o~

NS

U of M
| UNIVERSITYo/ MARYLAND . \ACRA VALUE BASED CARE MODELS CME EVENT
- February 7 ™ - Wednesday :6-8 pm

MACRA in 5 Steps

6:00 - 6:15 p.m. Niharika Khanna, MBBS, MD, DGO
Director Maryland GPTN
Associate Professor Family and Community Medicine
University of Maryland School of Medicine

The MIPS Calculator & How to Select MIPS Metrics to Report

6:15 - 7:00 p.m.
Russ Montgomery , PhD, MHS

GPTN in MD Quality Improvement Advisor
Discern Health

Maryland Value Based Payment Models

7:00 & 8:00 p.m. Melanie Cavaliere, MS
Chief

Innovative Care Delivery
Center for Health Information Technology & Innovative Care Delivery

NMEARYEAND Maryland Health Care Commission
HEALTH CARE

MIQC e ~ 4 MARYLAND
o'y Department of Health

Y\




MACRA
How to Avoid the Penalty in 2019

Niharika Khanna, MBBS, MD, DGO
Associate Professor, Family and Community Medicine

Director, Maryland Learning Collaborative

=
"l UNIVERSITY of MARYLAND
S SCHOOL OF MEDICINE




MACRA

OWhat is MACRA?

edicare Access and CHIP Reauthorization Act
(Replaces SGR)

OWhat is at Stake?

04 % penalty in CMS 2019 payments
O 5% penalty in CMS 2020 payments



MACRA

OBased on Two New Reimbursement Structures:

erit-Based Incentive Payment (MIPS)

O Alternative Payment Models
O Advanced Alternative Payment Model



What Is the Merit -Based Incentive Payment
System (MIPS)?

OWhat is the Merit Based Incentive Payment
System (MIPS)?

ligible Professionals Will be Measured On:
O Quiality reporting

O Improvement Activities

O Advancing Care Information



What are the Performance Category Weights?

Weightsassignedo eachcategorybased ora 1to 100point scale

o
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TransitionYeaWeights

Quality Cost

Improvement
Activities

15% 25%

Note: These are default weighti$ie weights carbe adjustedin certaincircumstances

60% 0%
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MIPS: Choosing to Testfor 2017

A Submit minimunamount of2017datato Medicare

A Avoida downwardadjustment

Submit Something

YouHave Askedt 2 Kis & minimumamountof R I i | K €
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Quality Improvement
Measue Activity
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2017

Performanceyear

erformanceThefirst

performance periodpens

January 1, 2017 amibses
DecembeBl, 2017. During 2017,
youwill recordquality dataand how
you usedtechnologyto supportyour
practice. If an AdvancexPM fits
your practice, then you can provide
careduring the yearthroughthat
model.

When Does the Merit -based Incentive Payment
System (MIPS) Officially Begin?

Feedbaclavailable

adusment

&

March 312018

DataSubmission

Send imperformancedata: To
potentially earra positive
payment adjustment under
MIPS, sendh data abouthe
careyou providedandhow
your practicaisedtechnology
in2017 to MIPS by the
deadlineMarch 31, 2018In
orderto earnthe 5%incentive
paymentfor participating iran
Advanced\PM, jussend
quality datahroughyour
AdvancedPM.

Feedback

Feedback: Medicare gives
youfeedbackaboutyour
performanceafteryousend
yourdata.

Januaryl, 2019

PaymeniAdjustment

PaymentlYoumayearna
positiveMIPS payment
adjustmentbeginninglanuan,
2019if you submit 2017 data by
March 31, 2018If you
participate in an Advance®PM
in 2017,thenyoucould earrb%
incentivepaymentin 2019.




MIPS Scoring for Quality

(60% of Final Score in Transition Year) @
/ _ _ A
Select 6 of the approximately 300  available
guality measures (minimum of 90 days) Quick Tip :
A Or a specialty set Easier for a clinician

A Or CMS Web Interface measures
A Readmission measure is included for group reporting with
groups with at least 16 clinicians and sufficient cases

that participates
longer to meet case

\_ J .

