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        CMS Priorities For Value Based Care  



 Disclaimer 

• No financial conflicts 

• This presentation was prepared as a tool to assist providers and is not 
intended to grant rights or impose obligations. Although every reasonable 
effort has been made to assure the accuracy of the information within 
these pages, the ultimate responsibility for the correct submission of claims 
and response to any remittance advice lies with the provider of services.  

• This publication is a general summary that explains certain aspects of the 
Medicare Program, but is not a legal document. The official Medicare 
Program provisions are contained in the relevant laws, regulations, and 
rulings. Medicare policy changes frequently, and links to the source 
documents have been provided within the document for your reference 

• The Centers for Medicare & Medicaid Services (CMS) employees, agents, 
and staff make no representation, warranty, or guarantee that this 
compilation of Medicare information is error-free and will bear no 
responsibility or liability for the results or consequences of the use of this 
guide. 
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Size and Scope of CMS Responsibilities 

CMS is the largest purchaser of health care in the world. 

 

Combined, Medicare and Medicaid pay approximately one-third 
of national health expenditures  

 

CMS covers 100 million people through Medicare, Medicaid, the 
Children’s Health Insurance Program; or roughly 1 in every 3 
Americans. 

 

The Medicare program alone pays out over $1.5 billion in benefit 
payments per day. 
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Implications of Multiple Chronic Conditions 

A Population View of Medicare 





HHS Department-Wide Strategy 

A health care system that results in 
better accessibility, quality, affordability, 

empowerment, and innovation 

 
 

CMS has started a national conversation about improving the health care 
delivery system, how Medicare can contribute to making the delivery system 
less bureaucratic and complex, and how we can reduce burden for 
clinicians, providers and beneficiaries in a way that increases quality of 
care and decreases costs – making the health care system more effective, 
simple, and accessible, while maintaining program integrity and preventing 
fraud 
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CMS support of health care will result in patient-centered, market-driven reforms 
that drive quality and improve outcomes 

Key characteristics 
 Producer-

centered 
 Incentives for 

volume 
 Unsustainable 
 Fragmented Care 

Key characteristics 
 Patient-centered 
 Incentives for 

outcomes 
 Sustainable 
 Market-driven 
 Coordinated care 

Public and Private sectors 

Evolving future state Historical state 



The CMS Innovation Center Statute 

“The purpose of the [Center] is to test innovative payment and 

service delivery models to reduce program expenditures…while 

preserving or enhancing the quality of care furnished to individuals 

under such titles” 

Three scenarios for success from Statute: 

1. Quality improves; cost neutral 

2. Quality neutral; cost reduced 

3. Quality improves; cost reduced (best case) 
 

If a model meets one of these three criteria and other statutory prerequisites, the 

statute allows the Secretary to expand the duration and scope of a model through 

rulemaking  



The Innovation Center portfolio aligns with broader CMS goals 

Deliver 
Care 

 Learning and Diffusion 
‒ Partnership for Patients  
‒ Transforming Clinical Practice 

 

 Health Care Innovation Awards 
 Integrated Care for Kids (InCK) Model 
 Accountable Health Communities 

 

 State Innovation Models Initiative 
‒ SIM Round 1 & SIM Round 2 
‒ Maryland All-Payer Model 
‒ Pennsylvania Rural Health Model 
‒ Vermont All-Payer ACO Model 
 

 Million Hearts Cardiovascular Risk Reduction Model 

Distribute 
Information 

 Information to providers in CMMI models  Shared decision-making required by many models 

Pay 
Providers 

 Accountable Care  
‒ ACO Investment Model 
‒ Pioneer ACO Model 
‒ Medicare Shared Savings Program (housed in Center for 

Medicare) 
‒ Comprehensive ESRD Care Initiative 
‒ Next Generation ACO 

 

 Primary Care Transformation 
‒ Comprehensive Primary Care Initiative (CPC) & CPC+ 
‒ Multi-Payer Advanced Primary Care Practice (MAPCP) 

Demonstration 
‒ Independence at Home Demonstration  
‒ Graduate Nurse Education Demonstration 
‒ Home Health Value Based Purchasing 
‒ Medicare Care Choices 
‒ Frontier Community Health Integration Project 

