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All-Payer and Medicare Payment/Patient Thresholds
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£ MIPS-APM Final Rule with Comment Period

A Preview copy available October 14, released October 19,
to be published in Federal Register November 4

A Performance categories & scoring methodology for MIPS
A Criteria for Advanced APMs to qualify for 5% bonus

A Performance period for the first year of MIPS (2019) is any
continuous 90 days in CY 2017

A Performance period for determining if you meet the
threshold for participation in an APM is CY 2017

A CY 2018 will be the year to establish the APM bonus
amount

A Comments due December 19, 2016



D MIPS-APM Final Rule with Comment: How to Submit

a Comment

CMS final rule for the MIPS and APM Incentive
Comments due 60 days from the date of display (December 19, 2016)

1. Goto final rule

2. Click ASubmit a For mal Comment O
hand side of the page below the title.
OR

1. Go to http://www.regulations.gov
2. Type CMS-5517-F C mto the search box

3. Find nMedi car e-BaBad mgentirerRayméheSystetn
and Alternative Payment Model Incentive under the Physician Fee
Schedule, and Criteria for Physician-Focused Payment
(should be first selection)

4. Clickonn Comment Nowo, t he bl ue but


mailto:https://www.federalregister.gov/documents/2016/11/04/2016-25240/medicare-program-merit-based-incentive-payment-system-and-alternative-payment-model-incentive-under
http://www.regulations.gov/

O

Medicare Access and CHIP Reauthorization

Act of 2015

Created in 1997, the SGR capped
Medicare physician spending per
beneficiary at the growth in GDP

The formula does not incentivize
high-quality, high-value care

SGR creates uncertainty and
disruption for physicians and
other providers
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On 4/14/15, the Senate passed
the House bill by a vote of 92-8,
and the President signed the bill.
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D MACRA reform timeline

(Medicare Access and CHIP Reauthorization Act of 2015)

2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026

Permanent repeal of SGR
Updates in physician payments
0.5% (7/2015-2019) 0% (2020-2025)

PQRS pay for reporting

2015 2016 & beyond
-1.5% -2.0%
Meaningful Use Penalty (up to %)
2015 2016 2017 2018
-1.0% -2.0% -3.0% -3.0%
Value-based Payment Modifier

2015 2016 2017 2018
N1.0% N2.0% +2/N4.0% +2/+4.0%

—
¥
@)
<
0
-

Merit-Based Incentive Payment System (MIPS) adjustments

Measurement 2019 2020 2021 2022 & beyond
il +/-4% +/- 5% +- 7% +/- 9%

MIPS exceptional performanceadj ust ment ; O 10% Medi
(2019-2024)

Advanced APM participating providers exempt from MIPS;
receive annual 5% bonus (2019-2024)

Measurement period

TRACK 2
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Merit-based Incentive
D Payment System (MIPS)
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D MIPS Overview

Any continuous CY 2018is
90-days in performance period
CY 2017 is for CY 2020.
performance Cost/quality-
period for Full year;
CY 2019 ACIl/Improvement-
any 90 days
. Quality 9 PORS Measures, PQIs (Acute & Chronic), Readmissions ) A Sets performance targets
inad , when feasibl
. Cost 8 MSPB, Total Per Capita Cost, Episode Payment A in advance, when feasible
Sets performance

> threshold at 3; median or

B Advancing care information s Modified Meaningful Use Objectives & Measures mean in later years.

A Improvement scores in
later years

B Improvement activities 8 Expanded access, population management, care coordination,
beneficiary engagement, patient safety, social and community involvement, health equity, emergency  _/
preparedness, behavioral and mental health integration and Alternative payment models.

2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026

Merit-Based Incentive Payment System (MIPS) adjustments

2019 2020 2021 2022 & beyond

Measur_ement +/-4% +/- 5% +/- 7% +/- 9%
period

MIPS exceptional performance adjustment;

010% Medicare payment (2019-2024)
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D MIPS: 2019 Payment Year/ 2017 Performance Year

Advancing care Quality:
information: 60 points*

100 points

Base Score 6 measures (one outcome)
A Security Risk Analysis Readmissions (groups of
A eRx 16+ only)

A Provide patient access e
A Send summary of care Bonus points:

A Receive summary of care 2019 A Outcome, appropriate
use, patient safety, patient

Performance Score Payment experience, care
Bonus Points 2017 ~ coordination measures
Performance A Report measures using
end-to-end reporting
Imp_rqyement 3-point floor: Report
activities: measure data that cannot be
40 points scored and avoid payment

. . . adjustment
High Weight: 20 points

Medium Weigh: 10 points
PCMH: 40 points
APM Participation: Cost:

At least 20 points
P Not Assessed- Feedback Reports Only
MSPB, Total Per Capita Cost, Episode Payment

* Total points possible vary by provider type and available measures

10
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D MIPS: Reporting Mechanisms

Reportlng Subm|SS|on

Claims 60-day claims
Ind|V|duaI only lag
Administrative Claims V \%
(no submission Readmissions
required) only
Attestation \% V March 31 of
QCDR \V + v v year following
- _ performance
EHR V+ V Vv
CMS Web Interface V+ Option for  Option 8 weeks
Option for groups groups for following
25+ 25+ groups performance
25+ period close
Survey Vendor Groups choosing

to report CAHPS
for MIPS

+ Bonus points possible

11 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: Eligible Clinicians (EC) and Identifiers

A Physician, Physician Assistant (PA), Nurse Practitioner (NP), Clinical
Nurse Specialist (CNS), Certified Registered Nurse Anesthetist (CRNA)

A Other Eligible Clinicians (PT, OT, SW) in later years

A Exclusions
I Qualifying AAPM Participants
I Partial Qualifying AAPM Participants

I New Medicare-enrolled eligible clinicians
» Enrolled during the performance year
» Not previously part of a group or billing under a different TIN
» Eligibility determinations made on a quarterly basis

i Clinicians/groups below the low-volume threshold
» Less than or equal to $30,000 in Part B allowed charges OR
» Provides care for 100 or fewer Part-B beneficiaries
» Threshold determination periods:

i September 1, 2015 - August 31, 2016
i September 1, 2016 - August 31, 2017

12 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



£ MIPS: Eligible Clinicians

A Non-Patient Facing MIPS ECs
I Individuals: bill 100 or fewer patient-facing encounters
I Groups: More than 75% of NPIs under the TIN meet the individual threshold
I Non patient-facing determination made in two-segment claims analysis:

» September 1, 2015 - August 31, 2016
» September 1, 2016 - August 31, 2017

A CAHs
I Method I- MIPS adjustment applies to payments for items and services
under PFS, not facility payment

I Method II- MIPS adjustment applies when clinicians assign their billing
rights to the CAH

A RHC/FQHC

I MIPS Adjustment does not apply to facility payment or items and services
billed under all-inclusive payment methodology

I MIPS eligible clinicians who bill for services under PFS are subject to
MIPS adjustment

13 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



£ MIPS: Identifiers

A Individual- TIN/NPI

A Group- TIN
I 2 or more MIPS ECs who have assigned billing rights to TIN
i Small group: 15 or fewer ECs in the group

I Must meet group definition during performance period

i Data must be aggregated across the group
»Canodot split TIN for reporting purposes (excl
» Payment adjustment only applies to eligible ECs

I QP/Partial QP or newly enrolled will not receive payment adjustment
I Must be assessed as a group across all four categories
i No virtual groups for the 1st performance year (seek additional comments)

I Registration required for Web Interface and CAHPS; considering voluntary
registration for all other reporting options (sub regulatory guidance)

A APM Participant Identifier
I APM ID
I APM Entity ID
T TIN/NPI

14 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: Performance Periods

A CY 2019 Payment
I January 1, 2017- December 31, 2017

I Any continuous 90 days for all categories/reporting options
» except CAHPS, Web Interface, Readmissions

I May elect to report more than a minimum 90-day period
I 90-day reporting periods can vary for each performance category

A CY 2020 Payment
I January 1, 2018- December 31, 2018

I Cost and quality: 1 year
i ACI and improvement activities: any continuous 90-days

A CY 2021 Payment and Subsequent Years
i TBD

15 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: Quality Data Submission Requirements

Submission
Mechanism

Measure
Type

Individual

Individual
or Groups

Part B Claims

QCDR

Quialified
Registry

EHR

Groups CMS Web
Interface
-

MIPS Survey
* Can report QCDR custom measures

16

Reporting Period

2017:
90 days or more

2018: one year

2017:
90 days or more

2018: one year

One year

One year

Submission Criteria

6 measures at least 1 outcome

A If an outcome measure is not available, report another high
priority measure.

