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• Pay for Performance and Quality and Payment 
Goals 

• Quality Payment Program (QPP) 

• Social Security Number Removal Initiative 
(SSNRI) 
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Better. Smarter.  Healthier. 
So we will continue to work across sectors and across 
the aisle for the goals we share: better care, smarter 
spending, and healthier people. 
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Improving the way providers are incentivized, the 
way care is delivered, and the way information is 
distributed will help provide better care at lower 
cost across the health care system. 

Delivery System Reform requires focusing on the way we pay 
providers, deliver care, and distribute information 

Source: Burwell SM. Setting Value-Based Payment Goals  ─ HHS Efforts to Improve U.S. Health Care. NEJM 2015 Jan 26; published online first. 
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CMS support of health care Delivery System Reform will result in 
better care, smarter spending, and healthier people 

Key characteristics 
 Producer-centered 
 Incentives for volume 
 Unsustainable 
 Fragmented Care 

Key characteristics 
 Patient-centered 
 Incentives for outcomes 
 Sustainable 
 Coordinated care 

Public and Private sectors 

Evolving future state Historical state 
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CMS has adopted a framework that categorizes payments to providers 

Description 

Medicare 
Fee-for-
Service 
examples 

 Payments are 
based on 
volume of 
services and 
not linked to 
quality or 
efficiency 

Category 1:  

Fee for Service – 
No Link to Value  

Category 2: 

Fee for Service – 
Link to Quality 

Category 3:  

Alternative Payment Models Built 
on Fee-for-Service Architecture  

Category 4:  

Population-Based Payment 

 At least a portion 
of payments vary 
based on the 
quality or 
efficiency of 
health care 
delivery  

 Some payment is linked to the 
effective management of a 
population or an episode of 
care 
 Payments still triggered by 

delivery of services, but 
opportunities for shared 
savings or 2-sided risk  

 Payment is not directly 
triggered by service 
delivery so volume is not 
linked to payment 
 Clinicians and 

organizations are paid and 
responsible for the care of 
a beneficiary for a long 
period (e.g., ≥1 year)  

 Limited in 
Medicare fee-
for-service 
Majority of 

Medicare 
payments now 
are linked to 
quality  

 Hospital value-
based purchasing 
 Physician Value 

Modifier  
 Readmissions / 

Hospital Acquired 
Condition 
Reduction 
Program  

 Accountable Care Organizations 
Medical homes 
 Bundled payments  
 Comprehensive Primary Care 

initiative 
 Comprehensive ESRD 
Medicare-Medicaid Financial 

Alignment Initiative Fee-For-
Service Model 

 Eligible Pioneer 
Accountable Care 
Organizations in years 3-5 
Maryland hospitals 

Source: Rajkumar R, Conway PH, Tavenner M. CMS ─ engaging multiple payers in payment reform. JAMA 2014; 311: 1967-8. 



Pay for Performance Programs 
Linking Quality to Payment Goals 

7 



Accountable Care Organizations: Participation 
in Medicare ACOs growing rapidly 

561 ACOs  (of which 120 are risk-bearing) have been established in the MSSP, Next Generation ACO 
and Comprehensive ESRD Care Model programs* 
This includes 85 more ACOS in 2017 than in 2016. covering 12.3 million assigned beneficiaries. 
These ACOs together cover 12.3 million assigned beneficiaries. 
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Comprehensive Primary Care Plus (CPC+) 

CMS’s largest-ever initiative to transform how primary care is delivered and paid for in America 

GOALS PARTICIPANTS AND PARTNERS 

CARE TRANSFORMATION FUNCTIONS PAYMENT REDESIGN COMPONENTS 

1. Strengthen primary care through multi-payer 
payment reform and care delivery 
transformation.  

2. Support clinicians to provide comprehensive 
care that meets the needs of all patients. 

3. Improve quality of care, improve patients’ 
health, and spend health care dollars more 
wisely.  

Access and continuity 

Care management 

Comprehensiveness and coordination 

Patient and caregiver engagement 

Planned care and population health 

• Up to 5,500 practices across two rounds:  