‒ Medicare Diabetes Prevention Program Expanded Model 

 Bundled payment models 
‒ Bundled Payment for Care Improvement Models 1-4 
‒ BPCI Advanced 
‒ Oncology Care Model 
‒ Comprehensive Care for Joint Replacement 

 Initiatives Focused on the Medicaid Population  
‒ Medicaid Incentives for Prevention of Chronic Diseases 
‒ Strong Start Initiative 
‒ Medicaid Innovation Accelerator Program 

 Dual Eligible (Medicare-Medicaid Enrollees) 
‒ Financial Alignment Initiative 
‒ Initiative to Reduce Avoidable Hospitalizations among 

Nursing Facility Residents 

 Medicare Advantage (Part C) and Part D 
‒ Medicare Advantage Value-Based Insurance Design Model 
‒ Part D Enhanced Medication Therapy Management 

Test alternative payment models 

Support providers and states to improve the delivery of care 

Increase information available for effective informed decision-making by consumers and providers 



Model Development Process 

Requests for 
Information (RFI) 

How to Design an APM 
Toolkit 

Consumer, Payer, 
Provider, Clinician 

meetings, and 
roundtables Notice and comment 

rulemaking 



New Direction - CMS Innovation Center Request for Information (RFI) 

The RFI seeks broad input related to a new direction for the CMS 
Innovation Center that will promote patient-centered care and test 
market-driven reforms that empower beneficiaries as consumers, 
provide price transparency, increase choices and competition to drive 
quality, and improve outcomes.  

 

The administration plans to launch models in several focus areas: 

 

Guiding Principles 

• Choice and competition 
in the marketplace 

 
• Provider choice and 

incentives 
 
• Patient-centered care 
 
• Benefit design and price 

transparency 
 
• Transparent model 

design and evaluation 
 
• Small scale testing 
 

• Expanded Opportunities for Participation in Advanced 
APMs 

• Consumer-Directed Care & Market-Based Innovation 
Models 

• Physician Specialty Models 
• Physician-Focused Payment Model Technical 

Advisory Committee (PTAC) Recommended 
Models 

• Prescription Drug Models 
• Medicare Advantage (MA) Innovation Models 
• State-Based and Local Innovation, including Medicaid-

focused Models 
• Mental and Behavioral Health Models 
• Program Integrity 



Medicare Diabetes Prevention Program (DPP) Expanded Model 

Timeline: 

2012 – CMS Innovation Center awarded Health Care Innovation 
Award to The Young Men’s Christian Association of the USA (YMCA) to 
test the DPP in >7,000 Medicare beneficiaries with pre-diabetes 
across 17 sites nationwide. 

 2016 – DPP announced as the first ever prevention model to meet 
statutory criteria for expansion. The Secretary determined that 
DPP: 

• Improves quality of care         beneficiaries lost about five percent body weight 
• Certified by the Office of the Actuary as cost-saving         projected net savings of $186 

Million to the Medicare Program over a 10 year period 
• Does not alter the coverage or provision of benefits 

  

MDPP is a structured behavioral intervention with the goal of preventing progression to type 
2 diabetes in individuals with an indication of pre-diabetes.  

2016 - 2017 – National expansion established through rulemaking, with policies to create a new supplier 
class finalized in CY 2017 PFS Final Rule and additional policies related to performance-based payment 
proposed in CY 2018 PFS Proposed Rule. 
April 2018 – National availability of MDPP set of services to Medicare beneficiaries. 



 Maryland has the nation’s only statewide all-payer hospital global budget model 
 

 The model tests whether hospital global budgets can achieve improvements in 
quality and reduce per capita hospital cost growth 
 

 The All-Payer Model has positive results to date (2014-2016) 
 The state reports approx. $429 million in Medicare hospital cost savings 

 All-payer total hospital per capita cost growth significantly below the 3.58% target 

 30-day all cause readmission rate fell from 1.2% to 0.4% above national rate 

 
 
Maryland All-Payer Model reports $429 million in Medicare hospital 
cost savings over three years 

 Hospitals began moving into All-Payer Global Budgets in July 2014 
- 95% of Maryland hospital revenue will be in global budgets 
- All 47 MD hospitals have signed agreements 

 

 Model was initiated in January 2014; five year test period 
 

 Maryland has proposed building on existing global budgets, 
towards a population-based total cost of care model. 