A If fewer than six measures apply, then report on each measure
that is applicable.

Measures selected from all MIPS Measures or a specialty-specific

measure set

6 measures at least 1 outcome

A If an outcome measure is not available, report another high
priority measure.

A If fewer than six measures apply, then report on each measure
that is applicable.

A At least one measure must include at least one Medicare patient

Measures selected from all MIPS Measures or a specialty-specific

measure set.*

All measures included in the CMS Web Interface and

A First 248 consecutively ranked and assigned Medicare
beneficiaries

A If less than 248, then the group would report on 100 percent of
assigned beneficiaries.

A The survey would fulfill the requirement for one measure or a high
priority measure if an outcome measure is not available

A Survey will only count for one measure; must use another
reporting mechanism to reach 6 measures

A Administration November- February of reporting year, with a 6-
month look back

Data Completeness

50% of Medicare Part
B patients seen
during the
performance period to
which measure

applies

2018 - 60%

50 percent of MIPS
eligible cl

groups patients that
meet denominator
criteria (all-payer)

2018 - 60%

Sampling
requirements for their
Medicare Part B
patients

Sampling
requirements for their
Medicare Part B
patients

PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: Quality Performance Category: 60%

Measure Scoring

A No successful reporting
requirements, each measure
submitted is awarded points

topped out (2018 performance
period is earliest)

A Transition Year Policy

I Class 1 measure: 3-10 points
» Has a benchmark
» At least 20 cases
» Meet data completeness standard

I Class 2 measure: 3 points
» Does not have a benchmark
» Does not have at least 20 cases

» Does not meet data completeness
standard
17

A Topped out measure policy does not
apply until year 2 of measure being

Bonus Points
A High Priority Measures

(up to 10% of total possible score)

I 2 points for each outcome and patient
experience measure (excludes
required outcome measure)

I 1 point for each high priority measure
(patient safety, efficiency, appropriate
use, care coordination)

A End to End Reporting

(up to 10% of total possible score)
I 1 point for each measure

I CEHRT is used to record measures
demographic and clinical information

I Measure data is electronically
submitted to 3" party intermediary
(e.g. QCDR)

i 3" party intermediary calculates and
submits data electronically to CMS

PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: Quality Benchmarks

Baseline period is two years prior (2015 for 2017 reporting)
Each benchmark must have 20 MIPS eligible clinicians meeting data completeness

New measure benchmarks derived from performance period (2017 for CY 2019
payment) and have 3-point floor

Separate benchmarks for each reporting mechanism
Web Interface benchmarks same as MSSP

Measure Benchmarks 3-Point Floor 3-Point Floor

0-9.5% 3.0 1.0-1.9
Benchmark Decile 2 9.6-15.7% 3.0 2.0-2.9
Benchmark Decile 3 15.8-22.9% 3.0- 3.9 3.0-3.9
Benchmark Decile 4 23.0-35.9% 4.0-4.9 4.0-4.9
Benchmark Decile 5 36.0-40.9% 5.0-5.9 5.0-5.9
Benchmark Decile 6 41.0-61.9% 6.0-6.9 6.0-6.9
Benchmark Decile 7 62.0-68.9% 7.0-7.9 7.0-7.9
Benchmark Decile 8 69.0-78.9% 8.0-8.9 8.0-8.9
Benchmark Decile 9 79.0-84.9% 9.0-9.9 9.0-9.9
Benchmark Decile 10 85.0%-100% 10 10

PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.
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D MIPS: Quality Measures

A Global and Population Based Measures

A All Cause Hospital Readmission Measure
A Does not apply to individual or small group
A Minimum case size of 200
A Scored even if you do not submit other quality measures

A Did not finalize inclusion of AHRQ Prevention Quality Indicatorsi
Acute Composite and Chronic Composite

A MIPS Measures
A Tables A, B, D, E, and G
A CMS will continue Annual Call for Quality Measures
A Web Interface: 11 of available measures

A Non-MIPS measures approved for use in QCDRs

19 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: Quality Performance Scoring Example

: Total Quality Bonus | Quality Bonus
Points Based on ) : : :
Measure Measure Type Performance Possible | Points for High Points for
Points Priority CEHRT

Outcome Measure

using CEHRT 4.1 10 0 (required) 1
Outcome Measure
using CEHRT S 10 2 1
Patient Experience
using CEHRT 10 10 2 1
High Priority using
CEHRT 10 10 1 1
Outcome Measure
using CEHRT 9 10 2 1
Outcome Measure
using CEHRT 8.4 10 2 1
Total: 50.8 60 9 6
Cap applied to Bonus Categories 5 5
(10%x total possible points):
Total with High Priority CEHRT 60

Bonus:

20 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.
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D MIPS: Cost Performance Category

A 2017 (2019 payment)- 0% Feedback Reports Provided
A 2018 (2020 payment) 10%
A 2019 (2021 payment) and later- 30%

Measure Description

Medicare
Spending per
Beneficiary

Total per
Capita Cost

10 Episode-
based payment
measures

DD DD B> DD D D

™

Attribution: TIN providing plurality of Medicare Part B claims
Evaluate observed to expected costs at the episode level
Measure is average of assigned ratios

35 minimum cases

Attribution: Two-step process:

TIN of PCP providing plurality of primary care services

TIN of Non-PCP providing plurality of primary care services
20 minimum cases

20 minimum cases

Included in 2014 and 2015 sQRUR and reliability of 0.4 for majority of clinicians

Acute condition: All MIPS eligible clinicians that bill at least 30% of inpatient E&M visits
during trigger event; more than one clinician can be attributed

Procedural: MIPS eligible clinicians billing a part B claim with a trigger code during the
trigger event

I Inpatient- inpatient stay triggering the episode plus day prior to admission

i Outpatient Method A- day before triggering claim- two days after triggering event

i Outpatient Method B- day of triggering event

PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: Cost Episode-Based Payment Measures

A Method A

I Mastectomy

I Aortic/Mitral Valve Surgery

I Coronary Artery Bypass Graft

I Hip/Femur Fracture Dislocation, Treatment, Inpatient-Based

A Method B

I Cholecystectomy and Common Duct Exploration
I Colonoscopy and Biopsy

I Transurethral Resection of the Prostate for Benign Prostatic
Hyperplasia

I Lens and Cataract Procedures
I Hip Replacement or Repair
I Knee Arthroplasty

22 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER ,INC.
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MIPS: Improvement Activity Performance Category

(15%)

A 40 points total
I High-weighted activities (14) = 20 points
I Medium-weighted activities (79) = 10 points
I Activities in Table H
A Small practice, rural, health professional shortage area or non-

patient facing: 1 high-weighted or 2 medium-weighted activities to
receive full credit

A At least 90 consecutive days for each activity

A CMS Improvement Activities and Measurement Study
I Participants receive 40 points in recognition of burden associated with study

A QCDRs
I Can help meet activity criteria for multiple CPIAs
I Must select and achieve each activity

PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: Improvement Activities, PCMH and APMs

A PCMH Recognition- Full credit (40 points)
I Patient-centered medical home or comparable specialty practice recognition

I Certification or recognition from a national program, regional/state program,
or private payer that certifies at least 500 or more practices

I Examples of nationally-recognized accredited programs
» Accreditation Association for Ambulatory Health Care
» National Committee for Quality Assurance (NCQA) PCMH Recognition
» NCQA Patient-Centered Specialty Recognition

» The Joint Commission Designation
» Utilization Review Accreditation Commission (URAC)

A APM Participation- At least half credit (20 points)
I On an APM Entity Participant List

I CMS will evaluate each MIPS APM model against improvement activities to
determine if more points are awarded

I For FY 2017 performance, all current models receive full credit

24 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: Advancing Care Information (ACI)

Performance Category (25%)

A Formerly Medicare EHR Incentive Program (meaningful use)
A Total Possible Score of 100 points
A Definitions
I Certified health IT- technology and systems certified under ONC Health IT

Certification Programs

I Certified health IT module- a technology or function used independently
of an EHR

i Certified EHR Technology- technology used by MIPS eligible clinicians and
participants in APMs

I Meaningful User- a MIPS eligible clinician who possesses certified EHR
technology, uses the functionality of certified EHR technology, and reports
on applicable objectives and measures specified for the advancing care
information performance category

25 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



£ MIPS: ACI CEHRT Version

A 2017- MIPS Eligible Clinician can use technology certified
to 2015 or 2014 Edition

I 2015 Edition: Stage 3 or modified Stage 2
I Combination of 2015 and 2014 Edition: Stage 3 or modified Stage 2
I 2014 Edition: Modified Stage 2