• Round 1: 2,893 practices in 14 regions 

• Two tracks to accommodate diversity of practices 

• 54 public and private payers in CPC+ regions 

• Health IT vendors partner with CMS and Track 2 
practices 

• 5 year model: 2017-2021 

PBPM risk-adjusted care management fees 

Performance-based incentive payments for 
quality, experience, and utilization measures 
that drive total cost of care 

For Track 2, hybrid of reduced fee-for-service 
payments and up-front “Comprehensive 
Primary Care Payment” to offer flexibility in 
delivering care outside traditional office visits 
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MACRA: What is it? 

The Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) is: 

 

• Bipartisan legislation repealing the Sustainable Growth Rate (SGR) Formula 

• Changes how Medicare rewards clinicians for value over volume 

• Created Merit-Based Incentive Payments System (MIPS) that streamlines 
three previously separate payment programs: 

 

 

 

 

 

 

• Provides bonus payments for participation in eligible alternative payment 
models (APMs) 

Physician Quality 
Reporting Program 

(PQRS) 

Value-Based Payment 
Modifier      

Medicare EHR 
Incentive Program 
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How MACRA gets us closer to meeting HHS payment reform goals 

 2016 2018 

New HHS Goals: 

30% 

85% 

50% 

90% 

   

All Medicare fee-for-service (FFS) payments (Categories 1-4) 

Medicare FFS payments linked to quality and value (Categories 2-4) 

Medicare payments linked to quality and value via APMs (Categories 3-4) 

Medicare payments to QPs in eligible APMs under MACRA 

The Merit-based Incentive 
Payment System helps to link 
fee-for-service payments to 

quality and value.  

The law also provides incentives 
for participation in Alternative 
Payment Models via the bonus 

payment for Qualifying APM 
Participants (QPs) and favorable 

scoring in MIPS for APM 
participants who are not QPs. 
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Projected Historical 

Gap between growth in federal Medicare spending, GDP growth and national health expenditure growth 

Medicare growth has fallen below GDP growth and national health expenditure 
growth since 2010 due, in part, to CMS policy changes and new models of care 

SOURCE: CMS Office of the Actuary National Health Expenditure Data (2014-2024 projections) 

Average growth rate (2010−2014) 

 Medicare/beneficiary: 1.3% 

 GDP / capita: 3.3% 

 National Health Expenditure/capita: 3.7% 

 

-3% 

-1% 

1% 

3% 

5% 

7% 

2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 

Growth rate: US real per-capita GDP Growth rate: per capita national health expenditure 

Growth rate: federal Medicare spending per enrollee 



Quality Payment Program  

Quality Payment Program 

13 



Quality Payment Program  

Topics 

• What is the Quality Payment Program? 

• Who participates? 

• How does the Quality Payment Program work? 

• Where can I go to learn more? 
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Quality Payment Program  

What is the Quality Payment Program? 
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Quality Payment Program  

Medicare Payment Prior to MACRA 

Fee-for-service (FFS) payment system, where clinicians are paid 
based on volume of services, not value.  

The Sustainable Growth Rate (SGR) 

• Established in 1997 to control the cost of Medicare payments to 
physicians 

IF 
Overall 

physician 

costs 

> 
Target 

Medicare 

expenditures 

Physician payments 

cut across the board 

Each year, Congress passed temporary “doc fixes” to avert cuts (no fix 
in 2015 would have meant a 21% cut in Medicare payments to 
clinicians) 
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Quality Payment Program  

The Quality Payment Program 

• The Quality Payment Program policy will reform Medicare Part B payments 

for more than 600,000 clinicians across the country, and is a major step in 

improving care across the entire health care delivery system.  

• Clinicians can choose how they want to participate in the Quality Payment 

Program based on their practice size, specialty, location, or patient 

population.  