Maryland Total Cost of Care Model 

Components of Maryland Total Cost of Care Model 

New Model in Maryland Covering Full Continuum of Care 

Benefits of TCOC Model 

 Adds new providers and 
settings into care 
transformation effort 

 

 Links disparate providers 
to create more patient-
centered care 

 

 Aligns incentives across 
providers to reduce 
hospitalizations and total 
cost of care 

Hospital Global Budgets 
Population-based payments 
for Maryland hospitals; 
Continuation of policy from 
Maryland All-Payer Model 

Care Redesign Program 
Gainsharing between 
hospitals, hospital-based 
specialists, non-hospital 
providers 

Maryland Comprehensive 
Primary Care Program 

Financial support for primary 
care providers performing care 
management for  
high-risk patients 

Hospital only Inpatient and outpatient settings Primary care and community settings 

Performance Period begins January 1, 2019 and continues through 2026 



Vermont All-Payer ACO Model - joint effort to transform health and healthcare throughout 
the State  

First alternative payment model that aligns incentives for nearly all 
providers delivering care across an entire state in order to improve 
health, health care quality, and value for its residents that began 
January 1, 2017 

 

 Aligning the incentives across Vermont will create a strong 
business case for the healthcare system to improve health 
outcomes and population health and place Vermont 
healthcare cost growth on a more financially sustainable 
trajectory 

Key Features: 

• Statewide Targets - ACO scale targets, financial targets, 
and population health/health outcomes targets that 
bridge the traditional care delivery system with public 
health agencies and community health programs 

• Vermont Medicare ACO Initiative - Medicare Fee-for-
Service ACO initiative tailored to Vermont  

• Start-up Funding for Care Coordination - $9.5 million of 
start-up funding made available in 2017 to support care 
coordination and bolster collaboration between practices 
and community-based providers 

 

Statewide Targets 

ACO scale targets 
At least 70% of all Vermont 
residents across payers, including 
90% of Vermont Medicare 
beneficiaries, attributed to an ACO 
 
Population health and health 
outcomes targets 
- Substance use disorder 
- Suicide 
- Chronic conditions 
- Access to care 
 
Financial targets 
- Reduce per capita healthcare 
expenditure growth across all 
payers to at most 3.5% 
- Reduce per capita Medicare 
healthcare expenditure growth to 
0.1%-0.2% points below projected 
national Medicare growth 



 
 
 

 
 
Pennsylvania Commits to Achieving the Following Rural Targets: 
 

Financial: $35 million in Medicare hospital savings; all-payer target of no more than 3.38% in annual hospital spending 
growth. 
 
Scale: At least 6 rural hospitals will participate during Performance Year 1 (2018), 18 rural hospitals during Performance 
Year 2 (2019), and 30 rural hospitals during each of Performance Years 3 through 6 (2020-2023). 
 
Population Health, Access & Quality: 1) increase access to primary and specialty care; 2) reduce rural health disparities 
through improved chronic disease management; and 3) decrease deaths from substance use. 

Alternative payment model, which began on January 12, 2017, in collaboration with 
Pennsylvania and focused on improving the cost and quality of care delivered at hospitals in 
rural Pennsylvania. 
 

 

Key Features: 
• Hospital Global Budgets: Pennsylvania will set the all-payer global budget for each participating rural 

hospital for inpatient and outpatient services 
• Hospital Care Delivery Transformation: Hospitals will plan changes to redesign care, including investing 

in quality and tailoring services to their communities  
• Funding for Model: $25 million made available to help Pennsylvania begin Model implementation 

 
 

Pennsylvania Rural Health Model aims to help rural 
hospitals improve quality and address community health 
needs 



Million Hearts® Cardiovascular Disease Risk Reduction Model will 
reward population-level risk management 

Heart attacks and strokes are a leading cause of death 
and disability in the United States. Prevention of 
cardiovascular disease can significantly reduce both CVD-
related and all-cause mortality. 