A 2018: Must use technology certified to 2015 Edition and
report Stage 3 objectives and measures

A Reporting of objectives and measures at the group level
I If unable to produce group rates, can aggregated each NPI rates

I If aggregating NPI rates, a patient can occur in the denominator
more than once

26 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: ACI Performance Category Scoring

A Base Score (50%)
i Report (a Oyesd6 or a one) on all five re

I Failure to report on required measures will result in a score of O for the entire
performance category

I Protecting Patient Health Information is a Must Pass Element
A Performance Score (up to 90% points)

A Bonus Points (up to 15%)
I Optional Public Health and Clinical Data Registry Reporting (5%)
I Improvement activities that are enhanced by CEHRT (10%)

A Total score is 100 points, 155 points are possible

A Reweighting ACI to 0% for certain clinicians

I Hospital-based clinicians- more than 75% of care furnished in an inpatient hospital,
on campus outpatient hospital or ED

I Hardship Exemption
I NP, PA, CNS, CRNA- must submit application by March 31, 2018

27 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: ACI Scoring Stage 3 Objectives and Measures

Security Risk Analysis MUST PASS X Must atteskt Ayeso
ePrescribing X 0

Provide Patient Access 1 X Up to 10%
Patient-Specific Educationi Up to 10%
View, Download or Transmit (VDT) 1 Up to 10%
Secure Messagingl Up to 10%
Patient-Generated Health Datal Up to 10%
Send a Summary of Carel X Up to 10%
Request/Accept Summary of Carel X Up to 10%
Clinical Information Reconciliationi Up to 10%
Immunization Registry Reportingl 0 or 10%

Syndromic Surveillance Reportingl

Electronic Case Reporting

_ ' . Bonus 5%
Public Health Registry Reporting
Clinical Data Registry Reporting
Improvement Activities Using CEHRT Bonus 10%

28 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



29

O

MIPS: ACI Scoring Modified Stage 2 Objectives and

Measures

Security Risk Analysis MUST PASS

ePrescribing
Patient Access |

View, Download or Transmit (VDT) |
Patient-Specific Educationi

Secure Messagingl
Health Information Exchangel

Medication Reconciliationl
Immunization Registry Reporting

Syndromic Surveillance Reporting
Specialized Registry Reporting

Improvement Activities using CEHRT

X Must attest

n
X
X

Bonus

Bonus

0

yeso

0
Up to 20%
Up to 10%

Up to 10%

Up to 10%
Up to 20%
Up to 10%

0 or 10%

5%

10%
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D MIPS: APM Scoring Standard

A MIPS APMs:

I Participates in APM under agreement with CMS
I Includes one or more MIPS eligible clinicians on a participant list

I Bases payment incentives on performance on cost/utilization
and quality

A Performance period is CY 2017

A Eligible clinicians must be on Participation List for at least
one of the participation lists reviewed during the year

A APM fails to submit quality data, scoring occurs at
participant TIN level

30 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, IN



D MIPS: APM Scoring Standard

B QU al |ty d Measures reported by APM

Web Interface measures: 14 measures, 4 receive a bonus point - 2017: 11 measures

B Costs Not assessed

B Advancin g Care iInformation s Average of individual clinicians submitting as individuals or groups
MSSP: Weighted average of score for TINs

] Improvem ent activities s Automatically receive half of the points

Models awarded full points: Shared Savings, Next Gen, Comprehensive ESRD Care (all arrangements), Oncology
Care Model (all arrangements), CPC+

31 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: Final Score

32

Performance Category Points Total 2019 Payment CPS
Awarded Possible Percentage Points

Quiality 60%

Cost N/A

Improvement Activities 30 40 15% 11.25
Advancing Care 87.5 100 25% 21.88
Information

TOTAL 78.13

A Weighing changes if a performance category is not scored

Performance Category Weights if no ACI Weights if no Quality

Quality 85% 0%
Cost 0% 0%
Improvement Activities 15% 50%

Advancing Care Information 0% 50%
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D MIPS Payment Adjustment

A Adjustment factor applied to Part B payments

A TIN/NPI used for payment adjustment
I Regardless of submitting at individual, group, or APM entity level
I Final Score applied to all TIN/NPI under group or APM entity
I Highest score used when a clinician bills under multiple TINs

I Payment follows NPI if move TINs between performance year and
payment year

A Setting Performance Threshold for 2019 payment
I Performance Threshold: CPS of 3
I Maximum Negative Adjustment: 4%

I Positive Adjustment: 4% plus scaling factor up to 3.0X for budget
neutrality

i Additional Performance Threshold: 25" percentile of range of possible
CPS above the average (70)

33 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER ,INC.



D MIPS: Payment Adjustment for 2019

+0.5-10%

Yy,
Oo/ +o 4 /O SUBMIT 90-DAY
(o TO FULL
-4% SUBMIT SOME CALENDAR DATA
SUBMIT BUT NOT ALL DATA Receive a small
FAIL TO REPORT MINIMAL DATA positive payment
-4% adjustment adjustment: 0.5- 10%
<-=e-o TEST PARTICIPATING IN MIPS-----
Final How to Achieve Score MIPS Adjustment
Score
0-0.75 Fail to Report Negative 4%
0.76- Unlikely to occur -4 to 0%
2.69
3.0 Submit 1 quality measure that does not meet 0%

data completeness standards
Submit 1 low-weighted improvement activity

3.1-69.9 Submit additional information to full reporting  0-4% x scaling factor
with low performance

70.0- 100 Fully participate with high performance 0-4% x scaling factor AND
MIPS exceptional performance adjustment
0.5%- 10% x scaling factor
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D MIPS: Feedback, Review and Corrections

A Feedback
I 2015 performance QRURs and sQRURSs available now
I 2016 performance QRURs expected fall 2017
I MIPS data provided annually, first year data not available until 2018

I Targeted Review: Must submit request within 60 days of CMS
providing MIPS adjustment factors; 30 days to respond to CMS
information requests

A MIPS Adjustment Announcement: By December 1, 2018

A Data Validation and Auditing

I Selectively audit eligible clinicians yearly
» Must respond to requests in 45 business days
» Must provide primary source documents as requested

I Establishes rules for recouping any over payments made as a result
of inaccurate data

5 I Clinicians must attest to accuracy and completeness-ef-€at@em.: ozsememen ne



D MIPS: Public Reporting on Physician Compare

36

A For each MIPS eligible clinician, final score and
performance by category

A Subsets of detailed information for each performance

category

T Quality: rates for measures determined suitable for public
reporting (minimum sample size of 20)

T Cost: measures to be determined

T Improvement activities: to be determined based on consumer and
statistical testing
1 ACI: Indicator for clinicians successfully meeting this category

A Aggregate information on range of scores
A Participation in Advanced APM with links to APM data



Advanced Alternative
D Payment Model (APM)

Incentive Payment
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D Estimated Participation in Advanced APMs

A Proposed rule estimated 30,000 to 90,000 clinicians would
be excluded from MIPS as QPs in Advanced APMs in 2017.

A Final rule estimates between 70,000 and 120,000 clinicians
excluded from MIPS as QPs in Advanced APMs in 2017.

I Approximately 5-8 percent of all clinicians billing under
Medicare Part B

A Incentive payments for QPs expected to total between
$333M and $571M in 2019 (2017 performance)

A Also estimates 125,000 to 250,000 clinicians excluded from
MIPS as QPs in Advanced APMs in 2018.

38



D Track 2: 5% bonus for Advanced APMs

Alternative Payment Models (APM) are defined in MACRA as:

CMS Innovation Medicare Health Care Quality Demo Required by Expanded Medical
Center Model ACO Demonstration Federal Law* Home Model

New programs TBD

2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026

0.75%

update
(2026A)

Advanced APM participating providers
exempt from MIPS; receive annual 5% bonus

(2019-2024)

TRACK 2

Advanced Alternative Payment Models (APM) Entities Must:

Uses certified EHR technology, 2019-20 25% Or, 20% beneficiary count

Pays based on MIPS comparable quality 2021-22 50% Or. 35%

measures, and

losses.