L - | volume criteria
Clinicians receive 3 to 10 points  on each needed to receive
guality measure based on performance more than 3 points

against benchmarks .
\ PB Bonus points are
( Al available

Failure to submit performance data
for a measure = 0 points




MIPS Performance Category: Advancing

Care

Information

-

/ Protect PatienHealth

Advancing Care Information
Objectives and Measures:

BaseScore RequireMeasures
/

Objective Measure

Information SecurityRiskAnalysis

ElectronidPrescribing e-Prescribing

PatientElectronidAccess Provide Patienhccess

Healthinformation Send a Summaof

Exchange Care
Healthinformation Request/Acces
Exchange SummanyofCare

-

2017 Advancing Care Information
Transition Objectives and Measures:

BaseScore RequireMeasures

Objective Measure

Protect PatienHealth

Information SecurityRiskAnalysis

ElectronidPrescribing e-Prescribing

PatientElectronicAccess Provide PatienAccess

Healthinformation
Exchange

Healthinformation
Exchange

~




MIPS Performance Category: Advancing

Care

Information

-

Advancing Care Information

Objectives and Measures:
Performance Scord¥leasures

Objective
PatientElectronicAccess

PatientElectronicAccess

Coordination of Catérough
PatientEngagement
Coordination ofCarethrough
PatientEngagement

Coordination of Catérough
PatientEngagement

HealthinformationExchange
HealthinformationExchange

HealthinformationExchange

Public Healtland ClinicaData
RegistnReporting

Measure
Provide Patienfccess*

PatientSpecifieducation

View,Downloadand
Transmi(VDT)

SecurdVlessaging

PatientGeneratedHealth
Data

Senda Summary o€Care*

Request/Accepa Summary
of Care*
Clinicalnformation
Reconciliation
ImmunizatiorRegistry
Reporting

J

-
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2017 Advancing Care Information

Transition Objectives and Measures
Performance Scoideasures

Objective

PatientElectronicAccess

PatientElectronicAccess

PatientSpecifieducation

SecureMessaging

HealthinformationExchange

MedicationReconciliation

Public HealtiReporting

Measure
Provide Patienf\ccess*

View,Downloadand
Transmi(VDT)

PatientSpecifieducation

SecureMessaging

Healthinformation
Exchange*

MedicationReconciliation

ImmunizatiorRegistry
Reporting

*Performance ScoreAdditionalachievemenibn measures above the baseore
requirements




MIPS Performance Category:
Improvement Activities

A Attestto participationin activitieghat improveclinicalpractice

- Examples: Sharetcision makingyatientsafety,coordinatingcare,increasingaccess

A Clinicianghoosdrom 90+ activities under Subcategories:

4 N N )
/{ExpandedDracticeAccess 2. PopulationrManagement 3. CareCoordination

- AN DN J
4 N . N )
4. BeneficiarfEngagement 2 Efg';g;f:;f:ﬂem 6. Participationn anAPM
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7. AchievingHealthEquity

8. Integrating Behavioral
andMentalHealth

9. Emergency Preparedness

andResponse

10
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Improvement Activities:

Flexibilities

/ Groupswith 15 orfewer participants,\
non-patient facingclinicians, or ifyou
arein arural or healthprofessional
shortage areaAttestthat you
completedup to 2 activitiedor a

/ Participantsin certified patient \
centeredmedicalhomes, comparable
specialtypractices,or anAPM
designatedas a Medical Home
Model: Youwill automatically earn full

\ minimum of 90days. j

\ credit. j

.

Shared SavingBrogramTrackl orthe OncologyCareModel: Youwill
automatically receiveoints based on theequirementsof participating inthe
APM.Forall current APMs under the APIgcoring standarahis assignedcore
will be fullcredit. Forall future APMs under the APIgoring standardhe
assignedcorewill be at least halfcredit.

