-
ceed $500,000,000 for each of the MIPS 
payment years 2019 through 2024. 

(2) [Reserved] 
(e) Application of adjustments to pay-

ments. For each MIPS payment year, 
the MIPS payment adjustment factor, 
and if applicable the additional MIPS 
payment adjustment factor, are applied 
to Medicare Part B payments for items 
and services furnished by the MIPS eli-
gible clinician during the year. 

§ 414.1410 Advanced APM determina-
tion. 

(a) General. An APM is an Advanced 
APM for a payment year if CMS deter-
mines that it meets the criteria in 
§ 414.1415 during the QP Performance 
Period. 

(b) Advanced APM and Other Payer 
Advanced APM determination process. 
CMS identifies Advanced APMs and 
Other Payer Advanced APMs in the fol-
lowing manner: 

(1) Advanced APM determination. (i) 
No later than January 1, 2017, CMS will 
post on its Web site a list of all Ad-
vanced APMs for the first QP Perform-
ance Period. 

(ii) CMS updates the Advanced APM 
list on its Web site at intervals no less 
than annually. 

(iii) CMS will include notice of 
whether a new APM is an Advanced 
APM in the first public notice of the 
new APM. 

(2) Other Payer Advanced APM deter-
mination. (i) CMS identifies Other 
Payer Advanced APMs following con-
clusion of the QP Performance Period 
using information submitted to CMS 
according to § 414.1445. CMS will not 
make determinations for other payer 
arrangements for which insufficient in-
formation is submitted. 

(ii) CMS makes Other Payer Ad-
vanced APM determinations prior to 
QP determinations under § 414.1440. 

(iii) CMS makes final Other Payer 
Advanced APM determinations and no-
tifies Advanced APM Entities and eli-
gible clinicians of such determinations 
as soon as practicable. 

§ 414.1415 Advanced APM criteria. 
(a) Use of certified electronic health 

record technology (CEHRT)—(1) Required 
use of CEHRT. To be an Advanced APM, 
an APM must: 

(i) Require at least 50 percent of eli-
gible clinicians in each participating 
APM Entity group, or, for APMs in 
which hospitals are the APM Entities, 
each hospital, to use CEHRT to docu-
ment and communicate clinical care to 
their patients or other health care pro-
viders; or 

(ii) For the Shared Savings Program, 
apply a penalty or reward to an APM 
Entity based on the degree of the use of 
CEHRT of the eligible clinicians in the 
APM Entity. 

(b) Payment based on quality measures. 
(1) To be an Advanced APM, an APM 
must include quality measure results 
as a factor when determining payment 
to participants under the terms of the 
APM. 

(2) At least one of the quality meas-
ures upon which an Advanced APM 
bases the payment in paragraph (b)(1) 
of this section must have an evidence- 
based focus, be reliable and valid, and 
meet at least one of the following cri-
teria: 

(i) Used in the MIPS quality perform-
ance category as described in § 414.1330; 

(ii) Endorsed by a consensus-based 
entity; 

(iii) Developed under section 1848(s) 
of the Act; 

(iv) Submitted in response to the 
MIPS Call for Quality Measures under 
section 1848(q)(2)(D)(ii) of the Act; or 

(v) Any other quality measures that 
CMS determines to have an evidence- 
based focus and to be reliable and 
valid. 

(3) In addition to the quality measure 
requirements under paragraph (b)(2) of 
this section, the quality measures upon 
which an Advanced APM bases the pay-
ment in paragraph (b)(1) of this section 
must include at least one outcome 
measure. This requirement does not 
apply if CMS determines that there are 
no available or applicable outcome 
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measures included in the MIPS quality 
measures list for the Advanced APM’s 
first QP Performance Period. 

(c) Financial risk. To be an Advanced 
APM, an APM must either meet the fi-
nancial risk standard under paragraph 
(d)(1) or (2) of this section and the 
nominal amount standard under para-
graph (d)(3) or (4) of this section or be 
an expanded Medical Home Model 
under section 1115A(c) of the Act. 