Threshold of payments in an Advanced APM

Inclusion in i
Advanced APMs A Total payments exclude payments made by the Secretaries of Defense/Veterans Affairs

triggers exclusion and Medicaid payments in states without medical home programs or Medicaid APMs.

from MIPS. * Minimum of 25% of Medicare payments must be in APM in all years, unless patrtial
qualifying thresholds are met with no 5% bonus and a choice of MIPS
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D Advanced APM

FIGURE B: Program Overview

ADVANCED APM
ENTITY
APM Entity

participates in
Advanced APM model

APM model meets
Advanced APM
criteria

QUALIFYING APM
PARTICIPANT (QP)

Eligible Clinicians

in Advanced APM
Entity collectively meet
either revenue or
thresholds with no bonus beneficiary count QP

and chose whether to be thresholds
in MIPS of participation

PARTIAL QP
Eligible Clinicians in
Advanced APM Entity
collectively meet either
revenue or beneficiary
count Partial QP

40

Qualifying APM
Participants (QPs) are
excluded from MIPS
and get a lump sum
5% incentive payment
equal to the prior
year 0s Part

professional services,
applies from 2019 1
2024. In 2026 and
beyond, QPs get a
0.75% update
vs. 0.25%.
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D Advanced APMs Step 1: does the model qualify?

1. Model requires at least 50% of eligible clinicians to use Certified

EHR Technology (CEHRT) in 15t performance period (2017)

I Applicable to hospital in models where it is the participant

I CEHRT definition to match MIPS; 2014 in 2017 and 2015 in 2018

I The EHR Incentive Payment participation quality metric will count for
Medicare Shared Savings Program (ACO-11)

2. Model pays, at least in part, based on 1 outcome measure and
1 MIPS comparable quality measure that are evidence-based,
reliable and valid of the following types:

I Quality measures applicable under MIPS;
I Proposed annual list of MIPS quality measures;
I Endorsed by a consensus-based entity;
I Submitted in response to the MIPS Call for Quality Measures; or
|

' Any other quality measures that CMS determines to have an evidence-
based focus and be reliable and valid.
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D Advanced APMs Step 1: does the model qualify? ( con't

3. There is more than a nominal amount of risk for monetary
losses (withhold, reduce or clawback payments):

I Total Risk (maximum exposure) must be at least the lower of:
»4% 3% of APM spending benchmark or target, or
» 8% of average estimated total Medicare A/B revenue of entity in 2017/2018

X

X

I Or, is a full capitation risk arrangement

A Medical home models must meet same CEHRT and quality
requirements, but have slightly different nominal risk standard,
unl ess 1t 1 s certified and ndex
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£ Medical Home Model: eligibility

A At minimum, a Medical Home Model must include:

Primary care focus with participants that include primary care
physicians and practitioners and offer primary care services. Primary
care focus means including specific design elements related to eligible
clinicians practicing under one or more of 9 Physician Specialty Codes.

Empanelment of each patient to a primary clinician.

A In addition, it must have at least four of the following:

Planned coordination of chronic and preventive care.
Patient access and continuity of care.

Risk-stratified care management.

Coordination of care across the medical neighborhood.
Patient and caregiver engagement.

Shared decision-making.

Payment arrangements in addition to, or substituting for, fee-for-service
payments (i.e. shared savings, population-based payments).
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D Medical Home Model: risk level

Financial standard same as other APMs except 4™ bullet:

1. Wit hhold payment for services to
eligible clinicians;

2. Reduce payment rates to the APM E
eligible clinicians;

3. Require direct payment by the APM Entity to the payer, or

Cause the APM Entity to lose the right to all or part of an otherwise
guaranteed payment or payments.

i All medical homes may rely on this additional criterion in 2017, but only
entities whose parent have fewer than 50 clinicians may use it in 2018

I The Entity must potentially owe or forego at least the following percent
of their total Medicare Parts A/B revenue:

» 2.5% in 2017,

» 3% in 2018,

» 4% in 2019,

» 5% in 2020 and later.
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D Step 2: Is the Entity in a Designated Advanced APM?

Approved for 2017 Expected in 2018

V Comprehensive ESRD Care V Comprehensive Care for
(CEC) (LDO arrangement & Joint Replacement
non-LDO two-sided risk

V New voluntary bundled
payment program

V Comprehensive Primary Care V MSSP Track 1+
Plus (CPC +)

V Medicare Shared Savings
Program Tracks 2 & 3

V Next Generation ACO Model

V Oncology Care Model (OCM)
two-sided risk arrangement

arrangement)

A First list published by January 1, 2017: https://gpp.cms.gov/
A Updated on ad hoc basis, but at least annually
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https://qpp.cms.gov/

D Advanced APM Step 3: Are you an eligible clinician

In the Advanced APM Entity?

Medicare Physicians: 2017 2019 2019
Doctor of Medicine, Doctor of Osteopathy, Doctor of (2015 performance)

Podiatric Medicine, Doctor of Optometry, Doctor of

Oral Surgery, Doctor of Dental Medicine, Doctor of

Chiropractic

Practitioners: 2018 2019 2019
Physician Assistant, Nurse Practitioner, Clinical Nurse (2016 performance)
Specialist, Certified Registered Nurse Anesthetist

Practitioners: N/A 2021 2019
Certified Nurse Midwife, Clinical Social Worker, Clinical

Psychologist, Registered Dietician, Nutrition

Professional, Audiologists

Therapists: N/A 2021 2019
Physical Therapist, Occupational Therapist, Qualified
Speech-Language Therapist

Exclusions: New Medicare-enrolled eligible clinicians; Clinicians below the low-volume threshold
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D Advanced APM Step 3 & 4: And, can you meet thresholds

to be a Qualifying or Partial Qualifying APM Participant?

A QP status will be determined based on either a percent of Part B
professional revenue or patients, whichever is advantageous, in
Advanced APM to demonstrate commitment.

A Calculations at the aggregate level using data for all eligible
clinicians participating in an Advanced APM Entity.

I Hospital-led APM where clinicians not on Participation list able to use
an Affiliates list (e.g. CJR) and assess at NPI level

I Clinicians participating in more than one APM that fails will have
payments and patient counts combined across APMs for NPI

I Entities in more than one program will not be able to combine
payments, but will be able to combine patient counts

A CMS will notify each Entity and clinician and post publicly

A If miss QP thresholds, there are a separate set of slightly lower
Partial QP thresholds where the Entity can opt-in to MIPS

I Individual assessed at NP1 level would just need to report to opt in
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D CMS Tables 32 and 34: QP Payment Amount and
Patient Thresholdsd Medicare Option

Medicare Option i Payment Amount Method

2024
Payment Year 2019 2020 2021 2022 2023 and later
QP Payment Amount Threshold 25% 25% 50% 50% 75% 75%

Partial QP Payment Amount Threshold 20% 20% 40% 40% 50% 50%

Medicare Option i Patient Count Method

2024
Payment Year 2019 2020 2021 2022 2023 and later
QP Patient Count Threshold 20% 20% 35% 35% 50% 50%

Partial QP Patient Count Threshold 10% 10% 25% 25% 35% 35%
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D Figure C: QP Determination Tree, Payment Years

2019-2020

Medicare Only

Is threshold
score0O2 5 %
Is threshold

score 02 0 % Partial QP

MIPS eligible
clinician
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D QP and Partial QP Determination Timeframe

A Three snap shots: March 31, June 30 and August 31

A Will assess claims for 3, 6 or 8 months

A Will use 3 month run out, so determination 4 months post
A Only need to be in and pass in one snap shot

A Will notify clinicians in time to report under MIPS if needed

FIGURE F: Determining the APM Entity Group Through Participation List Snapshots

Participants added
since snapshot #1

from ‘ APM
snapshot + - Entity

Participants added
since snapshot #2
Group

from —_
snapshot + ‘ -

group

#1 #2

Jan 2017 Feb 2017 Mar 2017 Apr 2017 May 2017 Jun 2017 Jul 2017 Aug 2017 Sep 2017 Oct 2017 Nov 2017 Dec 2017

Snapshot #1 Snapshot #2 Snapshot #3
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D QP and Partial QP Calculation:

All- Payer Combination

A Starts with Medicare only, but allows private payers to
supplement the calculation in 2021

I Medicare option will be calculated first then the All-Payer
Combination Option

I Statute generally follows Medicare criteria, but with some flexibility

A Medicare Advantage not counted in Medicare Option, but
rather part of All-Payer Combination Option

A Excludes payments made by DOD/VA and Medicaid in
states without medical home programs or Medicaid APMSs.

A Finalized models and process for EC identification for
Medicare, but seeking comments on private payer process
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D Other Payer Advanced APM

A Payment arrangements with non-Medicare payer
(Other Payer APM) can become an Other Payer Advanced
APM if the arrangement meets three criteria:

I Requires Certified Electronic Health Record technology (CEHRT) for at
least 50% of eligible clinicians in APM Entity;

I Quality measures comparable to MIPS including one outcome; and

I The APM Entity either:

» bears more than nominal financial risk if actual aggregate expenditures exceed
expected aggregate expenditures; or

» for beneficiaries under title XIX, is in a Medicaid Medical Home Model that meets
criteria comparable to Medical Home Models expanded under section 1115A(c)
of the Act (none currently available).