 Participant organizations  
 516 awardees (256 Control Group and 260 Intervention 

Group) from 47 states, the District of Columbia and Puerto Rico 

 19,000+ practitioners serving over 3.3 million Medicare 
beneficiaries 

 Private practices, community health centers, hospital-owned 
practices, hospital/physician organizations 

 

 Participant responsibilities 
 Systematic beneficiary risk calculation* and stratification 

 Shared decision making and evidence-based risk modification 

 Population health management strategies 

 Reporting of risk score through certified data registry 

Payment Model 

• Pay-for-outcomes 
approach 
 

• Disease risk assessment 
payment 
- One time payment ($10 

per beneficiary) to risk 
stratify eligible 
beneficiary 

 
• Care management 

payment 
- Monthly payment to 

support management, 
monitoring, and care of 
beneficiaries identified 
as high-risk 

- Amount varies based 
upon population-level 
risk reduction 

*Uses American College of Cardiology/American Heart Association (ACA/AUA) Atherosclerotic Cardiovascular 
Disease (ASCVD) 10-year pooled cohort risk calculator 



Accountable Health Communities Model addresses health-
related social needs 

• Systematic screening of all 
Medicare and Medicaid 
beneficiaries to identify unmet 
health-related social needs 

 

• Tests the effectiveness of 
referrals and community 
services navigation on total cost 
of care using a rigorous mixed 
method evaluative approach 

 

• Partner alignment at the 
community level and 
implementation of a community-
wide quality improvement 
approach to address beneficiary 
needs  

Key Innovations 

 Model Tracks 
Assistance Track   

• Bridge Organizations in this track provide community service 
navigation services to assist high-risk beneficiaries with accessing 
services to address health-related social needs 

Alignment Track   
• Bridge Organizations in this track encourage partner alignment 

to ensure that community services are available and responsive 
to the needs of beneficiaries 



Integrated Care for Kids Model 

Creation of sustainable 
Alternative Payment 
Models (APMs) 

Improving 
performance on 
priority measures of 
child health 

Reducing avoidable 
inpatient stays and out-
of-home placements 

The InCK Model is a child-centered local 
service delivery and state payment model 
aimed at reducing expenditures and 
improving the quality of care for children 
covered by Medicaid and CHIP, especially 
those with or at-risk for developing 
significant health needs. 

3 1 2 

Notice of Funding anticipated Early 2019 
Up to 8 cooperative agreement awards anticipated Late 2019 

Goals: 

Addresses the impact of the opioid crisis on children 



Maternal Opioid Misuse (MOM) Model 

Maternity 
and Infant 

Care 

OUD  
Treatment 

Behavioral 
Health and 

Primary Care 

State Medicaid Agency 

The MOM model is a patient-centered, service-

delivery model, which aims to improve the 

quality of care and reduce costs for pregnant and 

postpartum Medicaid beneficiaries with OUD and 

their infants through state-driven care 

transformation. 

Create sustainable 
coverage and payment 
strategies 

Improve quality of care 
and reduce costs 

Expand access to treatment, 
service-delivery capacity, and 
infrastructure 

3 1 2 

Goals: 

Anticipated Notice of Funding Opportunity Release: Early 2019  
Anticipated Application Period: Spring 2019 



Emergency Triage, Treat, and Transport 
(ET3) Model 

Increase efficiency in the 
EMS system to more 
readily respond to high-
acuity cases  

Provide person-
centered care and give 
beneficiaries greater 
control of their care  

Encourage appropriate 
utilization of services to 
meet health care needs 
effectively  

The ET3 Model provides greater 
flexibility to ambulance care teams 
responding to 911 calls, aimed at 
reducing expenditures while 
preserving or enhancing quality of 
care for beneficiaries 

3 1 2 

Request for Applications anticipated Spring 2019 
Notice of Funding Opportunity anticipated Late 2019 

Goals: 

Appropriate care, at the right time, in the right place 

Treatment 
On Scene 

Hospital 

Alternate 
Location 



Comprehensive ESRD Care will improve patient centered 
coordination of care for ESRD beneficiaries 

The CEC model improves care coordination through the 
creation of ESRD Seamless Care Organizations (ESCO) 
that will include dialysis providers, nephrologists, and 
other medical providers 

 CEC Model launched in 2015 and is now in Year 2 with 37 
ESCOs, including 33 LDOs and 4 non-LDOs, serving 38,000 
beneficiaries nationwide 

 Goal is to test an ACO model centered solely around ESRD 
patients 

 

ESRD beneficiaries  = 

 

 

Dialysis costs account for approximately 35% of total cost of 
care for ESRD patients 

 Opportunity exist to improve patient centered care that 
coordinates  dialysis care with care outside of dialysis 