/




The MIPS Calculator

Russ Montgomery, PhD, MHS

GPTN in MD Quality Improvement Advisor
Discern Health

1 =  Garden

Maryland = || UNIVERSITY of MARYLAND & Practice
Learning ¢ U SCHOOL OF MEDICINE «  Transformation
Collaborative - Network

Practice Transtommation Advisors



How to Select the MerBased Incentive Payment
Program (MIPS) Metrics to Report

Maryland "l UNIVERSITY of MARYLAND - Practice
Learning U SCHOOL OF MEDICINE - Transformation
Collaborative Network

Practice Transtommation Advisors



Selecting MIPS Quality Measures:
Challenges

AKnowing where to start
AAppropriate 90 day period
ASelecting the entire year

AElectronic Health Record (EHR) limitations
x Does not allow reporting by quarters or other time periods
x Only can report for the entire year
x EHR only supports pieelected measures on MIPS Dashboard

https://gpp.cms.qgov/mips/qualityneasures

T



https://qpp.cms.gov/mips/quality-measures

Selecting MIPS Quality Measures

ASelect measures that represent the best side of ymactice

x Look for themes across patients with specific health conditions
U Diabetes
U Heart disease
U Pulmonarydisease

x Look for themes by clinical or age categories

U Preventive services
U Adults
U Children

https://gpp.cms.qgov/mips/qualityneasures



https://qpp.cms.gov/mips/quality-measures

Selecting MIPS Quality Measures

Aldentify at least 6 measures
x Look for some of the common measures
x Examples:
U Smoking screening and counseling (NQF 0028; Quality ID 226)
U Influenza immunization (NQF 0041; Quality ID 110)

ADetermine the appropriate outcome or high priority measuresrfor
primary care practices (examples)

x Hemoglobin A1C (NQF 0059; Quality ID 001)
x Controlling High Blood Pressure (NQF 0018; Quality ID 236)

https://gpp.cms.qgov/mips/qualityneasures

T



https://qpp.cms.gov/mips/quality-measures
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ADetermine the appropriate outcome or high priority measures for
specialty practices

x Controlling High Blood Pressure (NQF 0018; Quality ID 236)
x Care Plan (NQF 0236; Quality ID 047)

x Documentation of current medications in the chart (NQF 0419; Quality ID
130)

https://gpp.cms.qgov/mips/qualityneasures

T



https://qpp.cms.gov/mips/quality-measures
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AOther sources for metrics

x Practices participating in the Transformation PTN review the key performance
iIndicators (KPIs)

x Review your 2016 Quality Resource and Use Report (QRUR)
U Identify the measures where you have done well in the past
U Compare to 2017

U Make a special request to your EHR vendor for the 2017 data, if you do not have it as part of
your MIPS dashboard

i+SYR2NB Yl & OKFNABS FT2N 6KAA aGaaLISOALFTf & NBI
ABefore making final selection use the MIPS Calculator to check
potential points

https://gpp.cms.qgov/mips/qualityneasures



https://qpp.cms.gov/mips/quality-measures

Resources

Centers for Medicare & Medicaid Services (CMS) Quality Payment Program (QPP) Website

https://qpp.cms.qgov/mips/qualityneasures



https://qpp.cms.gov/mips/quality-measures

Ambulatory Practice
Transformation Landscape In
Maryland

MACRA Briefing
February 7, 2018

<A MARYLAND
5t Department of Health



Value -Based Payment Strategies

A Practice Transformation Network (PTN)
A Maryland Primary Care Program (MDPCP)

A Hospital Care Improvement Program (HCIP) and the Complex
and Chronic Care Improvement Program (CCIP)

A MACRA Awareness and Support Program (MAS)

‘ ): MARYLAND
'Y Department of Health



Physician Revenue

Provider: Projected Source of Revenues

100%

80%

60% Source : ©2014 The Advisory Board Company,
AResults from the 2013
Payment Survey. o

40% All rights reserved.