A Other Payer APMs include payment arrangements under any
payer other than traditional Medicare FFS.
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D Other Payer Advanced APM: risk standard

A Other Payer Advanced APM must, if actual aggregate
expenditures exceed expected aggregate expenditures in a
specified performance period:

I Withhold payment for services to t
eligible clinicians;

I Reduce payment rates to the APM En
clinicians; or

I Require direct payment by the APM Entity to the payer.

A The risk arrangement must have:
I A marginal risk rate of at least 30%,
I Maximum allowable minimum loss rate of 4%,
I Total potential risk of at least 3% of expected expenditures; or
I Capitation.
I Intend to establish a criterion based on A/B revenue in the future.
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£ Medicaid Medical Home Model: eligibility

A Medicaid Medical Home Model must have the following
two minimum elements:

model participants include primary care practices or multispecialty
practices that include primary care physicians and practitioners and
offer primary care services, and

empanelment of each patient to a primary clinician.

A And It must have at least 4 of the following elements:

Planned chronic and preventive care.

Patient access and continuity.

Risk-stratified care management.

Coordination of care across the medical neighborhood.
Patient and caregiver engagement.

Shared decision-making.

Payment arrangements in addition to, or substituting for, fee-for-service
payments (for example, shared savings, population-based payments).
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D Medicaid Medical Home Model: risk standard

A Except when fewer than 50 eligible clinicians in the parent
APM entity owner of a Medicaid Medical Home Model then
one or more of the following must apply:

I Withhold payment for services to t
eligible clinicians;

I Require direct payment by the APM Entity to the payer;

I Reduce payment rates to the APM En
clinicians, or

I Require the APM Entity to lose the right to all or part of an otherwise
guaranteed payment or payments.

A Entity must potentially owe or forego:

iln 2019, 4% of the APM Entityodos re
Tl n 2020 and | at er, 5% of t he APM E
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D CMS TABLE 36 & 37: QP Payment Amount and
Patient Thresholds (All-Payer Combination Option)

All-Payer Combination Option i Payment Amount Method

Payment Year 2019 2020 2021 20|2a‘: ;ﬂd

QP Payment Amount Threshold N/A N/A 50% 25%  50% 25% 75% 25%  75%

-Fr)ﬁg?'hﬁﬂﬁ FY/MEntAMOnt N/A  NA  40% 20% 40% 20% 50% 20%  50%

< < < <
® ® ® ®
= = = =
o o o o
2 2 2 2
o ™ ® o

All-Payer Combination Option i Patient Count Method

Payment Year 2019 2020 2021 2022 20|2£ ;”d

QP Patient Count Threshold N/A N/A 35% 20% 35% 20% 50%  20% 50%

Partial QP Patient Count N/A  N/A  25%  10%  25%  10%  35%  10%  35% [l
Threshold

aIedIpa
aIedlpaN
aIedlpaN
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D Submission of Information for Other Payer Advanced

APM Determination and Threshold Score Calculation

A Entities and/or eligible clinicians must submit certain information for
CMS to assess whether other payer arrangements meet the Other
Payer Advanced APM criteria and to calculate Threshold Scores for
a QP determination under the All-Payer Combination Option:

i By date and in a manner specifiedd the following data must be submittedd

» Payment arrangement informationd financial risk arrangements, use of certified
EHR technology, and payment tied to quality; and

» The amounts of revenues for services furnished through the arrangement, the
total revenues from the payer, the numbers of patients furnished any service
through the arrangement, and the total number of patients furnished any service
through the payer.

A Payers must attest to the accuracy of submitted information and
contracts may be subject to audit.

A CMS will determine in advance if Medicaid Medical Home Models
and Medicaid APMs exist.
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D Incentive Payment

Incentive Payment to eligible clinicians that achieve QP status for the
year (2019- 2024) equal to 5% of the estimated aggregate amounts
paid for Medicare Part B covered professional services furnished by the
eligible clinician from the preceding calendar year across all billing TINs
associ ated with the QPO6s NPI

Three months of claims run out will be included.
Incentive payments likely paid 6-months into the year.

Exclusions from estimated aggregate payment amount
A MIPS, VM, MU and PQRS payment adjustments

A Financial risk payments such as shared savings payments or net reconciliation
payments

Includes supplemental services payments (e.g. PBPM payments in lieu
of services reimbursed under PFS) on a case by case basis

Will not affect actual expenditures under an APM
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D CMS Technical Assistance

A $100 million in funding over 5 years for technical
assistance to help clinicians develop capabilities to be
successful under QPP

A Targets individuals and small group practices of 15 or fewer
I rural areas,
i health professional shortage areas (HPSAS),
I medically underserved areas (MUAS) and
I practices with low composite scores under MIPS.

A Help think through what is needed for success

A More to come: https://app.cms.qov/
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D Preparing for the path forward

PROVIDE EDUCATION ASSESS OPTIONS
Enable leaders and providers on Understand the range of
the facts and implications of the financial implications of each

MACRA legislation track and the strategic

considerations perusing each
(MIPS, MIPS+APM, A-APM)

N ANG

J

Develop a steering committee Premier facilitated meeting with
with health system leaders and implementation team for deeper
providers to review options and dive on identified operational

determine direction issue (e.g. MIPS Quality
Performance, Developing a

MSSP ACO, etc)
\_ J
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D Roadmap for Success under MACRA

IMPROVE
?

IMPLEMENT
*

DES?IGN O O

O : Adopt & share

. : S d @ industry best-

ANALYZE s Carcs practices?
3

available for
® performance

management?

Strategy to meet : ; .
qualityg?/eporting : Q Project and optimize
: for payment

) ) : . . .
requirements Activated &’ incentives?

e
&%/

systems to
manage costs-

Q
50
: Clear on
El MACRA rules : : to-performance?
@ Clear approach to e

and options? . : Re-assess and
provider : develop long-term
alignment? - Defined teams to care delivery

deploy programs strategies?
across the
continuum?

Educated
clinicians on the
program?

&

Defined approach
to care model
redesign?

Understand likely
financial impact of new
regulations?
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D Actions to take and Succeed under MACRA

2016 action plan: Organizations
need to make sure they are planning
for and their clinicians are submitting
measures in 2016

Financial Implications of MACRA for
a Health System and/or a CIN.

Current performance and
measurement strategy longer term

Ongoing physician network
monitoring and management

Market and physician risk
assessment

Productivity improvement
opportunity

Provides benchmarking for the future and assures payment in
2018 for all EPs. Part of a CIN and independent physician
strategy for alignment and opportunistic outreach

Insight on staying in MIPS or shifting to MIPS and APM or
MIPS and AAPM. Provide counsel regarding MACRA strategy
and how it fits with their overall value based care and
payment strategy.

Development of a measurement strategy that will enable
employed and/or CIN to perform better than the competition
and set them up for success in a AAPM

Understanding of how physicians are being and will be
measured in the future, weighting of the domains and how
they will be compared and payment adjusted.

Provide insights on market and competitor dynamics and
opportunities to leverage MACRA to better align with
physicians, assess current and future competitive threats as
well as potential physician defections

Provides benchmarking for the future and assures payment
in 2018 for all EPs. Part of a CIN and independent physician
strategy for alignment and opportunistic outreach



D For More Information

Visit www.gnyvhaventures.com/MACRA.

Contact
Policy Questions: Solutions Questions:
Elisabeth Wynn Nancy Vetter
Senior Vice President Senior Vice President
GNYHA GNYHA Ventures
(212) 259-0719 (212) 258-5328
wynn@gnyha.org nvetter@gnyha.org
Zeynep Sumer-King Donna Gammarato
Vice President Vice President
GNYHA GNYHA Ventures
(212) 258-5315 (212) 506-5436
zsumer@gnyha.org gammarato@gnyha.org
swnosy, Participate in our next MACRA event. Stay tuned for details.