 

Care Model 

• Improve care coordination 
• Dialysis facilities, 

nephrologists and other 
providers coordinate 
beneficiary care 

• Clinical and support 
services 

• Data driven, population 
care management 
 

• Enhance communication 
between providers 
• Whole-patient care 

management 
• EHR information 

exchange among 
providers 

1% 
of Medicare 
beneficiaries 

7.2% 
of Medicare 

Fee-For-
Service (FFS)  

payments 

account  for 



BASIC track and ENHANCED track 

• We redesigned the program’s participation options to offer two  tracks 
instead of three tracks and the Track 1+ Model, which  eligible ACOs 
enter into for an agreement period of not less than  5 years, for 
agreement periods beginning on July 1, 2019, and in  subsequent 
years: 

• BASIC track: Includes a “glide path” for eligible ACOs consisting of  
five levels (called Levels A through E) that begin under a one-sided  
model and incrementally phase-in higher levels of risk and reward.  
The highest level, Level E, qualifies as an Advanced Alternative  
Payment Model (APM) under the Quality Payment Program. 

• ENHANCED track: Based on the program’s Track 3; provides  
greater risk in exchange for greater potential reward. This track 
is  also an Advanced APM under the Quality Payment Program. 

Final Rule Dec. 21, 2019 23 

NEW “Pathways to Success” for ACOs 
 
Streamlined Participation Options 



 
International Pricing Index (IPI) Model  
 

• The IPI Model would test whether increasing competition for private-sector vendors to 
negotiate drug prices, and aligning Medicare payments for drugs with prices that are 
paid in foreign countries, improves beneficiary access and quality of care while 
reducing expenditures.  

• In the ANPRM, CMS sought public feedback on the potential model design, which 
would have physicians and hospitals (and potentially other providers and suppliers) in 
selected geographic areas receive certain drugs from private-sector vendors. 
Providers in the non-model areas would continue to use the buy and bill system to 
administer Part B drugs to their patients and to be paid under the current Medicare 
payment policy. 

• CMS envisions that the model would initially focus on single source drugs and 
biologicals, as they encompass a high percentage of Part B drug spending and are 
frequently used by physicians that bill under Medicare Part B. Initially, the model would 
include drugs and biologicals that we identify from international pricing data. The 
model would begin with these two broad groups of drugs – single source drugs and 
biologicals – but could over time include multiple source drugs and Part B drugs 
provided in other settings. 

• CMS is considering the best ways to include newly approved and marketed drugs in 
the model. CMS sought comment in the ANPRM on additional drugs that could be 
added over time to bring the greatest value to the Medicare program and beneficiaries. 

 
24 



Part D Enhanced Medication Therapy Management 
(MTM) Model  

Enhanced MTM, when implemented correctly, can improve health care 
and outcomes for patients  and has the potential to lower overall health 
costs 

 The model will assess whether additional incentives and flexibilities to 
design and implement programs will achieve: 
 improving compliance with medication protocols 

 reducing medication-related problems 

 increasing patients’ knowledge of their medications  

 improving communication among prescribers, pharmacists, caregivers and patients 
 

 Began January 1, 2017 with a 5 year performance period 
 

 CMS is testing the model in 5 part D regions 

 Region 7 (Virginia) 

 Region 11 (Florida), 

 Region 21 (Louisiana), 

 Region 25 (Iowa, Minnesota, Montana, Nebraska, North Dakota, South Dakota, Wyoming) 

 Region 28 (Arizona).   

 

 



Part D Subsidies & Premiums (2006-2017) 
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Part D Payment Modernization Model 
Eligibility 

• Eligible: PDP and MA-PD plans, including those that 
offer standard or alternative Part D coverage, may 
apply to participate 

• Not eligible: Special needs plans, private fee-for-service 
plans,  employer/union only direct contract plans, 
section 1876 cost contract  plans, section 1833 health 
care prepayment plans, PACE, Medicare-  Medicaid 
plans, and religious fraternal benefit plans 

• Part D sponsors will be required to submit all Plan 
Benefit Packages  (PBPs) in the PDP regions for which 
they are applying for participation 

• Medicare Advantage Organizations (MAOs) that apply 
with an MA-PD  must include all of the eligible MA-PD 
PBPs offered in or across the Part  D region(s) that the 
MA-PD serves 
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Part D Rewards and Incentives Programs 