20%

0%
Today 2 Years 5 Years
l FFS B Episode of Care

MARYLAND
I P4V/Shared Savings B Total Cost of Care Department of Health



Environment Post ACA

A Accept more valudased care arrangements

A Invest in more evolved car@anagement models
A Establish new partnerships

A Reduce operating costs

A Integrate physicians and hospitals

A Use population health management data to support clinical
Improvements

‘ } MARYLAND
'Y Department of Health



Total Cost of Care Model
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Total Cost of Care Model (2019 -2029)

Improving health, enhancing patient experience, and reducing per capita costs .

HSCRC Models
All Payeri 201418
Total Cost of Caré 201929

&)
o
S

2014- 2029

Reduce unnecessary readmissions/
utilization

Reduce hospitabased
infections

Increase appropriate care
outside of hospital

HSCRC Care Redesign

4
g

m
@

Programs
2017-TBD

Reduce unnecessary lab
tests

Increase communication between
hospital and community providers

Increase complex care coordination
for high and rising risk

Improve efficiency of care in
hospital

.
2017

= >
¥

=e
=’o

2029

Maryland Primary
Care Program
20182026

Increase preventive care to
lower the Total Cost of Care

Decrease avoidable
hospitalizations

Decrease unnecessary ED
Visits
Increase care coordination

Increase community
supports



Population Health Transformation

Advanced Primary Care Practice
+

Care Transformation Organization

+

State And Community Population
Health Policy and Programs

28

Care Management Personnel
+

Practice Transformers/Transformatio
Programs

+

Broad Focus on Achievable Goals
+

Performance Data

Reduce PAU
Lower TCOC

Improved Health Outcomes
A System of Coordinated Care

q ); MARYLAND
'Y Department of Health



Total Cost of Care Model

Total Cost of Care Model is the umbrella

Maryland Primary Care Program (MDPCP) is a distinct contract element

A Separate contract element of the Maryland Total Cost of Care Model contract between State and CMMI

A CMS will issue Requests For Applications (RFA) for practices and care transformation organizations (CTOS); !
selects participants

A Require Participation Agreements for practices and CTOs

‘ } MARYLAND
29 'Y Department of Health



How Is MDPCP Different from CPC+?

Integration with other
State efforts

Enrollment Limit
Enrollment Period
Track 1 v Track 2
Supports to transform

primary care

Payers

30

Independent model

Cap of 5,000 practices nationally

Onetime application period for-gear program

Designatedipon progranentry

Payment redesign

61 payers are partnering with CMS including
BCBS plans; Commercial payers including
Aetna and UHC; FFS Medicaid, Medicaid
MCOs such as Amerigroup and Molina; and
Medicare Advantage Plans

Component of MD TCOC Model

No limit i practices must meet
program qualifications

Annual application period starting ir
2018

Migration to track 2 by end of Year
3

Payment redesign and CTOs

Medicare FFS, Duals, (Other payer
encouraged for future years)

A MARYLAND
h:’ Department of Health



Program Components
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1. Access and Continuity

Track One
A Achieve and maintain > 95% empanelment to care teams

A Ensure patients have 24/7 access to a care team practitioner witmeeal
access to the EHR

A Build a care team responsible for a specific, identifiable panel of patients to
optimize continuity

Track Two (all of the above, plus)

A Regularly offer at least one alternative to traditional office visits such as e
visits, phone visits, group visits, home visits, alternate location visits (e.g.,
senior centers and assisted living centers), and/or expanded hours in early
mornings, evenings, and weekends

32 - )l MARYLAND
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2. Care Management

33

Track One

A Risk-stratify all empaneled patients

A Provide targeted, proactive, relationshigpsed (longitudinal) care management to all
patients identified as at increased risk, based on a defined risk stratification proces
who are likely to benefit from intensive care management

A Provide episodic care management along with medication reconciliation to a high
Increasing percentage empanellegatients who have an ED visit or hospital
admission/discharge/transfer and who are likely to benefit from care management

A Ensure patients with ED visits receive a follow up interaction within one week of
discharge.