 

Two tracks to choose from: 

 



Quality Payment Program  
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Who participates? 



Quality Payment Program  

Who participates in MIPS? 

• Medicare Part B clinicians billing more than $30,000 a year and 

providing care for more than 100 Medicare patients a year.  

• These clinicians include: 

- Physicians 

- Physician Assistants 

- Nurse Practitioners 

- Clinical Nurse Specialists 

- Certified Registered Nurse Anesthetists 



Quality Payment Program  

Who is excluded from MIPS? 

• Newly-enrolled Medicare clinicians 

- Clinicians who enroll in Medicare for the first time during a performance 

period are exempt from reporting on measures and activities for MIPS until 

the following performance year.  

• Clinicians below the low-volume threshold 

- Medicare Part B allowed charges less than or equal to $30,000 OR 100 or 

fewer Medicare Part B patients 

• Clinicians significantly participating in Advanced APMs 



Quality Payment Program  

Easier Access for Small Practices 

Small practices will be able to successfully participate in the Quality Payment 

Program  

Why? 

• Reducing the time and cost to participate 

• Providing an on-ramp to participating through Pick Your Pace 

• Increasing the opportunities to participate in Advanced APMs 

• Including a practice-based option for participation in Advanced APMs as an 

alternative to total cost-based 

• Conducting technical support and outreach to small practices through the 

forthcoming QPP Small, Rural and Underserved Support (QPP-SURS) as well 

as through the Transforming Clinical Practice Initiative.  
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https://innovation.cms.gov/initiatives/Transforming-Clinical-Practices/


Quality Payment Program  

Small, Rural and Health Professional Shortage 
Areas (HPSAs) Exceptions 

• Established low-volume threshold 

- Less than or equal to $30,000 in Medicare Part B allowed charges or less than 

or equal to 100 Medicare patients 

• Reduced requirements for Improvement Activities performance 

category 

- One high-weighted activity or 

- Two medium-weighted activities 

• Increased ability for clinicians practicing at Critical Access Hospitals 

(CAHs), Rural Health Clinics (RHCs), and Federally Qualified Health 

Centers (FQHCs) to qualify as a Qualifying APM Participant (QP). 
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Quality Payment Program  

How does the Quality Payment Program 
work? 
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Quality Payment Program  

Pick Your Pace for Participation during the Transitional Year  

Participate in an 
Advanced Alternative 

Payment Model 

• Some practices 

may choose to 

participate in an 

Advanced 

Alternative 

Payment Model in 

2017  

Test 

• Submit some data 

after January 1, 

2017  

• Neutral or small 

payment 

adjustment 

MIPS 

Partial Year 

• Report for 90-day 

period after 

January 1, 2017 

• Small positive 

payment 

adjustment 

Full Year 

• Fully participate 

starting January 1, 

2017 

• Modest positive 

payment 

adjustment 

Not participating in the Quality Payment Program for the transition year will result in a negative 4% payment 
adjustment. 
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Quality Payment Program  

MIPS: Choosing to Test for 2017 

• If you submit a minimum amount of 2017 data to Medicare (for 

example, one quality measure or one improvement activity), you can 

avoid a downward adjustment 



Quality Payment Program  

MIPS: Partial Participation for 2017 

• If you submit 90 days of 2017 data to Medicare, you may earn a 

neutral or small positive payment adjustment. 

• That means if you’re not ready on January 1, you can choose to start 

anytime between January 1 and October 2, 2017. Whenever you 

choose to start, you'll need to send in performance data by March 

31, 2018. 

 



Quality Payment Program  

MIPS: Full Participation for 2017 

• If you submit a full year of 2017 data to Medicare, you may earn a 

moderate positive payment adjustment. The best way to earn the 

largest positive adjustment is to participate fully in the program 

by submitting information in all the MIPS performance categories. 

 

Key Takeaway:  

• Positive adjustments are based on the performance data on the 

performance information submitted, not the amount of information 

or length of time submitted.  