• CMS is permitting model participants to propose Part D 
Rewards and  Incentives (RI) programs that, in connection 
with medication use, focus  on promoting improved health, 
medication adherence, and the efficient  use of health 
care resources 

• The goals include rewarding and incentivizing enrollees’: 

• Participation in a disease state management program 
• Engaging in medication therapy management with 

pharmacists or providers 

• Receipt of preventive health services, such as vaccines 
• Active engagement with their plans in understanding 

their  medications, including clinically-equivalent 
alternatives that may be  more cost-accessible 
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Greater Value Based Insurance Design Scope for 
2020 

• Bipartisan Budget Act of 2018 (BBA) allows eligible MAOs  in all 
50 states and territories to apply for one or more of the  health 
plan innovations being tested in  the      VBID model 

• Coordinated care plans (CCPs) – including HMOs and local 

• PPOs - may apply to VBID  currently 

• Regional Preferred Provider Organizations (RPPOs) may  
apply to VBID for 2020 

• Dual Eligible Special Needs Plans (D-SNPs) and Institutional  
Special Needs Plans (I-SNPs) may apply to VBID for 2020 

• CY 2021: Hospice Benefit in  MA 

29 



 
 
 
 
 
VBID Model Design Elements 
 

• VBID by chronic condition and/or socioeconomic status 

 

• Rewards and Incentives 

 

• Telehealth Networks 

 

• Wellness and Health Care Planning 

 

• CY 2021: Hospice Benefit in Medicare Advantage 

 

30 



Value-Based Insurance Design – Chronic Condition  
and/or Socioeconomic Status 

 

31 

• To test the impact of value-based insurance design, MAOs  
may propose reduced cost-sharing and/or additional  
supplemental benefits, including non-primarily health 
related  supplemental benefits, for targeted enrollees 
 

• MAOs may propose reducing costs for covered Part D drugs 
• For example, based on chronic condition(s) and/or low-income  

subsidy status, MAOs may propose generic drug(s) with $0  cost-
sharing 

• MAOs may propose additional conditions for eligibility 
• For example, a conditional requirement may be participation in  

a disease state management program or seeing a high-value  
provider 



Rewards and Incentives Programs 

• Participating MAOs that offer Prescription Drug Plans (MA-PDs)  

may also propose RI programs for enrollees who take covered  Part 

D prescription drugs. 

• Generally, these RI programs should do one or more of the  

following: 

• Reward and incentivize participation in a disease state 

management program 
• Reward and incentivize engaging in medication therapy 

management with pharmacists or providers 

• Reward and incentivize receiving preventive health services, such 

as vaccines 
• Reward and incentivize active engagement between MAOs and 

their enrollees  in understanding their medications, including 
clinically-equivalent alternatives  that may be more cost-accessible 
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Patients Over Paperwork 

We are working with the private sector towards 
patient-centered care and market-driven reform that: 
empowers beneficiaries as consumers, provides price 
transparency, increases choices and competition to 
drive quality, and improves outcomes. 



Mapping the Journey 



The Nursing Home Journey 

1    Admit Resident 
Determine capacity to provide care,  

coordinate Resident transition to the  

Nursing Home, and create Minimum Data  

Set (MDS) within two weeks and baseline  

care plan within 48 hours. 

2    Coordinate Care 
Coordinate Resident care with family and  

a variety of contracted specialists, internal  

staff, and other institutional providers. 

3 Assist with Daily Living  Help 

Resident bathe, groom, dress,  

undress, eat, and toilet. Assist with  

movement. 

4 Provide Medical and  

Nursing Care 
Provide person-centered medical 

and nursing services. 

5    Ensure Quality of Life 
Provide quality of life services such as  

life enrichment programs. 

6    Assess Resident 
Track progress by assessing Resident and  

entering data into MDS. Coordinate and  

verify assessments. 

7    Provide Therapy 
Improve or maintain Resident's abilities  

through physical, occupational, speech,  

or other therapies. 

8    Document Care 
Track progress of each Resident  

interaction, documenting a wide variety of  

measures. 

9    Discharge Resident 
Coordinate, prepare, and discharge 

Resident to another setting. If Resident  

passes away, help family with end-of-life  

arrangements. 