A Contact at least 75% of patients who were hospitalized in target hospital(s), within
business days

MARYLAND
'Y Department of Health



2. Care Management

Track Two (Track 1, plus)

A Use a twestep risk stratification process for athpanellegatients:
U Step 1- based on defined diagnoses, claims, or another algorithm (i.e., not care team intL

U Step22adds the care teamobs p estraifeaioniofgatientsfas r
needed

A Use a plan of care centered on patierl
chronic conditions for patients receiving longitudinal care management

34 - ); MARYLAND
'Y Department of Health



3. Comprehensiveness and Coordination

Track One

A Systematically identify higivolume and/or higitost specialists serving the patient
popul ati on using CMS/ other payer 0s d:¢

A ldentify hospitals and EDs responsi bl
ED visits, and assess and improve timeliness of notification and information transf
using CMS/ other payer 60s dat a

35 p )l MARYLAND

'Y Department of Health



3. Comprehensiveness and Coordination

Track Two (Track 1, plus)

A

A

T

36

Enact collaborative care agreements with at least two groups of specialists identifie
based on analysis of CMS/other payer reports

Choose and implement at least one option from a menu of options for integrating
behavioral health into care

Systematically assess pati ebmtedtéoolspsych
Conduct an i nventory of resources and

Characterize important needs of quapulations of highrisk patients and identify a
practice capability to develop that will meet those needs, and can be tracked over ti

- ); MARYLAND
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4. Patient and Caregiver Engagement

37

Track One

A Convene Patient Family Advisory Council (PFAC) at least annually and incorpora
recommendations into care, as appropriate

A Assess practice capadmanagement + pl an f o
Track Two (the above, plus)

A Convene a PFAC in at least two quarters in PY2018 and integrate recommendati
care, as appropriate

A Implement seimanagement support for 3 or more high risk conditions

- ); MARYLAND
'Y Department of Health



5. Planned Care and Population Health

Track One

A Use gquarterly feedback reports to assess utilization and quality performance, ider
practice strategies to address, and identify individual candidates to receive outrez
care management

Track Two (the above, plus)

A Regular care team meetings to review practice and fevedldata, refine tactics to
Improve outcomes and achieve practice goals

38 - ); MARYLAND
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Quality Metrics

electronic Clinical Quality MeasuresCQM) (75%)
A Group 1: Outcome Measures {2Report both outcome measures
A Group 2: Other Measures (i7)Report at least 7 of 16 process Measures

A Measures overlap closely with MSSP ACO measures

Patient Satisfaction (25%)

A Consumer Assessment of Healthcare Providers and Systems (CAHPS) Clinician a
Group PatienCentered Medical Home Survey

A CMS wi | I survey a representative popl
Medicare FFS patients

39 MARYLAND
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Quality

- eCQOM Metrics 1 Group 1

Report both outcome measures

40

CMS ID# Measure Title

CMS165v6

Controlling High Blood Pressure

CMS122v6

Diabetes: Hemoglobin Alc (HbAlc) Poor Control

(>9%)

A

MARYLAND
Department of Health



Quality

- eCOM Metrics 1 Group 2

Report at least 7 Other process Measures:
ewsios  |veaswerte

Cancer

CMS125v6 Breast Cancer Screening

CMS130v6 Colorectal Cancer Screening

CMS124v6 Cervical Cancer Screening

Diabetes

CMS131v6e* Diabetes: Eye Exam

CMS134v6 Diabetes: Medical Attention for Nephropathy

Care Coordination

CMS50v6 Closing the Referral Loop: Receipt of Specialist Report

Mental lliness/Behavioral Health

CMS2v7 Preventive Care and Screening: Screening for Depression and Fdjiolan
CMS160v6 Depression Utilization of the PH® Tool
CMS149v6 Dementia: Cognitive Assessment

Substance Abuse

CMS138v6 Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention
CMS137v6 Initiation and Engagement of Alcohol and Other Drug Dependence Treatment

Safety

CMS139v6 Falls: Screening for Future Fall Risk

Infectious Disease

CMS147v7 Preventive Care and Screening: Influenza Immunization

CMS127v6 Pneumococcal Vaccination Status for Older Adults

Cardiovascular Disease

CMS164v6 Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antiplatelet

CMS347vl Statin Therapy for the Prevention and Treatment of Cardiovascular Disease