(1) Generally applicable financial risk 
standard. Except for paragraph (c)(2) of 
this section, to be an Advanced APM, 
an APM must, based on whether an 
APM Entity’s actual expenditures for 
which the APM Entity is responsible 
under the APM exceed expected ex-
penditures during a specified QP Per-
formance Period, do one or more of the 
following: 

(i) Withhold payment for services to 
the APM Entity or the APM Entity’s 
eligible clinicians; 

(ii) Reduce payment rates to the 
APM Entity or the APM Entity’s eligi-
ble clinicians; or 

(iii) Require the APM Entity to owe 
payment(s) to CMS. 

(2) Medical Home Model financial risk 
standard. The following standard ap-
plies only for APM Entities that are 
participating in Medical Home Models, 
and, starting in the 2018 QP Perform-
ance Period, such APM Entities must 
be owned and operated by an organiza-
tion with fewer than 50 eligible clini-
cians whose Medicare billing rights 
have been reassigned to the TIN(s) of 
the organization(s) or any of the orga-
nization’s subsidiary entities. The 
APM Entity participates in a Medical 
Home Model that, based on the APM 
Entity’s failure to meet or exceed one 
or more specified performance stand-
ards, which may include expected ex-
penditures, does one or more of the fol-
lowing: 

(i) Withholds payment for services to 
the APM Entity or the APM Entity’s 
eligible clinicians; 

(ii) Reduces payment rates to the 
APM Entity or the APM Entity’s eligi-
ble clinicians; 

(iii) Requires the APM Entity to owe 
payment(s) to CMS; or 

(iv) Causes the APM Entity to lose 
the right to all or part of an otherwise 
guaranteed payment or payments. 

(3) Generally applicable nominal 
amount standard. (i) Except as provided 
in paragraph (c)(4) of this section, the 
total amount an APM Entity poten-
tially owes CMS or foregoes under an 
APM must be at least equal to either: 

(A) For QP Performance Periods 2017 
and 2018, 8 percent of the estimated av-
erage total Medicare Parts A and B 
revenues of participating APM Enti-
ties; or 

(B) 3 percent of the expected expendi-
tures for which an APM Entity is re-
sponsible under the APM. 

(ii) [Reserved] 
(4) Medical Home Model nominal 

amount standard. (i) For a Medical 
Home Model to be an Advanced APM, 
the total annual amount that an Ad-
vanced APM Entity potentially owes 
CMS or foregoes must be at least the 
following amounts: 

(A) For QP Performance Period 2017, 
2.5 percent of the estimated average 
total Medicare Parts A and B revenues 
of participating APM Entities. 

(B) For QP Performance Period 2018, 
3 percent of the estimated average 
total Medicare Parts A and B revenues 
of participating APM Entities; 

(C) For QP Performance Period 2019, 
4 percent of the estimated average 
total Medicare Parts A and B revenues 
of participating APM Entities. 

(D) For QP Performance Period 2020 
and later, 5 percent of the estimated 
average total Medicare Parts A and B 
revenues of participating APM Enti-
ties. 

(5) Expected expenditures. For the pur-
poses of this section, expected expendi-
tures is defined as the beneficiary ex-
penditures for which an APM Entity is 
responsible under an APM. For episode 
payment models, expected expendi-
tures mean the episode target price. 

(6) Capitation. A full capitation ar-
rangement meets this Advanced APM 
criterion. For purposes of this part, a 
capitation arrangement means a pay-
ment arrangement in which a per cap-
ita or otherwise predetermined pay-
ment is made under the APM for all 
items and services for which payment 
is made through the APM furnished to 
a population of beneficiaries, and no 
settlement is performed to reconcile or 
share losses incurred or savings earned 
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by the APM Entity. Arrangements be-
tween CMS and Medicare Advantage 
Organizations under the Medicare Ad-
vantage program (42 U.S.C. 422) are not 
considered capitation arrangements for 
purposes of this paragraph. 

§ 414.1420 Other payer advanced 
APMs. 