A    Bill for Services 
Submit bills and cost reports to Centers  

for Medicare & Medicaid Services (CMS). 

Submit claims to a Medicare Administrative  

Contractor (MAC), the State, or Medicare  

Advantage Plans monthly for payment. Bill  

Residents for care and treatment received  

outside of Medicare and Medicaid coverage. 

B  Audit 
Provide records for CMS, Office  

of Inspector General, or the State  

to audit upon request. 

C   Train Staff 
Provide continuous education, support,  

feedback, and interpretation of new  

regulations for staff. 

D  Survey & Recertify 
Admit State Survey Agency (SA) to ensure  

requirements are met and retain certification. 

E   Correct Deficiencies 
Develop and implement a Plan of Correction  

if the SA cites deficiencies. SA verifies  

Nursing Home is in compliance. 

F    Report Quality 
Collect Resident care data through MDS  

and staffing data through payroll-based  

journals. Submit data to CMS and SA.  

Receive a star rating on Nursing Home  

Compare based on this data and surveys. 

G   Improve Quality 
Improve the quality of care, organizational  

culture, ethics, processes, and technology  

with Quality Assurance & Performance  

Improvement educational material and  

other resources. 

Resident  

Care 

Administration &  

Compliance 

Licensure 
Apply for a license through the State. 

Certification 
Complete initial survey and  

become certified through CMS,  

the State, and MAC. 

Terminate 
Nursing Home is involuntarily excluded  

from participating in Medicare and  

Medicaid for violating requirements. 

End Participation 

Withdraw 
Stop participating in Medicare and  

Medicaid voluntarily. 

Program Participation 

Enrollment 
Apply for participation in CMS  

program. Receive tax ID number.  

Hire, credential, and enroll staff. 

v 4.4 
Resident Family Nursing  

Home Staff 

Third  

Party 

Resident  

Journey 
Financial Foundational  

Elements 

Quality &  

Care 
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Provider Feedback 
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What CMS is Doing to Minimize Burden 
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Schematic 

https://go.cms.gov/MedicareRequirementsLookup  

https://go.cms.gov/MedicareRequirementsLookup


 
 
 

Provider-to-Provider Medical Record Exchange 
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• Health Information Exchange and Care Coordination Across Payers: Patients should 
be able to maintain access to their healthcare information 
- We are proposing to require MA organizations, Medicaid managed care plans, CHIP 

managed care entities, and QHP issuers in the FFEs to support electronic exchange of 
data for transitions of care as patients move between these plan types.  

- This data includes information about diagnoses, procedures, tests and providers seen 
and provides insights into a beneficiary’s health and healthcare utilization.  

 

• Care Coordination Through Trusted Exchange Networks 
- We propose requiring MA organizations (including MA-PD plans), Medicaid managed 

care plans, CHIP managed care entities, and QHP issuers in the FFEs to participate in 
trust networks to improve interoperability 

- We propose that payers in CMS programs be able to participate in a trusted exchange 
network which would allow them to join any health information network they choose 
and be able to participate in nationwide exchange of data.  

40 

CMS and ONC Interoperability Proposed Rules  
Released February 11, 2019 

 
Payer-specific proposals 



How might we get there? 

The proposed rule would lay the foundation for healthcare interoperability. 



How might these proposals impact me? 

The proposals would help me to confidently provide better care to patients. 



Data Follows the Person- MyHealthEData 
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Meaningful Measures:  

A New Approach to 

Promote Effective Prevention  

& Treatment of Chronic 
Disease  
Meaningful Measure Areas 

• Preventive Care 

• Management of Chronic Conditions 

• Prevention, Treatment, and Management 
of Mental Health 

• Prevention and Treatment of  
Opioid and Substance Use Disorders 

• Risk Adjusted Mortality 

Promote Effective 
Communication  
& Coordination of Care 

Meaningful Measure Areas 

• Medication Management 

• Admissions and Readmissions  
to Hospitals 

• Transfer of Health Information  
and Interoperability 

Make Care Affordable   

• Appropriate Use of Healthcare 

• Patient-focused Episode of Care 

• Risk Adjusted Total Cost of Care 

Meaningful Measure Areas 

Strengthen Person & Family  
Engagement as Partners in 
their Care 

• Care is Personalized and Aligned with 
Patient’s Goals 

• End of Life Care according to Preferences  

• Patient’s Experience of Care  

• Patient Reported Functional Outcomes 

Meaningful Measure Areas 

Work With Communities to Promote 
Best Practices of Healthy Living  

Meaningful Measure Areas 

• Equity of Care 

• Community Engagement 

Make Care Safer by Reducing Harm  
Caused in the Delivery of Care 

• Healthcare-Associated Infections 

• Preventable Healthcare Harm 

Meaningful Measure Areas 



Promote Effective Communication & Coordination of Care 

MEANINGFUL MEASURE AREAS: 