Quality Payment Program  

Bonus Payments and Reporting Periods 

• MIPS payment adjustment is based on data submitted.  

• Best way to get the max adjustment is to participate for a full 

year. 

• A full year gives you the most measures to pick from. BUT if 

you report for 90 days, you could still earn the max 

adjustment. 

• We're encouraging clinicians to pick what's best for their 

practice. A full year report will prepare you most for the  

future of the program. 
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Quality Payment Program  

Alternative Payment Models 

• An Alternative Payment Model (APM) is a 
payment approach, developed in 
partnership with the clinician community, 
that provides added incentives to 
clinicians to provide high-quality and 
cost-efficient care. APMs can apply to a 
specific clinical condition, a care episode, 
or a population.  

• APMs may offer significant opportunities 
to eligible clinicians who are not 
immediately able or prepared to take on 
the additional risk and requirements of 
Advanced APMs.  

 

 

 

 

Advanced APMs are a Subset of APMs 

 

 

 

APMs 

Advanced 

APMs 
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Quality Payment Program  

Advanced Alternative Payment Models 

• Advanced Alternative Payment Models 

(Advanced APMs) enable clinicians and 

practices to earn greater rewards for taking 

on some risk related to their patients’ 

outcomes.  

• It is important to understand that the Quality 

Payment Program does not change the 

design of any particular APM. Instead, it 

creates extra incentives for a sufficient 

degree of participation in Advanced APMs.  

 

 
 

Advanced APM- 
specific rewards 

+ 
5% lump sum 

incentive 

Advanced APMs 
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Quality Payment Program  

Advanced APMs 

 
 
 

 

 

 

 

 

 

 

 

The list of Advanced APMs is posted at QPP.CMS.GOV and will be updated with new announcements as needed.  
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Comprehensive End Stage Renal  

Disease Care Model  
(Two-Sided Risk Arrangements) 

  Comprehensive Primary Care Plus (CPC+)  

  Shared Savings Program Track 2 

  Shared Savings Program Track 3 

  Next Generation ACO Model 

  Oncology Care Model 
(Two-Sided Risk Arrangement) 

Comprehensive Care for Joint Replacement 
(CJR) Payment Model (Track 1 - CEHRT) 

Medicare Accountable Care Organization (ACO) 
Track 1+ Model 

Vermont Medicare ACO Initiative (as part of the 
Vermont All-Payer ACO Model) 

In 2018, the following models are Advanced 
APMs 

Keep in mind: The Physician-Focused Payment Model Technical Advisory Committee (PTAC) 
will review and assess proposals for Physician-Focused Payment Models based on proposals 
submitted by stakeholders to the committee. 

Medicare-Medicaid ACO Model (for participants 
in SSP Tracks 2 and 3) 

Acute Myocardial Infarction (AMI) Track 1 
CEHRT 

Coronary Artery Bypass Graft (CABG) Track 1 
CEHRT 

Surgical Hip/Femur Fracture Treatment (SHFFT) 
Track 1 CEHRT 

In 2017, the following models are Advanced APMs 



Quality Payment Program  

Where can I go to learn more? 
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Quality Payment Program  



Quality Payment Program  

Help Is Available 

qpp.cms.gov 

CMS has organizations on the ground to provide help to clinicians who are eligible for the Quality Payment Program: 

Transforming Clinical Practice Initiative (TCPI): TCPI is designed to support more 
than 140,000 clinician practices over the next 4 years in sharing, adapting, and further 
developing their comprehensive quality improvement strategies. Clinicians participating in 
TCPI will have the advantage of learning about MIPS and how to move toward participating 
in Advanced APMs. Click here to find help in your area. 

Quality Innovation Network (QIN)-Quality Improvement Organizations (QIOs): The 
QIO Program’s 14 QIN-QIOs bring Medicare beneficiaries, providers, and communities 
together in data-driven initiatives that increase patient safety, make communities healthier, 
better coordinate post-hospital care, and improve clinical quality. More information about 
QIN-QIOs can be found here. 