Q(\"& Oa «45(7

<
& ¥

& @)

& —

5 GNYHA% GNYHA
[~ =]

] =z

PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.


http://www.gnyhaventures.com/MACRA

64 PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



65

O

MIPS: Improvement Activities- High Weighted and
ACI Bonus

High Subcategory |Activity (abbreviated)
Welght Bonus

X X X X X

X X X X X

X X X

Expanded
Practice Access
Population
Management

Care
Coordination

Provide 24/7 access to eligible clinicians or groups who have real-time
access to patient's medical record

Anticoagulant management program

Anticoagulant management improvements

Participating in RHC, HIS, or QHC that participate in quality reporting
Diabetes management program that accounts for patientd specific factors

Use of a QCDR to generate feedback that summarizes patterns and
outcomes

Managed chronic and preventive care for empaneled patients
Longitudinal care management to high risk patients

Episodic care management across transitions and referrals

Manage medications to maximize efficiency

Care coordination practices like reports to specialists, closing referral loop
Participation in CMS Transforming Clinical Practice Initiative
Documentation of care coordination processes

Develop regularly updated care plans

Bilateral exchange of patient information

PROPRIETARY & CONFIDENTIAL i © 2016 PREMIER, INC.



D MIPS: Improvement Activities- High Weighted and
ACI Bonus

High Subcategory |Activity (abbreviated)
Welght Bonus

Beneficiary Capture of patient reported outcomes
X Engagement Access to enhanced patient portal
X Collection and follow-up on patient experience and satisfaction data
X Engage patients and families to guide improvement in care
X Provide self-management materials at appropriate literacy level
X Patient Safety = Consultation of prescription drug monitoring
X Participation in CAHPS
X Use decision support and standard treatment protocols
X Seeing new and follow-up Medicaid patients in a timely manner
X Health Equity  Participation in a QCDR that screens for social determinants of health
X Emergency Domestic or international humanitarian volunteer work
Response
X Behavioral Integration facilitation/colocation of mental health and substance abuse
Health services with primary care
X X Integrated behavioral health services
X EHR capture of behavioral health data for decision-making purposes
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D MIPS: Final Score and Payment Adjustment

lllustration (Table 31)

67



D Track 2: 5% bonus for Advanced APMs

Advanced Alternative Payment Models (APM) as proposed:

Comprehensive Medicare Shared Next Oncology Care Comprehensive Comprehensive Episode
ESRD Saving Program Generation Model Primary Care Care for Joint Payment
(2-sided risk) (Tracks 2 & 3) ACO (2-sided risk) Plus Replacement Models
Track 1+ Re-open in Risk Track now Re-open in Proposed for Proposed for
coming soon 2018 open in 2017 2018 2018 2018
2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026

Advanced APM participating providers 0.75%

update
(2026A )

exempt from MIPS; receive annual 5% bonus
(2019-2024)

Measurement period

Advanced Alternative Payment Models (APM) Entities Must:

© 2020 T 25%
a Pays based on MIPS comparable

TRACK 2

Uses certified EHR technology, Or, 20% beneficiary count

Or, 35%

: - Medicare* and all- 0)
guality measures, and 2021-22 50 /0
Bearsmoret han finominal o 2023+ [N /570 o 50%

financial risk for losses.
Threshold of payments in an Advanced APM

A Total payments exclude payments made by the Secretaries of Defense/Veterans Affairs
and Medicaid payments in states without medical home programs or Medicaid APMs.

Inclusion in
Advanced APMs
triggers exclusion
from MIPS.

* Minimum of 25% of Medicare payments must be in APM in all years, unless patrtial
qualifying at with no 5% bonus and a choice of MIPS
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D Advanced APM Principles and Goals

A Principle: Increasing quality and efficiency of care delivered
In the Medicare program and across the health system.

A Goals:

Expand the opportunities for broad participation in APMs by a range
of physicians and other practitioners;

Ensure participation is attainable, but only for those organizations
that are truly transformative;

Maximize participation in Advanced APMs and other APMs
Remain flexible for future innovations;

Support multi-payer models and participation in innovative models in
Medicaid and commercial markets;

Minimize burden on organizations and professionals;

Assess degree of participation not performance within the
Advanced APMs.
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Advanced APM

i

FIGURE B: Program Overview

Alternative Payment Model (APM) Qualifying APM
Participants (QPs) are
APM meet Advanced APM criteria eXCIUded from MIPS

and get a lump sum 5%
Incentive payment equal

APM Entity participates in t O t he pri or
Advanced APM

Advanced APM

covered professional
services from 20191
2024. In 2026 and

Advanced APM Entity

Eligible Clinicians in Advanced beyond, QPS 96’[ a
APM Entity collectively meet
QP threshold of participation 075% Update VS.

0.25%.

Qualifying APM Participant (QP)
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D Advanced APM

APM meets Advanced
APM model criteria

PARTIAL QP

Eligible Clinicians in
Advanced APM Entity
collectively meet either
revenue or beneficiary
count Partial QP
thresholds with no
bonus and chose
whether to be in MIPS.

Qualifying APM Participants (QPs) are excluded from MIPS and get a lump sum 5% incentive
year 0s

payment equal

FIGURE B: Program Overview

prior

ADVANCED APM

APM Entity
participates in
Advanced APM model

QUALIFYING APM
PARTICIPANT (QP)

Eligible Clinicians

in Advanced APM
Entity collectively meet
either revenue or
beneficiary count QP
thresholds

of participation

Pa il 20248

In 2026 and beyond, QPs get a 0.75% update vs. 0.25%.
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D Advanced APMs Step 1: does the model qualify?

A Under MACRA, Medicare APMs include:

I A model tested by the Innovation Center;
I An ACO under the Medicare Shared Savings Program,;
I the Health Care Quality Demonstration Program; and

I A demonstration required by Federal law if and only if:
» Not simply authorized; compulsory,
» ncludes a demonstration At hesi so

» Entities participate in the demonstration through an agreement with
CMS or as specified by statute or regulation.
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Not Advanced APM

Bundled Payment for Care Improvement Models (Model 2,3 & 4)

Comprehensive ESRD Care (non- LDO arrangement one-sided risk)

Frontier Community Health Integration Program

Health Plan Innovation T Medicare Advantage Value-Based Insurance
Design Model

Health Plan Innovation- Part D Enhanced Medication Therapy Management
Model

Home Health Value-Based Purchasing Model

Independence at Home Demonstration

Transforming Clinical Practice Initiative
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D What 0s ( ©ont &d)

Not Advanced APM

Initiative to Reduce Preventable Hospitalizations Among Nursing Facility

Residents - Phase 2

Intravenous Immune Globulin (IVIG) Demonstration
Medicare Part B Drugs Payment Model

Medicare Care Choices

Model Medicare Shared Savings Program - Track 1

Million Hearts: Cardiovascular Risk Reduction Model

Oncology Care Model one-sided risk arrangement
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D What 0s ( ©ont &d)

Not Advanced APM

Accountable Health Communities

ACO Investment Model

Comprehensive Care for Joint Replacement (non-CEHRT)

Graduate Nurse Education Demonstration

Prior Authorization: Repetitive Schedule Non-emergent Ambulance Transport
Prior Authorization: Non-emergent Hyperbaric Oxygen Therapy Model

Strong Start for Mothers and Newborns
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D Threshold score calculation: attribution

AAn fattributed beneficiaryo is o
Entity on the latest available list of such beneficiaries at the time of
the QP determination, with attr:i

attribution rules.

AfAttriebatgi dhe beneficiaryo woul c
Is not enrolled in Medicare Advantage or a Medicare cost plan,

Does not have Medicare as a secondary payer,

Is enrolled in both Parts A and B,

|s at least 18 years of age,

Is a United States resident, and

o ok WhPE

Has at least one evaluation and management service claim by an
eligible clinician or group of eligible clinicians within an APM Entity for
any period within the QP performance period.

A Only counts beneficiary once in numerator/denominator, but may
count more than once across APMs
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D Threshold score calculation: numerator/denominator

A Medicare option:

I Numerator- is Part B professional service payments [or # of unique
attributed beneficiaries*] made through an Advanced APM Entity to an
eligible clinician for attributed beneficiaries from Medicare.**

I Denominator- is total payments [or # of attribution eligible beneficiaries]
made to eligible clinician from Medicare for attribution-eligible patients.

A All-payer Combination Option:

I Numerator- is payments [or # of unique attributed beneficiaries] made
through an Advanced APM Entity to an eligible clinician that combine such
payments from Medicare, commercial, and in certain cases Medicaid
payers.

I Denominator- is total payments [or # attribution eligible beneficiaries] made
to eligible clinician that combine payments from Medicare, commercial, and
In certain cases Medicaid payers.