MEDICATION MANAGEMENT 

Use of High Risk Medications in the Elderly - QPP 

Medication Reconciliation Post-Discharge - MSSP  

Annual Monitoring for Patients on Persistent 
Medications (MPM) - QRS 

Drug Regimen Review Conducted with  
Follow-Up for Identified Issues - IRF QRP, LTCH QRP, 
SNF QRP, HH QRP 

Standardized Readmission Ratio (SRR) - ESRD QIP 

Plan All-Cause Readmissions - Medicaid & CHIP Use of an Electronic Health 
Record - IPFQR, QIO 

ADMISSIONS AND  
READMISSIONS TO HOSPITALS 

TRANSFER OF HEALTH 
INFORMATION  
AND INTEROPERABILITY  

Measures 
Measures 

Measures 

Programs Using Illustrative Measures 

Quality Payment Program (QPP) 

Medicare Shared Savings Program (MSSP) 

Health Insurance Marketplace Quality Rating System (QRS) 

Inpatient Rehabilitation Facility Quality Reporting Program (IRF 
QRP) 

Skilled Nursing Facility Quality Reporting Program (SNF QRP) 

Long-Term Care Hospital Quality Reporting Program (LTCH QRP)  

Home Health Quality Reporting Program (HH QRP) 

End-Stage Renal Disease Quality Incentive Program (ESRD QIP)  

Medicaid and CHIP (Medicaid & CHIP) 

Inpatient Psychiatric Facility Quality Reporting (IPFQR) Program 

Quality Improvement Organization (QIO) 



Strengthen Person & Family Engagement as Partners in their Care  



Medicare Telehealth Codes  
Updated Jan 1 of each Calendar Year 

https://www.cms.gov/Medicare/Medicare-General-
Information/Telehealth/Telehealth-Codes.html  

Mental and Behavioral Health 

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-
Network-

MLN/MLNProducts/Downloads/BehavioralHealthIntegration.pdf  

Supporting Telemedicine 
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Final Rule Provisions- Telehealth 
Combatting Opioid Use Disorder  

4
8 

• Substance Use-Disorder Prevention that Promotes Opioid 
Recovery and Treatment (SUPPORT) for Patients and 
Communities Act: 
 
o Interim rule with comment period: removing originating 

site geographic requirements and adds home of an 
individual as permissible originating site for telehealth 
services (substance use disorder or co-occurring mental 
health disorder, after 7/1/2019) 
 

o New benefit category for opioid use disorder treatment 
services furnished by opioid treatment programs (OTPs) 
under Medicare Part B on or after 1/1/2020 
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Virtual Care-Physician payment for Communication 
Based Technology Services 

• Brief communication technology-based service, e.g. virtual 
check-in (HCPCS code G2012)  

• Remote evaluation of recorded video and/or images submitted 
by an established patient (HCPCS code G2010)   

• CMS is also finalizing policies to pay separately for new coding 
describing chronic care remote physiologic monitoring (CPT 
codes 99453, 99454, and 99457) and interprofessional internet 
consultation (CPT codes 99451, 99452, 99446, 99447, 99448, 
and 99449).  

 

• https://www.cms.gov/newsroom/fact-sheets/final-policy-payment-and-quality-
provisions-changes-medicare-physician-fee-schedule-calendar-year 
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Primary Care First and Direct Contracting.  

• 1. Primary Care First (PCF)  

• 2. Primary Care First – High Need Populations  

• 3. Direct Contracting – Global  

• 4. Direct Contracting – Professional  

• 5. Direct Contracting – Geographic  

 

• All five payment model options focus on supporting care for patients 
who have chronic conditions and serious illnesses.  
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5 Payment Models 



  
 
 

  Questions? 
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