If you’re in an APM: The Innovation Center’s Learning Systems can help you find 
specialized information about what you need to do to be successful in the Advanced APM 
track. If you’re in an APM that is not an Advanced APM, then the Learning Systems can 
help you understand the special benefits you have through your APM that will help you be 
successful in MIPS. More information about the Learning Systems is available through your 
model’s support inbox. 

https://innovation.cms.gov/initiatives/Transforming-Clinical-Practices/
http://qioprogram.org/contact-zones?map=qin.


Social Security Number Removal Initiative (SSNRI) 



• The Health Insurance Claim Number (HICN) is a Medicare beneficiary’s  

identification number, used for paying claims and for determining  

eligibility for services across multiple entities (e.g. Social Security  

Administration (SSA), Railroad Retirement Board (RRB), States, Medicare  

providers and health plans, etc.) 

 

• The Medicare Access and CHIP Reauthorization Act (MACRA) of 2015  

mandates the removal of the Social Security Number (SSN)-based HICN  

from Medicare cards to address current risk of beneficiary medical identity  

theft 

 

• The legislation requires that CMS mail out new Medicare cards with a new  

Medicare Beneficiary Identifier (MBI) by April 2019 

3
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Background 



• Primary goal: To decrease Medicare Beneficiary vulnerability to identity  

theft by removing the SSN-based HICN from their Medicare identification  

cards and replacing the HICN with a new Medicare Beneficiary Identifier  

(MBI) 

 

• In achieving this goal CMS seeks to: 

− Minimize burdens for beneficiaries 

− Minimize burdens for providers 

− Minimize disruption to Medicare operations 

− Provide a solution to our business partners that allows usage of HICN 

and/or MBI for business critical data exchanges 

− Manage the cost, scope, and schedule for the project 

3
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SSNRI Program Goals 



• Along with our partners, CMS will address complex systems changes for  

over 75 systems, conduct extensive outreach & education activities and  

analyze the many changes that will be needed to systems and business  

processes 

 

• Affected stakeholders include: 

− Federal partners, States, Beneficiaries, Providers, and Plans 

− Other key stakeholders, such as billing agencies, advocacy groups, data  

warehouses, etc. 

 

• CMS has been working closely with partners and stakeholders to  

implement the SSN Removal Initiative 

3
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Complex IT Systems affecting Providers,  

Partners, and Beneficiaries 



Implementation of SSNRI 

3
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The solution for SSNRI must provide the following capabilities: 

 

1. Generate MBIs for all beneficiaries: Includes existing (currently active  

and deceased or archived) and new beneficiaries 

 

2. Issue new, redesigned Medicare cards: New cards containing the MBI 

to existing and new beneficiaries 

 

3. Modify systems and business processes: Required updates to 

accommodate receipt, transmission, display, and processing of the MBI 

 

CMS will use a MBI generator to: 

• Assign 150 million MBIs in the initial enumeration (60 million active and 90  

million deceased/archived) and generate a unique MBI for each new  

Medicare beneficiary 

• Generate a new unique MBI for a Medicare beneficiary whose identity has  

been compromised 

4
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Solution Concept: Medicare Beneficiary Identifier (MBI) 



The Medicare Beneficiary Identifier will have the following characteristics: 

 

• The same number of characters as the current HICN (11), but will be visibly  

distinguishable from the HICN 

• Contain uppercase alphabetic and numeric characters throughout the 11 digit  

identifier 

• Occupy the same field as the HICN on transactions 

• Be unique to each beneficiary (e.g. husband and wife will have their own  

MBI) 

• Be easy to read and limit the possibility of letters being interpreted as  

numbers (e.g. Alphabetic characters are upper case only and will exclude  

S, L, O, I, B, Z) 

• Not contain any embedded intelligence or special characters 

• Not contain inappropriate combinations of numbers or strings that may be 

offensive 

 