*Depending on whether calculating the % payment or patient count
**For the numerator only services provided during the episode would count, but for the denominator it is all service during the QP performance period
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D Figure D: QP Determination Tree, Payment Years

2021-2022

Yes Yes
Is Medicare
threshold Scoge Yes Yes Partial QP
O 50% Is Medicare No
No threshold score
O 25 %> Yes
MIPS eligible
No No clinician
No
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D Figure E: QP Determination Tree, Payment Years

2023 and Later

Yes Yes
Is Medicare
threshold Scoge Yes Yes Partial QP
O 75% Is Medicare No
No threshold score
O 25 %> Yes
MIPS eligible
No No clinician
No
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D Supplemental Service Payments

A Inclusion of supplemental service payments will considered on a
case-by-case.

A If payments are for covered services that are in lieu of services
reimbursed under the PFS, those payments would included in the
APM Incentive Payment amounts.

A Incentive Payment amount will be included if it meets all of the
following 4 criteria:

I Payment is for services that constitute physician services authorized under
section 1832(a) of the Act and defined under section 1861(s) of the Act.

I Payment is made for only Part B services under the first criterion above,
that is, payment is not for a mix of Part A and Part B services.

I Payment is directly attributable to services furnished to an individual
beneficiary.

I Payment is directly attributable to an eligible clinician.
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D Physician Focused Payment Models (PFPM)

A Definition
I Medicare as a payor, can include other payors

I Includes eligible clinicians (as defined in 1848(k)(3)(B) of the Act) that play a
core role in implementing the payment methodology

I Targets quality and cost of services of eligible clinicians

A PTAC
I Physician-focused payment technical advisory committee

I Review and may recommendations to the Secretary regarding PFPMs that
are APMs or Advanced APMs

A Model Review Criteria

I Payment Incentives- volume over value, flexibility, quality and cost, payment
methodology, scope, ability to be evaluated

I Care delivery improvements- integration and care coordination across
providers and settings, patient choice, patient safety, patient engagement

T Information enhancements- use of health IT to inform care
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D Projected Number of Clinicians Ineligible for or
Excluded from MIPS in CY 2017, by Reason*

Reason for Exclusion Medicare Clinicians(TIN/NPIs) Part B Allowed Charges (mil)

738,090 1 788,090 $23,314 - $28,076

70,000 lower bound
120,000 upper bound

Ineligible Specialties*** 199,308 $10,614

Newly-enrolled clinicians**** 85,268 $1,283

*Allowed charges for covered services of the clinician under Part B.

2015 data used to estimate 2017 performance. Payments estimated using 2015 dollars.

**QPs have at least 25 percent of their Medicare Part B covered professional services or least 20 percent of their Medicare beneficiaries furnished
part B covered professional services through an Advanced APM. The upper bound estimate for QPs also reflects that a small number of Advanced
APM participants may be Partial Qualifying APM Participants (Partial QPs) that opt to be excluded from MIPS. For MIPS Year 1, Partial QPs are APM
participants that have at least 20 percent, but less than 25 percent, of their Medicare Part B covered professional services through an Advanced APM
Entity, or at least 10 percent, but less than 20 percent, of their Medicare beneficiaries furnished part B covered professional services through an
Advanced APM Entity.

***Section 1848(q)(1)(C) of the Act defines a MIPS el i gsistait, @aurse practitioner,i a n
or clinical nurse anesthetist, or a group that includes such clinicians.(See section Il.E.1 for further details) Our estimates of ineligible clinician types
count clinician types who received part B payments but are not listed as eligible clinicians in the Act for payment year 1 or 2.

****Newly enrolled Medicare clinicians in our data had allowed PFS charges in CY 2015 but the NPI did not have allowed PFS charges in CY 2014.
**++x|_ow-volume clinicians have less than or equal to $30,000 in allowed Medicare Part B charges or less than or equal to 100 Medicare patients

Qualifying APM Participants** $6,666 - $11,428
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D MIPS Final Rule Estimated Impact on Total Allowed Charges by
Practice Size (Y2019), Standard Participation Assumptions

Percent

Physician . Percent
Fee Clﬁlr:?(;?aiﬁs Eligible Aglgr?]rea?ce:te Aglgr?]re;g;te Net Impact of
Practice Eligible Schedule ) Clinicians p . P ) MIPS Payment
. with . Positive Negative .
Clinicians | Allowed " with : . Adjustment
Positive or : Adjustment | Adjustment :
Charges Negative , : (mil)
(mil) Neutral Adiustment (mil) (mil)
Adjustment ]
147,739 $30,426 90.0% 10.0% $244 -$99 $145
10-24 63,829 $10,870 90.0% 10.0% $80 -$37 $42
25-99 132,406 $13,942 92.6% 7.4% $101 -$47 $54
100+ 332,748 $23,216 98.5% 1.5% $274 -$16 $258
Overall 676,722 $78,454 94.7% 5.3% $699 -$199 $500

Practice size is the total number of MIPS eligible TIN/NPIs in a TIN.

Standard scoring model assumes that a minimum of 90 percent of clinicians within each practice size category would participate in quality data
submission.

*2015 data used to estimate 2017 performance. Payments estimated using 2015 dollars.

*The Net Impact to Payments is the combined impact of negative and positive MIPS payment adjustments and the exceptional performance payment.
***The estimated number of MIPS eligible clinicians subject to reporting requirements are based on QP eligibility model estimates. The number of
clinicians in the scoring model exceeded the upper bound estimate of MIPS eligible clinicians due to discrepancies between scoring model data on QPs
and QP eligibility model estimates.

****Specialty descriptions as self-reported in the National Plan and Provider Enumeration System (NPPES) at the time of issuance of a National
Provider I dentifier (NPI). Note that all categories arfan hyt Maldlix i exdl
for physicians listed as O0Family Practiced in NPPES
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D MIPS Final Rule Estimated Impact on Total Allowed Charges by

Practice Size (Y2019), Alternative Participation Assumptions

Physician Percent Percent Addreqate Addreqate

Fee Eligible Eligible ?r?] sct ?r?] a?ct Net Impact of

Practice Eligible Schedule | Clinicians Clinicians p . P ) MIPS Payment

o . . Positive Negative !

Clinicians | Allowed with with : . Adjustment
" , Adjustment | Adjustment :
Charges Positive Negative (mil) (mil) (mil)

(mil) Adjustment | Adjustment

1-9 147,739 $30,426 80.0% 20.0% $270 -$200 $71
10-24 63,829 $10,870 83.7% 16.3% $92 -$59 $34
25-99 132,406 $13,942 92.6% 7.4% $126 -$47 $79
100+ 332,748 $23,216 98.5% 1.5% $333 -$16 $317
Overall 676,722 $78,454 91.9% 8.1% $821 -$321 $500

Practice size is the total number of MIPS eligible TIN/NPIs in a TIN.

Alternative scoring model assumes that a minimum of 80 percent of clinicians within each practice size category would participate in quality data
submission.

*2015 data used to estimate 2017 performance. Payments estimated using 2015 dollars.

*The Net Impact to Payments is the combined impact of negative and positive MIPS payment adjustments and the exceptional performance payment.
***The estimated number of MIPS eligible clinicians subject to reporting requirements are based on QP eligibility model estimates. The number of
clinicians in the scoring model exceeded the upper bound estimate of MIPS eligible clinicians due to discrepancies between scoring model data on QPs

and QP eligibility model estimates.

****Specialty descriptions as self-reported in the National Plan and Provider Enumeration System (NPPES) at the time of issuance of a National
Provider I dentifier (NPI). Note that all categories arfan hyt Maldlix i exdl
for physicians listed as O0Family Practiced in NPPES
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D MIPS Final Rule Estimated Impact on Total Allowed Charges by
Specialty, Standard Participation Assumptions

. Aggregate
Number of percent with Percent with Impact

Physicians and é:g‘r’vids Zzzlttrl;lle of Negative Positive
Other g Payment Payment

Clinicians (mil) Pa)_/ment Adjustment Adjustment
Adjustment (mil)

All 676,722 $78,454 94.7% 5.3% $699 -$199
Allergy/Immunology 2,389 $251 92.1% 7.9% $2 -$1
Anesthesiology 29,845 $1,982 95.7% 4.3% $11 -$5
Cardiology 24,657 $5,172 95.0% 5.0% $54 -$11
Chiropractic 4,485 $247 87.8% 12.2% $1 -$1
SIRIERNIE RS CHEUNEI 1,267 $46 91.0% 9.0% $0 $0
Colon/Rectal Surgery 1,170 $125 96.3% 3.7% $1 $0
Critical Care 2,560 $257 93.8% 6.2% $2 -$1
Dentist 447 $16 94.2% 5.8% $0 $0
Dermatology 10,328 $2,960 92.1% 7.9% $24 -$8
Emergency Medicine 41,687 $2,722 97.3% 2.7% $13 -$3
Endocrinology 5,065 $474 96.4% 3.6% $5 -$1
Family Medicine 71,073 $5,802 95.0% 5.0% $62 -$15
Gastroenterology 12,168 $1,595 95.6% 4.4% $16 -$3
General Practice 2,389 $228 90.0% 10.0% $2 -$1
General Surgery 18,118 $1,734 94.5% 5.5% $17 -$5
Geriatrics 3,044 $371 94.0% 6.0% $4 -$1
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O