41
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Utilization Metrics

ED Visits
A Emergency department utilization (EDU) per 1,000 attributed beneficiaries

Hospitalizations

A Inpatient hospitalization utilization (IHU) per 1,000 attributed beneficiaries

Utilization measures require no reporting on the part of practices

Calculated by CMS and its contractor at the end of each program year

42 - ); MARYLAND
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Payment Incentives for Better Primary Care

Practiceg Track 1

Care Management Fee Performance-Based Underlying
(PBPM) Incentive Payment (PBPM) Payment
A$15 average payment A Up to a $2.50 PBPM Structure
A$6-$50 PBPM payment opportunity A Standard FFS
(i Tiered payments based on A Must meet quality and A Timing: Regular
acuity/risk tier of patients in utilization metrics to Medicare FFS
practice including $50 to keep incentive payment claims payment
support patients with A Timing: Paid

complex needs :
prospectively on an

ATiming: Paid prospectively  annual basis, subject to
on a guarterly basis, not Aclawbaclo i f measur es
S ubj| ecawbadbo are not met

43 AAPM Status under MACRA Law to be determinpdtential for additional bonuses \ MARYLAND
‘ ‘J Department of Health



Payment Incentives for Better Primary Care
Practices Track 2

Care Management Fee Performance-Based Underlying Payment
(PBPM) Incentive Payment Structure
A $28 average payment (PBPM) AfiCompr ehensi ve
A $9-$100 PBPM A Up to a $4.00 PBPM Care Paymento
0 Tiered payments based on PEGTETE ClEpeinmIL; A P_artigl prepayment of
acuity/risk tier of patientsin A Must meet quality and historical E&M volume
practice including j$ﬁ00 to | utilization metrics to keep A 10% bonus on CPCP
support patients with complex  ; :
needs incentive payment ATiming: CPCP paid

- A Timing: Paid prospectivel i
ATlmlng: Paid prospectively on a on angannualpbasiz Sub'e)z:t pros_pectlve_ly onh a quart_erly
quarterly basis, not subject to R , SUb) bas'51_ Medicare FFS Cla'”_‘
Aclawback t oclawibacko submitted normally but paid at
reduced rate

44  AAPM Status under MACRA Law to be determinpdtential for additional bonuses @€ MARYLAND
\. h:’ epartment of Healt



Application and Track Progression

A Annual application process, practices enroll when they are ready to succee
A Practices may enter in Track 1 or Track 2
A Practices will progress from Track 1 to Track 2

A Track 1 Practices have three years to reach Track 2

M) MARYLAND
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Care Transformation Organizations
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Care Transformation Organization

47

Designed to assist the practice in meeting care transformation requirements

Practice

Services Provided to Practice:

Care Coordination Services

Support for Care Transitions
Data Analytics and Informatics
Standardized Screening

Practice Transformation TA

Provision of Services By:

—_—

Care Managers
Pharmacists

LCSWs

Community Health
Workers

‘ ); MARYLAND
'Y Department of Health
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CTOs Role in the Program

CTOs will provide services that are integral to meeting the care
transformation requirements but do not require the personal professional
services of a physician. CTOs shall help practices with personnel and
expertise to:

0 Transform the delivery of primary care

Meet utilization and quality metrics

Improve care coordination and care transitions

Ensure appropriate connections with other providers

Assess and assist practices to manage care

Access nortraditional workforce to enhance care management

(G e A e e e e

Use data to control total cost of care

) MARYLAND
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Payment Incentives for Better Primary Care

CTOs
Care Management Fee (PBPM) Performance-Based Incentive Payment
(PBPM)
UUp to 50% of a pr aic Recevedagpaymentfa Track 1 and
management fee; depends on option Track 2 practices engaged with CTO

chosen by practice (i Timing: Paid prospectively on an

U Timing: Paid prospectively on a annual basis; CTO will be required to
guarterly basis repay funds if they do not meet annual
performance threshald

49