(a) Other Payer Advanced APM cri-
teria. A payment arrangement with a 
payer other than Medicare is an Other 
Payer Advanced APM for a QP Per-
formance Period if CMS determines 
that the arrangement meets the fol-
lowing criteria during the QP Perform-
ance Period: 

(1) Use of CEHRT, as described in 
paragraph (b) of this section; 

(2) Quality measures comparable to 
measures under the MIPS quality per-
formance category apply, as described 
in paragraph (c) of this section; and 

(3) Either: 
(i) Requires APM Entities to bears 

more than nominal financial risk if ac-
tual aggregate expenditures exceed ex-
pected aggregate expenditures, as de-
scribed in paragraph (d) of this section; 
or 

(ii) Is a Medicaid Medical Home 
Model that meets criteria comparable 
to Medical Home Models expanded 
under section 1115A(c) of the Act, as de-
scribed in paragraph (d)(3) of this sec-
tion. 

(b) Use of CEHRT. To be an Other 
Payer Advanced APM, an other payer 
arrangement must require participants 
to use CEHRT as defined in § 414.1305. 
The other payer arrangement must re-
quire at least 50 percent of eligible cli-
nicians in each participating APM En-
tity group, or each hospital if hospitals 
are the APM Entities, to use CEHRT to 
document and communicate clinical 
care. 

(c) Quality measure use. (1) To be an 
Other Payer Advanced APM, a pay-
ment arrangement must apply quality 
measures comparable to measures 
under the MIPS quality performance 
category, as described in paragraph 
(c)(2) of this section. 

(2) At least one of the quality meas-
ures used in the payment arrangement 
with an APM Entity must have an evi-
dence-based focus, be reliable and 

valid, and meet at least one of the fol-
lowing criteria: 

(i) Used in the MIPS quality perform-
ance category, as described in § 414.1330; 

(ii) Endorsed by a consensus-based 
entity; 

(iii) Developed under section 1848(s) 
of the Act; 

(iv) Submitted in response to the 
MIPS Call for Quality Measures under 
section 1848(q)(2)(D)(ii) of the Act; or 

(v) Any other quality measures that 
CMS determines to have an evidence- 
based focus and to be reliable and 
valid. 

(3) To meet the quality measure use 
criterion, an other payment arrange-
ment must use an outcome measure if 
there is an applicable outcome measure 
on the MIPS quality measure list. If an 
Other Payer Advanced APM has no 
outcome measure, the Advanced APM 
Entity must attest that there is no ap-
plicable outcome measure on the MIPS 
list. 

(d) Other Payer Advanced APM finan-
cial risk. To be an Other Payer Ad-
vanced APM, an other payer arrange-
ment must meet either the financial 
risk standard under paragraph (d)(1) or 
(2) of this section and the nominal risk 
standard under paragraph (d)(3) or (4) 
of this section, make payment using a 
full capitation arrangement under 
paragraph (d)(6) of this section, or be a 
Medicaid Medical Home Model that 
meets criteria comparable to an ex-
panded Medical Home Model under sec-
tion 1115A(c) of the Act. 

(1) Other Payer Advanced APM finan-
cial risk standard. Except for APM Enti-
ties to which paragraph (d)(2) of this 
section applies, to be an Other Payer 
Advanced APM, an APM Entity must, 
based on whether an APM Entity’s ac-
tual expenditures for which the APM 
Entity is responsible under the APM 
exceed expected expenditures during a 
specified performance period do one or 
more of the following: 

(i) Withhold payment for services to 
the APM Entity or the APM Entity’s 
eligible clinicians; 

(ii) Reduce payment rates to the 
APM Entity or the APM Entity’s eligi-
ble clinicians; or 

(iii) Require direct payment by the 
APM Entity to the payer. 

VerDate Sep<11>2014 14:04 Nov 07, 2017 Jkt 241194 PO 00000 Frm 00185 Fmt 8010 Sfmt 8010 Q:\42\42V3.TXT 31kp
ay

ne
 o

n 
D

S
K

54
D

X
V

N
1O

F
R

 w
ith

 $
$_

JO
B


		Superintendent of Documents
	2020-01-13T13:37:12-0500
	US GPO, Washington, DC 20401
	Superintendent of Documents
	GPO attests that this document has not been altered since it was disseminated by GPO