Provider Type

Hand Surgery
Infectious Diseases
Internal Medicine

Interventional Radiology

Nephrology

Neurology

Neurosurgery

Nuclear Medicine
Nurse Anesthetist
Nurse Practitioner
Obstetrics/Gynecology
Oncology/Hematology
Ophthalmology

Optometry

Oral/Maxillofacial Surgery

Number of

Physicians and

Other
Clinicians

1,769
5,412
80,871
1,886
7,048
12,540
4,470
540
23,892
51,004
18,578
10,368
16,502
12,116
129

Allowed
Charges
(mil)

$253
$684
$9,320
$389
$1,598
$1,405
$696
$98
$700
$1,763
$487
$4,747
$7,689
$926
$5

Percent with
Positive or
Neutral
Payment
Adjustment
91.2%
94.1%
94.3%
96.7%
94.3%
94.4%
93.8%
95.0%
96.3%
95.4%
97.3%
95.3%
96.3%
93.3%
96.1%

Percent with
Negative
Payment
Adjustment

8.8%
5.9%
5.7%
3.3%
5.7%
5.6%
6.2%
5.0%
3.7%
4.6%
2.7%
4.7%
3.7%
6.7%
3.9%

Aggregate
Impact
Positive
Payment
Adjustment
(mil)

$2
$6
$95
$2
$15
$13
$6
$1
$4
$16
$5
$40
$89
$7
$0
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MIPS Final Rule Estimated Impact on Total Allowed Charges by
Specialty, Standard Participation Assumptions

Aggregate
Impact
Negative
Adjustment
(mil)




Orthopedic Surgery

Otolaryngology
Pathology
Pediatrics

Physical Medicine
Physician Assistant

Plastic Surgery

Psychiatry
Pulmonary Disease
Radiation Oncology
Radiology
Rheumatology

Thoracic/Cardiac Surgery

[ee]
J

Number of
Physicians and

Other

Clinicians

19,360
10,764
7,812
10,433
4,565
6,357
42,402
2,449
13,598
14,044
9,910
3,364
34,613
3,865
3,333
8,956
3,080

Allowed
Charges

)

$3,286
$1,281
$969
$1,020
$59
$997
$1,284
$243
$1,800
$864
$1,535
$1,160
$4,507
$1,353
$559
$1,924
$871

Percent with
Positive or
Neutral
Payment
Adjustment

92.0%
93.3%
93.4%
96.0%
99.0%
90.9%
96.2%
93.9%
87.7%
86.2%
94.3%
95.1%
95.3%
96.4%
97.5%
95.1%
94.5%

Percent with
Negative
Payment
Adjustment

8.0%
6.7%
6.6%
4.0%
1.0%
9.1%
3.8%
6.1%

12.3%
13.8%

5.7%
4.9%
4.7%
3.6%
2.5%
4.9%
5.5%

MIPS Final Rule Estimated Impact on Total Allowed Charges by
Specialty, Standard Participation Assumptions

Aggregate
Impact
Positive
Payment
Adjustment

(mil)
$26
$11
$8
$6
$1
$7
$11
$2
$12
$6
$15
$10
$27
$13
$6
$16
$7
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D MIPS Final Rule Estimated Impact on Total Allowed Charges by
Specialty, Alternative Participation Assumptions

. Aggregate
Number of percent with Percent with Impact

Physicians and é:g‘r’vids Zzzlttrl;lle of Negative Positive
Other g Payment Payment

Clinicians (mil) Pa)_/ment Adjustment Adjustment
Adjustment (mil)

All 676,722 $78,454 91.9% 8.1% $821 -$321
Allergy/lImmunology 2,389 $251 85.1% 14.9% $2 -$2
Anesthesiology 29,845 $1,982 94.2% 5.8% $13 -$8
Cardiology 24,657 $5,172 92.6% 7.4% $65 -$17
Chiropractic 4,485 $247 75.1% 24.9% $1 -$3
SIRIERNIE RS CHEUNEI 1,267 $46 88.0% 12.0% $0 $0
Colon/Rectal Surgery 1,170 $125 92.3% 7.7% $1 $0
Critical Care 2,560 $257 91.3% 8.7% $3 -$1
Dentist 447 $16 89.7% 10.3% $0 $0
Dermatology 10,328 $2,960 85.7% 14.3% $28 -$15
Emergency Medicine 41,687 $2,722 96.7% 3.3% $16 -$4
Endocrinology 5,065 $474 93.9% 6.1% $6 -$2
Family Medicine 71,073 $5,802 92.1% 7.9% $72 -$26
Gastroenterology 12,168 $1,595 92.6% 7.4% $19 -$5
General Practice 2,389 $228 81.9% 18.1% $2 -$2
General Surgery 18,118 $1,734 91.4% 8.6% $19 -$8
Geriatrics 3,044 $371 90.3% 9.7% $4 -$2
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Provider Type

Hand Surgery
Infectious Diseases
Internal Medicine

Interventional Radiology

Nephrology

Neurology

Neurosurgery

Nuclear Medicine
Nurse Anesthetist
Nurse Practitioner
Obstetrics/Gynecology
Oncology/Hematology
Ophthalmology

Optometry

Oral/Maxillofacial Surgery

Number of

Physicians and

Other
Clinicians

1,769
5,412
80,871
1,886
7,048
12,540
4,470
540
23,892
51,004
18,578
10,368
16,502
12,116
129

Allowed
Charges
(mil)

$253
$684
$9,320
$389
$1,598
$1,405
$696
$98
$700
$1,763
$487
$4,747
$7,689
$926
$5

Percent with
Positive or
Neutral
Payment
Adjustment
86.7%
89.8%
91.6%
95.6%
91.1%
90.7%
90.1%
92.4%
95.1%
93.6%
95.6%
93.9%
93.6%
87.5%
93.0%

Percent with
Negative
Payment
Adjustment

13.3%
10.2%
8.4%
4.4%
8.9%
9.3%
9.9%
7.6%
4.9%
6.4%
4.4%
6.1%
6.4%
12.5%
7.0%

Aggregate
Impact
Positive
Payment
Adjustment
(mil)

$2
$7
$111
$3
$17
$14
$7
$1
$4
$19
$5
$48
$108
$8
$0
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MIPS Final Rule Estimated Impact on Total Allowed Charges by
Specialty, Alternative Participation Assumptions

Aggregate
Impact
Negative
Adjustment
(mil)
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Orthopedic Surgery
Other MD/DO
Otolaryngology

Pathology

Pediatrics

Physical Medicine
Physician Assistant

Plastic Surgery

Podiatry
Psychiatry

Pulmonary Disease

Radiation Oncology

Radiology

Rheumatology

Thoracic/Cardiac Surgery

Urology

Vascular Surgery

Provider Type

Number of

Physicians and

Other
Clinicians

19,360
10,764
7,812
10,433
4,565
6,357
42,402
2,449
13,598
14,044
9,910
3,364
34,613
3,865
3,333
8,956
3,080

Allowed
Charges
(mil)

$3,286
$1,281
$969
$1,020
$59
$997
$1,284
$243
$1,800
$864
$1,535
$1,160
$4,507
$1,353
$559
$1,924
$871

Percent with
Positive or
Neutral
Payment
Adjustment

88.1%
90.7%
88.9%
94.2%
98.6%
85.3%
94.8%
88.5%
77.7%
79.9%
91.4%
93.5%
93.8%
93.4%
95.5%
92.2%
91.8%

Percent with
Negative
Payment
Adjustment

11.9%
9.3%
11.1%
5.8%
1.4%
14.7%
5.2%
11.5%
22.3%
20.1%
8.6%
6.5%
6.2%
6.6%
4.5%
7.8%
8.2%

Aggregate
Impact
Positive
Payment
Adjustment
(mil)

$30
$12
$9
$7
$1
$8
$13
$2
$13
$7
$18
$11
$32
$16
$8
$19
$9
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D MIPS Final Rule Estimated Impact on Total Allowed Charges by
Specialty, Alternative Participation Assumptions

Aggregate
Impact
Negative
Adjustment
(mil)