CMS anticipates that the MBI will not be changed for an individual unless the MBI is  

compromised or other limited circumstances still undergoing review 

4
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MBI Characteristics 



HICN and MBI Number 

Health Insurance Claim Number (HICN) 

• Primary Beneficiary Account Holder  

Social Security Number (SSN) plus  

Beneficiary Identification Code (BIC) 

• 9-byte SSN plus 1 or 2-byte BIC 

• Key positions 1-9 are numeric 

Medicare Beneficiary Identifier (MBI) 

• New Non-Intelligent Unique Identifier 

• 11 bytes 

• Key positions 2, 5, 8, and 9 will always be  

alphabetic 

Note: Identifiers are fictitious and dashes for  

display purposes only; they are not stored in the  

database nor used in file formats 

4
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MBI Generation and Transition Period 

4
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• CMS will complete its system and process updates to be ready to accept 

and return the MBI on April 1, 2018 

 

• All stakeholders who submit or receive transactions containing the HICN  

must modify their processes and systems to be ready to submit or exchange  

the MBI by April 1, 2018. Stakeholders may submit either the MBI or  

HICN during the transition period 

 

• CMS will accept, use for processing and return to stakeholders either the 

MBI or HICN, whichever is submitted, during the transition period 

 

• In addition, beginning October 2018 through the end of the transition  period, 

when a HICN is submitted on Medicare fee-for-service claims both the 

HICN and the MBI will be returned on the remittance advice 

 

• The transition period will run from April 2018 through December 31,  2019 
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SSNRI Transition Periods 



SSNRI Card Issuance 
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• CMS will begin issuing new Medicare cards for existing beneficiaries after 

the initial enumeration of MBIs; roughly 60 million beneficiaries 

 

• The gender and signature line will be removed from the new Medicare cards 

 

• The Railroad Retirement Board who will issue their new cards to RRB 

beneficiaries 

 

• We will work with states that currently include the HICN on Medicaid cards 

to remove the Medicare ID or replace it with a MBI 

 

• CMS will conduct intensive education and outreach to all Medicare  

beneficiaries and their agents to help prepare for this change 



Outreach and Education 
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• CMS will provide outreach and education to: 

− Approximately 60 million beneficiaries, their agents, advocacy groups 

and caregivers 

− Health Plans 

− The provider community (1.5M providers) 

− States and Territories 

− Key stakeholders, vendors & other partners 

 

• CMS will ensure that we involve all stakeholders in our outreach and  

education efforts through their existing vehicles for communication (e.g.  

Open Door Forums, HPMS notices, etc.) 



Final Thoughts 
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• Thank you for participating in this discussion today 

 

• Additional information can be obtained from our website at:  

http://go.cms.gov/ssnri 

 

• Please submit any additional information to the SSNRI team mailbox at: 

SSNRemoval@cms.hhs.gov 

http://go.cms.gov/ssnri
mailto:SSNRemoval@cms.hhs.gov


John Hannigan 

Associate Regional Administrator 

CMS Region VII/VIII 

P: 303-844-5738 

john.hannigan@cms.hhs.gov 

Contacts 

Jeff Hinson 

Regional Administrator 

CMS Region VII/VIII 

P: 303-844-7055 

jeffrey.hinson@cms.hhs.gov 

Ceilly Roble 

Health Insurance Specialist 

CMS Region VIII 

P: 303-844-4861 

cecilia.robl@cms.hhs.gov 
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DISCLAIMER 

• This presentation was current at the time it was published or  
uploaded onto the web. Medicare policy changes frequently so  
links to the source documents have been provided within this  
document for your reference. 

• This presentation was prepared as a service to the public and is  
not intended to grant rights or impose obligations. This  
presentation may contain references or links to statutes,  
regulations, or other policy materials. The information provided is  
only intended to be a general summary. It is not intended to take  
the place of either the written law or regulations. We encourage  
readers to review the specific statutes, regulations, and other  
interpretive materials for a full and accurate statement of their  
contents. 
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